


PROGRESS NOTE
RE: Martha Jones
DOB: 09/22/1945
DOS: 08/06/2025
The Harrison AL
CC: Medication issues.
HPI: A 79-year-old female seen in an apartment that she shares with her husband John. Staff have reported that there are times when the patient is given medication that they administer that she will pocket and try to self-administer it at another time. She was caught doing that recently and that was brought to my attention. The patient then told me that she was self-administering her Rytary, which I found unusual and then she tells me that she is taking 300 mg, which there is not a 300 mg tablet; I do not know if that is the sum of the medication. When I asked her about it, she was evasive and I did not get an answer, but she is taking three Rytary q.4h. and I told her the maximal frequency of dosing is q.6h. and other issues applied to the use of Klonopin, which she states that she needs for anxiety and sleep, but she requests high doses and then she has also requested that she get Robaxin with her Klonopin and that was changed to tizanidine given the interaction between the other muscle relaxant and the Klonopin. The patient also has Vistaril though that order was discontinued that she has taken intermittently on her own. She has had side effects like hoarseness and speech difficulties. I told her it is very likely that those relate to the amount of medication and the frequency with which she is taking them. She told me previously that she has an appointment with the psychiatrist, Dr. Kim on 08/21 and she also has an appointment with Dr. Ryan, neurologist who she has not seen before and has an appointment on 09/22. I told her that I think it is in her best interest that staff administer her medications both over-the-counter and prescription. She was quiet, she did not protest, but did not look agreeable to it and I just told her my concerns were the multiple medications and their interactions.
DIAGNOSES: Parkinson’s disease, orthostatic hypotension, anxiety disorder, chronic depression, polyneuropathy, chronic migraine, lumbosacral plexus, insomnia and degenerative disc disease lumbar region.
MEDICATIONS: Unchanged from note one week ago.
ALLERGIES: PCN and STATINS.
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DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient is seen in room with husband present. She was alert and engaging.
VITAL SIGNS: Blood pressure 124/76, pulse 70, temperature 97.3 and respirations 18.
NEURO: She makes eye contact. Soft volume speech and spoke slowly. She was able to give information; most of it focuses on pain and, when I told her that I thought it would be best that her medications be administered by staff, she was quiet and had no response and then later stated okay. She is oriented x2-3. She can voice her need. She understands given information. Affect was bland.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple.

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

RESPIRATORY: Normal effort and rate. Lungs fields clear. No cough. Symmetric excursion.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Did not observe gait. She repositions herself in the recliner. No noted edema. She has no lower extremity edema. Moves arms in a normal range of motion. I did not observe gait on this visit. Denied any falls in the room.
ASSESSMENT & PLAN: Polypharmacy with self-administration of medications in a pattern that is likely excessive. Ordered for staff to administer all medications both OTC and prescription and the ACMA who is present today will help staff with getting medications from the patient. Medications that need a new order I will be made aware from and give those orders.
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