


PROGRESS NOTE
RE: John Murrell

DOB: ________ /14/1937

DOS: 02/18/2022

Rivendell MC
CC: Lab review.

HPI: An 84-year-old gentleman, well groomed, sitting in the day room watching television with other residents, was pleasant. When I asked to speak with him, I told him what I was going to speak to him about and then, I reviewed his labs, reassured him that everything is going good, that his body is serving him well. He put his hand out to shake my hand and thanked me. When the patient was seen earlier this month, the issue had been a right-sided back pain that was to be discussed and he looked at me like he did not know what I was talking about and denied that he was having any continued back pain. We also followed up on the RLS complaints that he was having. He complained of symptoms consistent with RLS and had not previously been treated for the same. So, I started ropinirole 0.5 mg h.s. and the results apparently have been good. Actually, he had been on lower dose ropinirole at 0.25 mg.

DIAGNOSES: Alzheimer’s dementia, HTN, major depressive disorder, GERD, HLD, RLS, history of prostate cancer, and gait instability which has led to previous falls; he has not had recent falls here in the facility.

MEDICATIONS: Ropinirole 0.5 mg h.s., Tylenol 1000 mg a.m. and h.s. routine with p.r.n. q.d. dose NTE 3 g q.d. of acetaminophen, clonazepam 1 mg b.i.d., Prozac 20 mg q.d., losartan 50 mg q.d., melatonin 5 mg h.s., Toprol 25 mg q.d., oxybutynin 10 mg h.s., Protonix 40 mg q.d., and Senna Plus q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed and cooperative.

VITAL SIGNS: Blood pressure 126/68, pulse 70, temperature 98.0, respirations 17, and O2 sat 96%. Weight 152 pounds, he is 5’10” with a BMI of 22.7.

HEENT: Male pattern baldness. Conjunctivae clear. Oral mucosa moist with clear carotids bilateral.

CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: He had a normal respiratory effort and normal rate. His lung fields are clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: He is well developed and nourished. No LEE. Intact radial pulses. Did not observe gait. The patient does use walker. No recent falls.

NEUROLOGIC: Orientation x 1-2. He is soft-spoken, but clear speech and is redirectable.

ASSESSMENT & PLAN:
1. Lab review. CMP WNL with the exception of sodium of 135; one point off. He is not on diuretic, we will simply follow up. Serum glucose was 126, unclear when it was drawn, again we will simply follow up. CBC showed hemoglobin of 13.4 against 1/10th of a point off, not clinically significant.

2. Alzheimer’s disease. He was diagnosed two years ago and it does not appear that he has had any staging since here. We will just continue to monitor.

3. RLS. He has stabilized and not present with the increase of ropinirole.
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