


PROGRESS NOTE

RE: Thurston Clark
DOB: 02/07/1934
DOS: 01/05/2023
HarborChase, AL
CC: 60-day note.

HPI: An 88-year-old seen for 60-day note was in room lying on his bed right side. He was awake. His wife was present, also lying there with him. She states that he has not felt good because his back has really been bothering him. The patient denies any fall, unusual activity or any other kind of trauma. He is well medicated with routine morphine IR and oxycodone started by previous physician and he tells me today after I said this is more than adequate medication. He states that he would also like to decrease the medication as much as possible. Repeated to him that he was telling me he had pain and then that same after that telling me that he wanted to decrease the number of medications to include his pain medications and he said yes that is what he wanted. His wife was present and she had nothing more to say about him, but was telling me that she has not felt good for quite some time. I told her she would have to let the staff know if she wanted to be seen next week etc. The patient was hospitalized at SSM 10/20/22 to 10/22/22. Discharge diagnosis was iron deficiency anemia. He underwent an EGD and it is unclear if he has followed up with anyone since as this is the first that I am finding it out about this.
DIAGNOSES: MCI, cardiac arrhythmia, HTN, HLD, GERD, and BPH.

MEDICATIONS: Tylenol 325 mg q.d., Norvasc 2.5 mg q.d., ASA 81 mg q.d., atenolol 25 mg q.d., Lipitor 10 mg h.s., Eliquis 5 mg b.i.d., Pepcid 20 mg q.d., morphine IR 30 mg t.i.d., oxycodone IR 20 mg q.12h., sucralfate 1 g q.i.d., Prilosec 20 mg q.d., and Flomax q.d.
ALLERGIES: CODEINE, TETANUS and IRON.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is lying quietly and complained of back pain, but was alert.

VITAL SIGNS: Blood pressure 133/64, pulse 75, temperature 98.0, respirations 18, and weight 186.2 pounds which is stable for the patient.
MUSCULOSKELETAL: Palpation to the paraspinous muscles more in the lumbar and thoracic area were sore to palpation. Palpation to the lower lumbosacral area did not elicit comments about discomfort or pain. The patient was lying on his right side as it is more comfortable than lying on his back. The patient is independently ambulatory and no LEE.
NEURO: Alert and oriented x 2 to 3. Speech clear, gives information, understands information, but it was confusing and I told him as much regarding the pain medication.
SKIN: Warm, dry, and intact with good turgor.

ASSESSMENT & PLAN:
1. Low mid back pain in the absence of trauma or change in activity. Icy Hot will be placed t.i.d. from mid to lower back, heat to the area as the patient tolerates. This will go on for week and I will follow him up next week and see where we are whether or not PT is indicated.
2. Pain medication decreased per the patient’s request. Morphine IR is decreased to 8 a.m, and 3 p.m. and the oxycodone decreased to h.s. only and we will see how he does.
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