


PROGRESS NOTE

RE: Dottie Harris
DOB: 10/14/1944

DOS: 01/02/2025
Featherstone AL

CC: Medication changes.

HPI: An 80-year-old female seen in room. She was groomed, alert, and engaging. The patient has a history of migraine headaches stating that they just occur every morning she wakes up with them and states that nothing had really worked for her. At that time, I talked to her about something stronger i.e. Norco she wanted to try it and she actually had benefit with it but her daughter felt that it was not something she should be taking so the medication was discontinued. I was contacted regarding this and in place of the Norco Excedrin Migraine two tablets b.i.d. was started. She states that it does give her some relief the issue of concern is that she is receiving 250 mg of aspirin with each tablet of the Excedrin Migraine and then for cardiac reason she is on baby aspirin a day 81 mg and she takes Brilinta 90 mg b.i.d. and there is a contraindication for the amount of aspirin she is receiving daily. I then spoke with her and told her that we needed to make some changes and that would be discontinuing the baby aspirin and decreasing the frequency and amount of Excedrin Migraine. The patient said okay, but she is concerned that the headaches may continue without relief.

DIAGNOSES: Migraine headaches, Alzheimer’s disease moderate stage, hypothyroid HLD, CAD, and depression.

MEDICATIONS: Going forward Aricept 10 mg h.s., levothyroxine 150 mcg q.d., Wellbutrin 150 mg q.d., Brilinta 90 mg one tablet b.i.d., Lipitor 40 mg h.s., metoprolol 25 mg at 8 a.m. and 2 p.m., Zoloft 50 mg h.s., MiraLax p.r.n., MOM 30 mL MWF, valsartan 320 mg one tablet q.d., and methylprednisolone 4 mg q.d.

ALLERGIES: NDKA.

CODE STATUS: DNR.

DIET: Regular.

Dottie Harris

Page 2
PHYSICAL EXAMINATION:

GENERAL: Well developed and nourished female who was alert and engaging.
VITAL SIGNS: Blood pressure 170/80, pulse 77, temperature 98.6, respirations 16, O2 saturation 94%, and weight 182 pounds.

NEURO: She makes eye contact. Her speech is clear. She can give information. She asked questions. Affect is animated and congruent with situation.

MUSCULOSKELETAL: She has good neck and truncal stability seated in her chair. Moves her arms in a normal range of motion. She has no lower extremity edema.

CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

ABDOMEN: Protuberant, nontender, and hypoactive bowel sounds present.

ASSESSMENT & PLAN:

1. Migraine headache. I am decreasing Excedrin Migraine to one tablet p.o. q.a.m. and h.s.

2. Monitoring of ASA. I am discontinuing ASA 81 mg q.d.

3. Medication review. Metformin is discontinued and she had been on this prior to my assuming care and it continued without need so order to discontinue is written.
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