


PROGRESS NOTE

RE: Robert Braun

DOB: 06/28/1945

DOS: 01/02/2026
Windsor Hills

CC: Medication review and the patient questions.

HPI: An 80-year-old gentleman who was telling me that is tired of taking the number of pills he takes and that he never in his life taken as many pills as he does since he has got here. I told him that we could look them over and then see what can go and what is necessary. The patient also believes that he received a blood pressure pill daily, which he does not.

DIAGNOSES: Hypertension, peripheral neuropathy, osteoarthritis, hyperlipidemia, glaucoma, Alzheimer’s disease severity not known, epilepsy unspecified, not intractable, vitamin D deficiency, B12 deficiency, and anxiety disorder.

CURRENT MEDICATIONS: Keppra 750 mg b.i.d. with a diagnosis of myoclonus, D3 50,000 units q. Monday, B12 1000 mcg one capsule q.d., MVI q.d., Depakote 250 mg t.i.d., Mobic 7.5 mg q.d., gabapentin 300 mg b.i.d., Pepcid 10 mg q.d., Lipitor 10 mg h.s., and melatonin 5 mg h.s.

ALLERGIES: NKDA.
DIET: Liberalized regular diet.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and engaging.
VITAL SIGNS: Blood pressure 138/76, pulse 76, temperature 97.7, respirations 17, O2 saturation 97%, and weight 188.4 pounds.

NEURO: Oriented x2-3. Speech clear, gives information and asks appropriate questions. He is interested in his health and he stresses that he will be 81 in June. He states that he wants to get back to working out routinely and shows me his arms and that how he used to be muscled up in his words.
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MUSCULOSKELETAL: The patient ambulates with a walker. He states that he feels he can walk without it, but he was encouraged to use it here, so he wants to comply with that. He has not had any falls. Moves arms in a normal range of motion. No lower extremity edema.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. He is quite verbal. No evidence of SOB.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

SKIN: Warm, dry, and intact with good turgor.

NEURO: Makes eye contact, appropriate affect, has a sense of humor. He is interested in his health and wants to not have to take things that he does not need.

ASSESSMENT & PLAN:

1. General care. We will order a CBC, CMP, TSH, and a PSA as he has never had one.

2. Medication review. Discontinuing B12, Mucus Relief, and Pepcid as it is low dose.

3. Osteoarthritis. The patient is on Mobic 7.5 mg, which is low dose and the patient does have knee pain, specifically the left side, so I am increasing the Mobic to 15 mg a day, we will see if that is effective; if not, we will discontinue it and then put him on something else possibly an NSAID.

4. Hyperlipidemia. The patient is on low-dose Lipitor at 10 mg. I am ordering a lipid profile as he has not had one; based on the results, we will make a decision of whether he needs to continue on the medication.

5. Hypertension. The patient does not take BP medication daily; he has clonidine p.r.n. with parameters and on review of his blood pressures this month, his systolic ranges from 121 to 138 and diastolic from 168 to 178. He has not received clonidine at any time and explained that to him. We will have BP checked daily for the next two weeks and then we will follow up with the patient.

6. Seizure disorder. The patient states that he has never had a seizure and does not know where that diagnosis came from, is concerned about it and he is on a secondary medication Depakote with the diagnosis of epilepsy, which he does not understand. So, we will see how he does with the decrease of the Keppra and then go from there.
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