


PROGRESS NOTE

RE: Julie Sumrall
DOB: 03/03/1940

DOS: 04/15/2024
Jefferson’s Garden AL

CC: Migraine headaches.

HPI: An 84-year-old female who was lying on her bed with the room dark at lunchtime, which is unusual for her. When I asked what was wrong, she stated that she had a migraine. The patient had taken Tylenol 650 mg at the onset, stated there was no benefit and that it was just getting worse. It is at the top of her head. She states that she has light sensitivity as well as noise sensitivity. She has p.r.n. Norco 5/325 mg and she can either receive one or two tablets p.r.n. and she stated it was a two-tablet headache, so she did receive that. About 20 minutes later, it was clear that she was feeling better though she was quiet and not really talkative, but attending to the people at the lunch table. Overall, she has done well. She has had no falls or other acute medical issues. She remains social, coming out for activities and having other female residents that she will go into their room to read the paper with them.

DIAGNOSES: History of migraine headaches, gait instability; uses a manual wheelchair that she can propel, osteoporosis, vertebral compression fracture T10-T11, moderate unspecified dementia without BPSD, insomnia, chronic seasonal allergies, and depression.

MEDICATIONS: Fosamax 70 mg q. week, Norvasc 2.5 mg q.d., docusate b.i.d., Haldol 0.5 mg 6 p.m., levothyroxine 25 mcg q.d., Claritin 10 mg q.d., Singulair h.s., Protonix 40 mg q.d., PEG powder b.i.d., KCl 20 mEq q.d., Zoloft 150 mg q.d., tramadol 50 mg b.i.d., and D3 1000 IU q.d.

ALLERGIES: DEMEROL.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient was lying quietly, but spoke with me and was seen later in the dining room for lunch.
VITAL SIGNS: Blood pressure 124/68, pulse 82, temperature 97.5, respirations 16, O2 saturation 97%, and weight 132.6 pounds.

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

RESPIRATORY: Normal effort and rate. Her lung fields are clear. No cough and symmetric excursion.

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

NEURO: She makes eye contact. She was soft-spoken. Room was dark. She had a migraine that she described and had tried Tylenol without benefit. She then received the Norco two tablets and stated that it did give some relief, but she went back to her room to lie down after lunch. She is alert, able to voice her needs, and oriented x2, has to reference for date and time.

MUSCULOSKELETAL: She self-transfers, propels her manual wheelchair without difficulty. She self-transfers and has not had any recent falls. No lower extremity edema.

ASSESSMENT & PLAN:

1. Migraine headache. I told her if this begins recurring with any increased frequency i.e. more than once a month that we can make available a migraine specific medication and she will let me know about that. She states that the Norco does help.

2. Weight loss. The patient has lost 4.4 pounds in the last two months, so we will just keep an eye on her weight 135 pounds. Her current BMI is 22.8, so she is within her target range.
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Linda Lucio, M.D.
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