


PROGRESS NOTE

RE: Wanda Hayes

DOB: 09/16/1934

DOS: 03/02/2022

Rivendell MC

CC: Sleep difficulties and back pain.

HPI: An 87-year-old with independent ambulation. She has complained of back pain. She has no routine order for Tylenol; it was given on a p.r.n. basis and effective, but the patient is unable to ask for medication. She has been compliant with care. She is unable to tell me if she has had a previous sleep aid that was effective.

DIAGNOSES: Vascular dementia, insomnia, back pain, and HTN.

MEDICATIONS: ASA 81 mg q.d., BuSpar 10 mg a.m. and h.s. and 5 mg at 2 p.m., Haldol 0.5 mg 11 a.m. and 6 p.m., MVI q.d., primidone 50 mg h.s., propranolol 20 mg 8 a.m. and 8 p.m., and zinc q.d.

CODE STATUS: DNR.

ALLERGIES: SINEMET and LEXAPRO.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female, in no distress.

VITAL SIGNS: Blood pressure 110/76, pulse 70, temperature 96.8, respirations 18, O2 saturation 97%, and weight 163.2 pounds.

MUSCULOSKELETAL: She ambulates independently. No lower extremity edema. Moves limbs in a normal range of motion.
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NEURO: Orientation x1-2. She made eye contact. She did not speak a lot and did not answer some basic questions that were asked but did site that her back hurt and she could not sleep.

SKIN: Warm, dry, and intact with fair turgor. No bruising or skin tears noted.

ASSESSMENT & PLAN:

1. Back pain. Tylenol 650 mg ER b.i.d. routine and t.i.d. p.r.n. and NTE 3 g q.d.

2. Insomnia. Trazodone 25 mg h.s. May re-dose if not asleep after one hour. We will follow up in the next couple of weeks to see benefit.
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Linda Lucio, M.D.
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