


PROGRESS NOTE

RE: Tommy Karns
DOB: 10/30/1933
DOS: 02/13/2024
Town Village AL
CC: Right hip pain and question about medication refills.
HPI: A 90-year-old retired professor of chemistry at OU seen today in room. The patient self is administers his own medications and he is aware of when they are due for refill. He has felt uncomfortable with relying on facility to order his medications timely as he notes that there is frequently agency med-aides who do not even know what his medications are. I spoke with him and this time we will have them done through our office until a DON is established and can take that responsibility. The patient is independently ambulatory in his room. Outside of it, he uses a walker. When he was walking, he had a limp. He already has visible compromise to his independent gait, but he states that his right hip has been bothering him. He denies fall or any other trauma. The patient has a history of polyarthritis and lumbar radiculopathy which could be affecting his hip.

DIAGNOSES: Polyarthritis, history of gout, mild memory impairment with some progression which the patient acknowledges, hypertension, peripheral neuropathy, GERD, hyperlipidemia, and chronic seasonal allergies.

MEDICATIONS: Torsemide 40 mg q.a.m., allopurinol 100 mg q.d., metoprolol 25 mg q.p.m., doxazosin 40 mg q. a.m., gabapentin 300 mg a.m. and h.s., omeprazole 20 mg q.a.m., simvastatin 20 mg q.p.m., MVI q.d., Pepcid 20 mg q.p.m., Zyrtec p.r.n., dulcolax q.p.m., and B12 MVI q.a.m.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

Tommy Karns
Page 2

PHYSICAL EXAMINATION:

GENERAL: The patient was fidgeting around the room, trying to find his medication list for me. He was alert and he was giving information as he was doing so. Then he joined me sitting down.
VITAL SIGNS: Blood pressure 124/63, pulse 109, temperature 97.2, and respirations 18.

RESPIRATORY: He has a normal effort and rate. No cough. Symmetric excursion. No wheezing noted.

CARDIAC: Regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced.

MUSCULOSKELETAL: He is ambulating about in his room and holding onto things here and there and he does so in a side to side waddle. He is favoring his right hip to palpation of the area. There is some soreness. There is no evident edema overlying redness. Skin is intact. He does have +1 pitting edema from the dorsum and the mid pretibial area.

NEURO: He makes eye contact. His speech is clear. He voices his needs. He is oriented x3. He voices concern about medication being properly reordered in a timely fashion and the correct medications. He presents a medication list typed out which is current and is renewed and has his pharmacy number clearly added.

SKIN: Warm, dry and intact

ASSESSMENT & PLAN:
1. Medication requiring refill. I told him that this time given that the facility is in transition getting a DON and his concerns, I will take his medication list and have it refilled directly through my office and he will be contacted when that is done.

2. Right hip pain. Recommended the patient take the Tylenol he has that is p.r.n. though he takes 500 mg a.m. and p.m. that he take an additional gram at midpoint during the day or a gram at bedtime for his discomfort. He is able to calculate this and take it as needed.

3. HTN. Overall view, good control.

4. Lower extremity edema. The patient sits with his legs in a dependent position frequently which is the likely cause. So elevation which he will do and it is at least being managed with his current diuretic.
5. General care. The patient is followed by nephrologist for CKD III to IV and his most recent labs were 01/18/24 that we have in chart, BUN and creatinine are 45 and 2.28. This has been noted by his nephrologist per the patient. This is actually his baseline.
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