


PROGRESS NOTE

RE: Ledora Casto

DOB: 07/09/1938

DOS: 07/09/2025
The Harrison AL

CC: Sleep disorder.

HPI: The patient is an 87-year-old female who was seen in her room. She was pleasant remembered who I am and easily began talking. Overall, the patient denies any falls. No acute medical issues in the past 90 days. I started asking her basic questions she denied any untreated pain. Her appetite is good. She denies any symptoms of depression or anxiety. She did however acknowledge when asked that she does not sleep very well. She goes to bed and states that she just lays there waiting to fall asleep. She will toss and turn sometimes she will get up and sit on the side of the bed but that does not help and she does generally feel tired the next day because she did not get enough sleep. Apart from that she is feeling good. She goes to meals. She will participate in activities. She enjoys bingo when I saw her in her room she has got her little dog Franklin in her lap and she enjoys his company.

DIAGNOSES: Severe vascular dementia, hypertension, coronary artery disease, GERD, and osteopenia.

MEDICATIONS: Norco 5/325 mg one p.o. b.i.d. routine, calcium chew 500 mg one q.d., Caltrate one q.d., Senokot one tablet b.i.d., losartan 25 mg q.d., Prilosec 20 mg q.d., torsemide 20 mg q.d., and vitamin D3 400 IUs q.d.

DIET: Regular.

ALLERGIES: PCN.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Pleasant older female seated in room, she was pleasant, talkative, and remembered who I was.
VITAL SIGNS: Blood pressure 105/72, pulse 70, temperature 98.0, respirations 16, O2 saturation 95%, and weight not available.
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HEENT: EOMI/ PERLA. Anicteric sclerae. Carotids clear.

CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough symmetric excursion.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

NEURO: She is alert and oriented x2. Soft spoken and says a few words at a time. She was able to voice her need and talked about what it is like for her going to bed and just tossing and turning and waiting to try and fall asleep.

MUSCULOSKELETAL: The patient ambulates in her room independently outside of her room. She uses a manual wheelchair that she propels without difficulty. She has no lower extremity edema. Moves arms in a normal range of motion.

ASSESSMENT & PLAN: Insomnia. Melatonin 5 mg p.o. to be given at 7 p.m. and I explained to her that it takes little bit of time in her system before becomes active. I reassured her that it is not habit forming and I will followup with her next week to see how it has been for her and if we need to will adjust the dose and she is in agreement with that.
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This report has been transcribed but not proofread to expedite communication

