


PROGRESS NOTE

RE: Loretta Logan-Sause
DOB: 04/30/1950
DOS: 12/14/2022
Rivendell AL
CC: Increased right leg pain, increased shaking, exposure to flu; daughter requests Tamiflu for the patient and daughter requests p.r.n. Klonopin.
HPI: A 72-year-old seen in room. She was seated quietly. I was able to observe her before she saw me and, after I began approaching coming into her apartment, she then starts up with this upper extremity high amplitude movement. I told her to put her arm down and to relax and she was compliant and there was really a minimal tremor at most throughout the following conversation. I talked about her anxiety. The patient starts talking about her husband and the issues there and goes from one thing to the other. My question was what she was doing to help decrease her anxiety, she did not really have a response. When she began talking about increased shaking, I told her that was Dr. K’s specialty as he is her neurologist treating her Parkinson’s and that I was not going to address that. She did state she has an appointment with him on 01/24/2023. I looked at her blood pressures which have been fairly well controlled. She tends to spend most of time in her room. Recently, they have been getting her out for meals to go into the Highlands and she did not talk about that, but staff stated that she did not appear to mind going there.
DIAGNOSES: Parkinson’s disease, RLS, gait instability with falls, anxiety, depression, glaucoma, and insomnia.

MEDICATIONS: Unchanged from 11/16/2022.

ALLERGIES: AMOXICILLIN, PLAVIX, FLONASE, NAPROSYN, NIACIN and ROCEPHIN.
DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient was alert and well groomed, seated on couch, had fed herself.

VITAL SIGNS: Blood pressure 132/74, pulse 84, temperature 96.8, respirations 18, O2 sat 96%, and weight 133.2 pounds.
Loretta Logan-Sause
Page 2

CARDIAC: Regular rate and rhythm. No MRG.

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

MUSCULOSKELETAL: No LEE. She had a very fine tremor that waxed and waned with her hands on her lap and, at times, it seems that she intentionally starts bringing them up high like up to her face level.

NEURO: She makes eye contact. Speech is clear. She has her favorite topic; she states she wants to go to and I just simply redirected her and set a limit with her that she needed to answer the questions that were asked and that we were not going to rehash previous discussions. I did encourage her to set boundaries with her husband.
ASSESSMENT & PLAN:
1. Parkinson’s disease with related questions. She can address those with Dr. K 01/24/2023. No change in her current medications.

2. Anxiety. She will receive alprazolam 0.25 mg at 7 p.m. routine. We will do a trial of that to see how it is for her; if it is sedating or she has any gait instability from baseline, then we will discontinue that.
3. Pain management. Continue with her current medications. She said in the past that she had used ibuprofen 400 mg with Tylenol 325 mg together at h.s. and that it helped her to sleep, so that will be started.
4. Flu exposure. Tamiflu 75 mg b.i.d. x 5 days.
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