


PROGRESS NOTE
RE: Betty Tilghman
DOB: 08/26/1943
DOS: 02/15/2023
Rivendell AL
CC: Increased pain and shaking.
HPI: A 79-year-old seen in room she requested to be seen for the above complaints. As soon as I entered her husband started speaking on her behalf and I asked him to let her tell me what is going on with her. She has a baseline of Parkinson’s disease and is currently on tramadol 50 mg b.i.d. for pain management. Tramadol has been effective up until recently she states it works, but does not last long enough. Husband then interjects that she did much better when she was on one of the Parkinson’s pills four times daily and did not know why I had cut her down to three times a day. I showed him her discharge orders where she was admitted on Sinemet one p.o. t.i.d. told him that that was not my doing, but if she did better on it I am uncomfortable increasing the frequency of dosing. She still comes out for meals and activity. She likes to socialize with other people apart from her husband as he tends to take over. She was spinning her wheelchair around in her room when I had asked her to come out into the living room so I can speak to her and she was just having difficulty with that.
DIAGNOSES: Parkinson’s disease, pain management, left femur osteonecrosis wheelchair-bound, anxiety disorder, osteoporosis, OAB, major depressive disorder and RLS.
ALLERGIES: KEFLEX and CLINDAMYCIN.

MEDICATIONS: Going forward Sinemet 25/250 mg one tab p.o. q.6h., tramadol 50 mg at 8 AM, 2 PM and 100 mg h.s., Norvasc 10 mg at noon, ASA 81 mg b.i.d., docusate 200 mg h.s., Lexapro 10 mg q.d., FeSO4 b.i.d., Toprol 50 mg b.i.d., Remeron 15 mg h.s., PEG pow q.d., Mirapex 0.125 mg 2 PM and 7 PM, Detrol 1 mg b.i.d., and D3 1000 IU q.d.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Frail female is a little quirky, but pleasant.
VITAL SIGNS: Blood pressure 118/60, pulse 74, temperature 99.2, respirations 18, and oxygen saturation 94%.

CARDIAC: She has regular rate and rhythm. No M, R, or G. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds. Lungs clear. No cough.
MUSCULOSKELETAL: Generalized decrease muscle mass and motor strength. No LEE. She leans in her wheelchair and acknowledges her left hip is a site of pain, but that also goes then just upper back.
NEUROLOGIC: Orientation x2. She has to reference for date and time. She has fleeting attention span. She can speak on her own behalf. She does take her time about getting to the point. Affect is at times in congruent with what she is saying, but speech is clear.
ASSESSMENT & PLAN:
1. Parkinson’s disease with increased tremor returning her Sinemet to one tab q.6h., which is what she had prior to admission here why it was changed the neurologist me know. We will see how she does and hopefully we will gain benefit.
2. Pain management. Tramadol increase and will follow up with her as to benefit.
CPT 99350
Linda Lucio, M.D.
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