


PROGRESS NOTE

RE: Carol Smith
DOB: 02/20/1937
DOS: 09/19/2024
The Harrison AL
CC: 90-day note.

HPI: An 86-year-old female seen in room. She was sitting at her kitchen counter and her grandson who is a man was visiting. He brought her lunch from Tev’s. She was looking at the food and stating that it would be like a weeks worth of meals. He remained for part of the visit and then had to leave. The patient brought up vertigo which has been an ongoing issue for her and she is treated with meclizine, currently takes 25 mg a.m. and h.s. She gets benefit initially, but it does not last long enough. No negative side effects. I discussed increasing the dosage to 50 mg and see if there is increased benefit without sedation. I also discussed safety issue. The patient likes to shower three times a week with her vertigo issues. I told her having standby assist is a safer way to go and she is amenable to that. She denies any falls. She sleeps okay at night. Denies any significant pain. She did bring up depression. She is on Zoloft, but states that she is having increased symptoms which had gone away after she initially started Zoloft. We will increase and she is in agreement. No other acute medical issues.

DIAGNOSES: Vertigo chronic issue, refractory depression, hypertension, OAB, osteoporosis, and cachexia.

MEDICATIONS: ASA 81 mg q.d., Os-Cal q.d., Omega-3 q.d., meclizine 25 mg a.m. and h.s., Megace 200 mg b.i.d., oxybutynin 5 mg t.i.d., MiraLax q.d., Zoloft be increased to 100 mg q.d., torsemide 20 mg q.d., vitamin C 500 mg q.d., and vitamin E 400 IUs q.d.
ALLERGENS: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and engaging.

VITAL SIGNS: Blood pressure 110/71, pulse 62, temperature 98.4, respirations 16, and weight 115.2 pounds.

RESPIRATORY: Normal effort and rate with clear lung fields and no cough.

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

MUSCULOSKELETAL: She gets around in a manual wheelchair that she can propel. She self transfers. She is weightbearing. No falls and no lower extremity edema. She moves arms in a normal range of motion.

NEURO: Orientation x 2 to 3. She has to check on the date. Speech is clear. Affect is animated. She perseverates on medical issues, but she was accepting medication changes that may benefit her.

ASSESSMENT & PLAN:
1. Vertigo. We will increase meclizine to 50 mg b.i.d. She currently has a 25 mg supply, so when she increases it if it is a benefit without significant side effect, continue. If it is too sedating etc. then she may want to break it up into 25 mg three times a day.
2. Refractory depression. Increase Zoloft to 100 mg q.d. and we will follow up in four weeks.
3. OAB. At visit on 08/29/24, the patient had excessive mouth dryness. So, I decreased her oxybutynin to same dose with b.i.d. and she has had improvement and the amount of mouth dryness and no significant change in her bladder control which remains good.

4. General care. She will be due for annual labs in two months. So, we will watch for them then.
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