


PROGRESS NOTE
RE: Frankie Highwalker
DOB: 01/09/1945
DOS: 09/26/2025
CNH
CC: Lab review and general checkup.
HPI: The patient is an 80-year-old gentleman seen in the dining room. He was intent on finishing his eating and then he talked to me; when I asked him about pain, sleeping and appetite, he stated that he does not have any pain, his appetite is good, but he is also not sleeping. Review of the patient’s medication, he has no sleep aid. He does take Klonopin 0.5 mg q.12h., so the second dose is at 8 p.m., but it is for psychiatric reasons. I asked if he wanted something for sleep and he is wanting to try something. He has a good appetite, comes out and socializes and by socializing he will talk to the people at his table at dinner and then just sit and look around at other residents. He has had no falls or other acute medical issues.
DIAGNOSES: Seizure disorder, HTN, delirium due to psychological condition, history of TIA and CVA, hyperlipidemia, arthropathy, anxiety disorder, chronic constipation and chronic seasonal allergies.
MEDICATIONS: ASA 81 mg q.d., Lipitor 20 mg h.s., Keppra 1000 mg q.12h., Norvasc 5 mg q.d., Protonix 40 mg q.d., meloxicam 15 mg h.s., Heartburn Relief 20 mg q.d., Colace 100 mg q.12h., Klonopin 0.5 mg q.12h. and BuSpar 5 mg q.12h.
ALLERGIES: SULFITES.
DIET: Regular mechanical soft with ground meat and thin liquids and minced moist.
CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert, seated in his wheelchair and cooperative to being seen.
VITAL SIGNS: Blood pressure 144/81, pulse 86, temperature 98.0, respirations 18, O2 sat 98% and weight 214 pounds; stable.
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HEENT: The patient makes eye contact. Affect is somewhat serious and then he lightened up and seemed to relax. He is soft-spoken and gave brief answers to basic questions. Orientation is x2 and has to be told the date and he can be pleasant and cooperative.

MUSCULOSKELETAL: He is in a manual wheelchair that he propels. He has lower extremity edema bilateral, the left is about 1 to 2+ and the right trace to 1+. He also abraded the front of his left leg stating he did it on his wheelchair; it is dry, no evidence infection.

CARDIAC: He has a regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: He has good effort. Lungs fields are clear. No cough. Symmetric excursion and a regular rate.

ABDOMEN: Bowel sounds present. No distention or tenderness.

NEURO: Makes eye contact, soft-spoken, but speech is clear. He did tell me that he was not sleeping good when asked and he is not currently on any sleeping aid, but stated that he would take something to help him sleep and I told him that it would not be anything habit-forming and could be taken when he wanted it.

ASSESSMENT & PLAN:
1. Insomnia. Melatonin 5 mg h.s. to start and, if that is not effective, can increase the dose of the melatonin and, then if needed, a trial of trazodone 50 mg h.s.
2. Seizure disorder. He has not had a seizure in the last six months and had a Keppra level drawn the beginning of the year that was WNL at 36.6, which is well controlled and in target range. There has been no change in the dose either.
3. Dysphagia. This is an issue that appears to have gotten better with time. He had a swallow study done 12/2024 and there has been a decrease in dysphagia after starting Protonix 40 mg q.d. as recommended and diet was changed to mechanical soft with thin liquid and the patient continues to do the liquid wash, which is drinking something after every 2 to 3 bites and he maintains an appropriate posture when eating, so all is well in the dysphagia department.
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