


PROGRESS NOTE

RE: Billy Novey
DOB: 04/07/1946
DOS: 04/26/2022
Town Village
CC: Insomnia, increasing anxiety and memory loss.

HPI: A 76-year-old seen approximately seven weeks ago. Today, I had difficulty finding him as he spends his days walking about the facility outside. Today, I just happened to be near the front doors when he was walking in from having walked to Sonic, so finally able to sit and visit with him. The patient is reluctant to sit down, states he has been on the go all of his life and, when I asked him if he had any pain or discomfort, he stated no and it was what kept his weight in check. I talked to him about looking for him in his room and noticing that his room was unkempt and asked him about personal hygiene. The patient stated that he did shower, he may miss a day here or there and asked about laundry and he states he does not remember if he has done laundry; by looking at his clothing, it is very likely that he has not. There was an incidence earlier this week where the patient was up for about three days with a little to no sleep and had a meltdown essentially and it was finally when they got trazodone in him disguised in applesauce that he then slept for 12 hours and was back to his baseline. The patient denies any falls as well as insomnia.

DIAGNOSES: Visual deficits, left eye vision loss due to multiple surgeries and right eye fairly normal vision, sleep disorder, and anxiety.
ALLERGIES: NKDA.

MEDICATIONS: Erythromycin ophthalmic ointment left eye h.s., Systane eye drops OU q.i.d. and trazodone 50 mg h.s.
DIET: Regular.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: Thin, energetic-appearing male, unkempt with noted odor about him.

VITAL SIGNS: Blood pressure 122/64, pulse 68, temperature 97.6, respirations 18, O2 saturation 96% and weight 137 pounds.

HEENT: Full-thickness hair that was unkempt. Right Eye: Fairly normal movement. Left Eye: It is sunken in and no vision. Native dentition in fair to poor repair.

CARDIOVASCULAR: Regular rate and rhythm. No MRG.

ABDOMEN: Scaphoid. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He ambulates independently with a brisk stride. No lower extremity edema. Arms move in a normal range of motion.

SKIN: He has tanned and sun-exposed areas. There is no bruising or other concerns at this time.

NEURO: Orientation x2-3. He has clear speech. Answers questions and able to give information. His focus is always on being able to get back to his walking and made it clear that he was ready to indoor visit.
ASSESSMENT & PLAN:

1. Insomnia. We will change trazodone to a 5 mg gummy and it can be re-dosed if he awakens or does not get to sleep.

2. Anxiety. The patient’s continual motion and difficulty sitting still as well as agitation when having to attend to anything other than a brief time was discussed with staff. Zoloft 50 mg has been ordered, we will ask staff to try giving it to him; he has generally been resistant to oral medication, does take his eye drops.

3. Annual lab review. CBC WNL. CMP: Calcium at 8.5, so two-tenths of point below normal, really nothing to address there. His BUN is elevated at 25.3. He is not on diuretic and today informed him that he needs to drink more fluid, preferably water. A screening TSH was done that is WNL at 0.85.
4. Personal care to include not only showering, but his laundry that was brought up with him today. He did not back off and so hopefully staff can show him how to do his laundry and then we will go from there.
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Linda Lucio, M.D.
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