


PROGRESS NOTE

RE: Kary Ronk
DOB: 03/28/1954
DOS: 01/11/2024
Town Village AL

CC: The patient request medication review.

HPI: A 68-year-old female who wants to review her medications as recently she has began to have episodes of dizziness where she feels like she is going to lose her balance and then cognitively she cannot recall what is going on and is just confused in general. We reviewed her medications together and many of potential culprits she has been taking greater than one year, but Depakote was started on 11/07 at 125 mg daily for one week then increase to b.i.d. started because of agitation and verbal aggression. She states that the medication has helped her but it is the only thing that maybe her symptoms could be attributed to. She sleeps through the night. Her appetite is good. She still gets out and walks her dog and she continues to smoke. She also then wants to show me both of her legs. She had requested the DON look at them, but that did not get done, so she takes her socks and shoes off so I can see and there is a clear edema from the dorsum of her feet, ankles and pretibial area. She spends her days sitting in a rocking chair and her legs in a dependent position she does not have a recliner in this apartment. She stated that she did not really notice it until it became uncomfortable that the skin feels tight and moving her ankle is not easy.
MEDICATIONS: Gabapentin 300 mg 6 a.m., 2 p.m. and 6 p.m., Depakote 125 mg b.i.d., prednisone 10 mg q.d., Breztri MDI q.d., Aricept 5 mg q.d., Cymbalta 60 mg b.i.d., Percocet 10/325 two tablets at q.8h., oxybutynin 5 mg one q.i.d., Mucinex 600 mg q.12, Namenda 10 mg b.i.d., levalbuterol MDI q.6h. p.r.n., levothyroxine 88 mcg q.d., losartan 25 mg q.d., melatonin 10 mg h.s., meloxicam 15 mg q.d., MiraLax q.d., Chalazion barrier protectant to affected areas p.r.n., tizanidine 4 mg one tablet q.d., trazodone 200 mg h.s., Keppra 1000 mg q.d. and 750 mg h.s., Toprol ER 50 mg q.d., MVI q.d., docusate q.d., Lexapro 10 mg q.d., TUMS one q.d., torsemide 20 mg q.d.
ALLERGIES: LISINOPRIL, PCN, KEFLEX and DILAUDID.
DIET: Regular.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient appeared fatigued, seated quietly in her apartment, but able to tell me what was concerning her and we were able to look through medications together.

VITAL SIGNS: Blood pressure 145/67, pulse 75, temperature 98.0, respirations 18, O2 saturation 97%.
CARDIAC: She has regular rate and rhythm without murmur, rub or gallop. PMI non-displaced.
RESPIRATORY: She has a normal effort and rate. Her lung fields are clear. No cough. Symmetric excursion.
MUSCULOSKELETAL: She ambulates independently. Intact radial pulses and she has +2 edema of both legs starting with at the dorsum to the ankles and then as it continues upward to just below the knee.
NEURO: Makes eye contact. Speech is clear. She is appropriate and her comments and affect is congruent with what she is saying. She appears to have thought about what can be a factor and she traces it back to Depakote which may be absolutely correct.
SKIN: Warm, dry and intact, but she states it is uncomfortable to press.
ASSESSMENT & PLAN:
1. Dizziness with cognitive changes. We will decrease Depakote to 125 mg q.d. and will see if she notes any difference if not then will put it on hold and see how she does.

2. Bilateral lower extremity edema and increasing torsemide to 40 mg q.d. and ordering compression socks that will be placed in the morning and taken off at h.s. also she is to elevate her legs however way she can.

3. Peripheral neuropathy. I think the gabapentin doses need to be decreased so we will leave it at 300 mg but at 6 a.m. and 2 p.m. and 9 at h.s.
4. Constipation issues, she had decreased taking stool softeners and so now we are going to go back to MiraLax q.o.d. We will follow up with her in a couple of weeks.
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