


PROGRESS NOTE

RE: Sharon Proby
DOB: 08/01/1953
DOS: 04/01/2026
Tuscany Village

CC: Followup on pain management.

HPI: A 72-year-old female who was seen in her room; earlier, I observed her in her manual wheelchair propelling herself to go to meals. She is well groomed. She was alert, made eye contact with me and smiled. Staff report that she is compliant with care. There are some medicines which she has routinely refused to take stating that she just did not need them, but they remained on her med list, so in speaking with her, she is fine with the discontinuation of those medications that she has not been taking. She also wanted me to know that the changes we made in her pain medication about six weeks ago have really helped her. She states that she feels more like herself, her pain is well managed and she is alert and has more energy. There were narcotics that were discontinued in the doses that she had previously been prescribed.
DIAGNOSES: COPD, DM II, HTN, hemiplegia status post CVA affecting left nondominant side, anemia, depression, and insomnia.

MEDICATIONS: Norvasc 10 mg q.d., Lipitor 40 mg h.s., B complex q.d., B12 1000 mcg IM q.30 days, docusate one capsule b.i.d., gabapentin 100 mg two tablets at 2 p.m. and 300 mg q.a.m. and h.s., Humalog sliding scale, Lantus 10 units 9 a.m. and 9 p.m., Norco 5/325 mg one tablet b.i.d., meloxicam 15 mg q.d., MiraLAX q.d., saline nasal spray q.d., omeprazole 40 mg q.d., oxybutynin 5 mg q.d., B complex with C one capsule q.d., and Voltaren gel topical to knees q.d.

ALLERGIES: AMBIEN, LATEX and CONTRAST MEDIA IODINE.
DIET: CCHO/RCS, regular thin liquid.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Pleasant, well-groomed female seen in her room at her request.

VITAL SIGNS: Blood pressure 141/85, pulse 63, temperature 98.0, respirations 19, O2 sat 96%, FSBS 133, height 5’4”, and weight 138 pounds with a BMI of 23.7.
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HEENT: Her hair is clean and combed. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in good repair. Clear carotids.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough and symmetric excursion.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. Trace lower extremity edema at ankles and distal pretibial. She is weightbearing. She uses a manual wheelchair to get around that she propels and she self-transfers. She has not had any falls in some time. Good grip strength.

NEURO: She is alert and oriented x3. Speech is clear. She makes eye contact. Affect appropriate. She appears to understand given information.

SKIN: Warm, dry and intact with good turgor.

PSYCHIATRIC: She appears to be in good spirits. She is calm and just seems a sense of peace about her at this point.
ASSESSMENT & PLAN:
1. Medication review. There are several medications the patient has consistently refused to take and I spoke with her about it and she would like to just not have them listed anymore, so they are discontinued.
2. Chronic constipation. She states that she is a bit more regular. She has been receiving three different stool softeners and would like to take just the little red pill which is Senna Plus, so I am discontinuing docusate and MiraLAX as well as MOM.
3. B12 deficiency. Apparently, at some point, the patient was told that she had B12 deficiency; however, there is no lab that supports that in looking through her labs. She receives a monthly injection of 1000 mcg as well as takes an oral capsule of the same amount. So, we are ordering a B12 level and if it is WNL, we will discontinue the injections.
4. General care. I have written order for the patient to be seen by podiatry next month. She is diabetic and we will just have them evaluate her foot care.
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