


PROGRESS NOTE

RE: Patsy Burks

DOB: 08/07/1933

DOS: 07/14/2022

HarborChase AL

CC: Medication reconciliation.

HPI: The patient is an 88-year-old with late onset Alzheimer’s and history of HTN and CAD. She is seen in room with her daughter and son. They were all pleasant able to give some information. Apparently, there was an order for gabapentin that patient had been started on and it is unclear where it came from. It was 100 mg q.d. that she was receiving h.s. Daughter states she believes it has benefited her mother that she appears more comfortable with walking and would like to have it continue routine and we discussed actually adding another dose. She is followed by cardiology who requested an adjustment about reinstitution of Norvasc and HCTZ. In review, she actually does continue on the HCTZ at 12.5 mg and Lasix was adjusted or changed to torsemide by same cardiologist. The daughter also wants Icy Hot in generic form that is covered by their insurance. Overall, patient is stable. She does come out for meals. She is comfortable entertaining herself in room and sleeps good. No constipation. Denies significant pain and had lab work for 12/22/21 that was reviewed with her.

DIAGNOSES:  Late onset Alzheimer’s disease, HTN, ASCVD, lumbar radiculopathy, OA of fingers, and urge incontinence.

DIET: Regular.

CODE STATUS: DNR.

ALLERGIES: MORPHINE.

MEDICATIONS: Gabapentin 100 mg q.a.m, 200 mg h.s., HCTZ 12.5 mg q.a.m., torsemide 20 mg q.a.m., Norvasc 2.5 mg q.d, ActivICE cream to affected areas t.i.d. p.r.n, Tylenol 650 mg b.i.d, ASA 325 mg q.d., levothyroxine 75 mcg q.d., losartan 100 mg q.d., melatonin 3 mg h.s., Toprol 25 mg q.d., MVI q.d., Mirapex 0.25 mg h.s., and Zocor 20 mg h.s.
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PHYSICAL EXAMINATION:

GENERAL: The patient is seated quietly. She is pleasant and soft spoken.

VITAL SIGNS: Blood pressure 144/68, pulse 45, temperature 97.1, respirations 16, and O2 94%.

LUNGS: Clear with normal effort and symmetric excursion and no cough.

NEUROLOGIC: Orientation x 2-3 having to reference for date and time. She gives brief answers to basic questions. She appears unsure of herself when answering and looks at her children.

MUSCULOSKELETAL: She goes from sit to stand using her walker for support and ambulates with her walker slowly. No lower extremity edema.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Neuropathic pain. Added an h.s. gabapentin dose. We will see how that does work for her.

2. Cardiac medication reconciliation. They are as above and this is what family requested.
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Linda Lucio, M.D.
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