


PROGRESS NOTE

RE: Christopher Snodgrass
DOB: 08/22/1976
DOS: 11/21/2025
Windsor Hills
CC: Followup care.

HPI: The patient is a 49-year-old gentleman seen in his room lying in bed as he has been when I had previously seen him. When I asked how he is doing, he states that nothing has changed, he is not sleeping; and I asked him if there was anything in particular bothering him and he stated that he just cannot sleep - it is loud and I asked if he sleeps during the day and he stated as much as he can and I pointed out that that may be the reason he is not sleeping at night. Staff tells me that there is a wheelchair that they offer the patient to get up and be wheeled out to either the dining room or to activities or to go outside and sit on the patio and he refuses every time for any of those opportunities. He tells me that staff do not know how to assist him in getting up and that it is physically painful for him once he is up. 
DIAGNOSES: Hemiplegia, hemiparesis of the left non-dominant side, insomnia, idiopathic neuropathy, anxiety disorder, Parkinson’s disease, GERD, DM II, COPD on O2, hypertension, mild cognitive impairment secondary to CVA, chronic pain syndrome, major depressive disorder, and muscle spasm.

MEDICATIONS: Baclofen 10 mg t.i.d., KCl 20 mEq ER two tablets q.a.m. Tuesday, Thursday, Saturday and Sunday, Ativan currently 1 mg h.s. – will be increased to 3 mg h.s., BuSpar 15 mg one tablet b.i.d., melatonin will be discontinued, Coreg 3.125 mg one tablet b.i.d., Lantus 26 units h.s. and 30 units q.a.m., NovoLog sliding scale, hydroxyzine 25 mg will be increased to 50 mg, Pataday eye drops one drop OU q.d. p.r.n., Senna one tablet q.d., Prevagen 10 mg one capsule q.d., simethicone one tablet t.i.d. a.c., Symbicort MDI two puffs b.i.d., Norco 5/325 mg one tablet q.6h., MiraLAX q.d., Lexapro 15 mg q.d., calcium carbonate 500 mg one tablet b.i.d., and pramipexole 0.75 mg one tablet q.d. 
ALLERGIES: GABAPENTIN, KETOROLAC, BACTRIM, and TRAMADOL.

DIET: Liberalized diabetic diet, regular texture, thin liquid.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, lying quietly in bed. He did engage when I told him what we are talking about his insomnia and its treatment and then he brought up that he was not able to call his daughter for her 18th birthday; someone has stolen his phone which he told me earlier this week and I am not sure what is being done to look into it but I will check. 
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VITAL SIGNS: Blood pressure 127/86, pulse 72, temperature 97.9, respirations 18, O2 sat 95%, FSBS 263, and weight 260.4 pounds.

HEENT: The patient has long hair, full beard and mustache. EOMI. PERRLA. He can focus visually on what he is looking at. Nares are patent. Moist oral mucosa. He has native dentition in fair repair.

NECK: Supple with clear carotids.

RESPIRATORY: Anterolateral lung fields are relatively clear. He was hard to move on my own so we just did that portion of the exam. He was verbal. Speech clear. No shortness of breath. He did have O2 in place, nasal cannula at 2 liters.

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

ABDOMEN: Protuberant and nontender. Bowel sounds present. No masses or HSM.

MUSCULOSKELETAL: He moves his right side. He is very expressive when he speaks with his right arm. He has good grip strength. His left side, arm just lays at his side. His left foot has flexion and extension – what appears to be – contracture.

NEURO: The patient is alert. He is oriented to person and place. He has to reference for date. He does know the time. His speech is clear. He makes his point. He expresses his need. He understands what is said to him.

PSYCHIATRIC: The patient still has some self-pity which is his focus rather than looking at what he can do with making attempts to do more than he currently is. He finds negative as to why he cannot. His affect is congruent with situation. He was not abrupt. He stayed in conversation even when he did not like what he was hearing.

SKIN: Warm, dry and intact. Fair turgor. No breakdown noted.

ASSESSMENT & PLAN:
1. IDDM, 10/21/25 A1c is 7.9. We will increase Lantus to 30 units q.a.m. and h.s. We will follow up on FSBS after the holidays and see if there needs to be any further adjustment in Lantus. 
2. Insomnia. I am discontinuing melatonin which has been of no help for the patient and we will continue with Ativan, but I am increasing it to 3 mg h.s. as the patient states it is given for anxiety disorder and not of much help. So, we increased this both to treat his anxiety and his insomnia and we will then also increase hydroxyzine to 50 mg h.s. and we will follow up over the next two weeks to see if it is of benefit. 
3. Anemia. H&H are 11.8 and 36.6 and that was in April 2025 and then in September a recheck shows an H&H of 10.9 and 34.6, so a decrease of at least a gram. Despite MCV and MCH being WNL at a borderline level, I am going to add an iron tablet daily and see if that does not help. CMP from 10/20/25 shows a sodium of 146, potassium of 3.3, and albumin of 3.0, other values are WNL. It was as a result of those labs that his potassium was increased to 20 mEq two tablets four days weekly and I am going to do a recheck of those values to see if he has a normal potassium. 
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