


PROGRESS NOTE

RE: John Sinclair
DOB: 12/19/1944
DOS: 12/16/2025
Windsor Hills
CC: Lab review.
HPI: An 80-year-old gentleman seen today for labs that were obtained after a new patient visit was made by me. The patient was relaxed and comfortable at that time and today he is lying in bed awake reading.
DIAGNOSES: The patient’s diagnoses pertinent to today’s visit: Seizure disorder, paroxysmal atrial fibrillation, HTN and chronic pain syndrome.
MEDICATIONS: Unchanged. He takes Dilantin 100 mg capsule one b.i.d.
ALLERGIES: NKDA.
CODE STATUS: Full code.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert, made eye contact and understood the discussion regarding labs.
VITAL SIGNS: Blood pressure 143/74, pulse 83, temperature 97.6, respirations 18 and weight 287.5 pounds.
ASSESSMENT & PLAN: Seizure disorder. The patient is on Dilantin 100 mg b.i.d. capsules. His Dilantin level returns at 2; it should be between 10 and 20. I spoke to the patient about this and told him the options are to increase his Dilantin to 300 mg a day and then do a followup check after being on it approximately 30 days. The patient then tells me that his last seizure was in 1980 and that the Dilantin dose he was taking then is the same one that he is taking now, so since seizure in 1980 to current 45 years later he has had no seizures. I gave him some time to think and his option was to continue with the Dilantin 100 mg b.i.d. stating he has had one seizure in 45 years and does not feel the urgency to take more medication and he knows that he can change his mind at any time and let me know and we can adjust the dose.
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