


PROGRESS NOTE

RE: Warren Young

DOB: 10/19/1933

DOS: 04/19/2023

Rivendell AL

CC: Increased RLS symptoms, insomnia and lower back pain.

HPI: An 89-year-old with lumbar DDD and rheumatoid arthritis, apparently complained earlier this week of having low back pain to hospice. When asked about it today he stated that the medication he takes addresses his pain and he is not having any problems right now. He also has a history of restless leg syndrome and is on Mirapex 0.25 mg t.i.d.. When asked if he was having increased symptoms he said no that the medication helped and wanted to make sure that I was not going to discontinue it, I reassured him I was not. I asked the patient about the notation that he was complaining of insomnia. He takes trazodone 50 mg h.s. and reports that he sleeps good at night and denied early awakening. The patient comes out for meals, but he was observed engage in conversation with other residents at dinner. He will participate in activities at his daughter’s encouraging and otherwise sits in his room in his favorite recliner watching television.

DIAGNOSES: Lumbar DDD, insomnia, RA, HTN, DM II, depression and GERD.

MEDICATIONS: Fosamax q. Tuesday, ASA 81 mg q.d., Lipitor 40 mg h.s, Aricept 5 mg h.s., Cymbalta 30 mg q.d., Lexapro 20 mg q.d., FeS04 q.d., folic acid 1 mg q.d. gabapentin 300 mg h.s., losartan/HCTZ 100-25 mg one p.o. q.d., metformin 250 mg with breakfast, methotrexate 20 mg q. Tuesday, ropinirole 0.25 mg t.i.d., Senna Plus h.s., and two tablets q.a.m., trazodone 50 mg h.s, and vitamin C 1500 mg q.d.

ALLERGIES: NKDA.

DIET: Regular with Boost one bottle q.d.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert and pleasant. He tends to be quiet.

VITAL SIGNS: Blood pressure 104/68, pulse 66, temperature 97.1, respirations 18, and O2 sat 97%.

CARDIAC: Regular rate and rhythm. No M, R or G.

RESPIRATORY: Normal effort and rate. Lungs fields are clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: The patient gets around in electric WC. He requires assist for transfers. Moves limbs in fairly normal range of motion. No lower extremity edema.

NEUROLOGIC: Makes eye contact. Speech is clear. He states a few words at a time. Give brief answers to basic questions and denied any other symptoms that I was seeing him for.

ASSESSMENT & PLAN:
1. Insomnia. Sleeps with trazodone and he denied early morning awakening. If needed a p.r.n. trazodone for either difficulty with sleep induction or maintenance will be written.

2. Pain management to include his lower back. The patient has gabapentin and Tylenol p.r.n that he is able to ask for which helps when taken and defers anything stronger at this time.

3. RLS. The patient states that he has no symptoms with his current dose of ropinirole.
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