


PROGRESS NOTE
RE: Janice Hullet
DOB: 01/22/1947
DOS: 07/18/2024
Harrison Place AL
CC: ER followup.
HPI: A 77-year-old female who was seen at SSM ER last evening. The patient with a daughter from out of state went to visit one of the patient’s old neighbors and, as they walked into the house, a big dog of the neighbor’s jumped up to greet the patient, but knocked her down, she went face forward onto a stone floor and she has a nice big bruise on her left side of her forehead and an abrasion and bruising lateral to her left eye. The patient states that when she got back to her apartment she told her daughter she just wanted to lie down and she said she just slept through the night without any problem. She has been up this morning, is dressed and had gone out with her daughters and a granddaughter who is also here. She adds that in the ER the physician told her that he had looked at her CAT scan and that it showed that there was like a small chip in her C-spine at C1-C2 and it did not look new. Her discharge summary shows that she had a CT of her C-spine and a CT of her head without contrast. The patient was very verbal and just kind of going from one subject to the next. She told me that she had been feeling just more confused and forgetful. She states that she had a gift certificate for $500 and she put it into a wallet for safekeeping and cannot find the wallet. She said that she told this to the ER physician and thinks it may be someone had tinkered with her medicine and it showed that there had been an increase in her Depakote and I reminded her that I had spoken with her about that and in fact there had been an increase in her Depakote on 07/03/2024, because she was starting to have breakthrough seizure activity. The Depakote is what she had been on for mild seizure and migraine management and the medication was initiated by Dr. Farhan Tariq, neurology at SSM. What the patient considered or stated more seizures were actually intermittent upper body tremors, which neurology explained to her were different than seizures. I told her that we could decrease the Depakote so that she did not feel lightheaded or confused and I reiterated to her that her initial Depakote orders were for 250 mg t.i.d., so I added an additional 250 mg to her h.s. dose, but we will decrease it. One of her daughters who is an RN had gone through her medicine cabinet and found Excedrin and TUMS and told her she could not have those in the facility without a doctor’s order and the patient said “well! talk to my doctor about it” and she said “well! in the meantime, I am throwing them away.” The patient said that she would have the TUMS on occasion if she had musculoskeletal pain as it was effective.
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DIAGNOSES: Upper extremity tremors; the patient defines as seizures, history of migraine headaches, HTN, chronic anxiety, depression, unspecified dementia, history of breast cancer, OAB, peripheral neuropathy, and restless legs syndrome.
MEDICATIONS: Aimovig injection 140 mg/mL q. 18th of the month for migraines, Arimidex 1 mg q.d., Evoxac 30 mg one capsule b.i.d., Depakote which will now be 250 mg 8 a.m., 2 p.m. and h.s., docusate one b.i.d., Lexapro 20 mg q.d., Lofibra 200 mg q.d., gabapentin 600 mg b.i.d., glipizide 2.5 mg q.d., lisinopril 5 mg q.d., metformin 500 mg b.i.d., Toprol 25 mg q.d., MVI q.d., Pamelor 25 mg h.s., oxybutynin 5 mg h.s., Os-Cal b.i.d., Protonix 40 mg q.d., Pred Forte eye drops OU q.d., PreserVision b.i.d., Seroquel 25 mg h.s., ropinirole 0.5 mg t.i.d., Crestor 20 mg q.d., Vesicare 10 mg q.d., Vagisil cream h.s., vitamin C 1000 mg q.d., D3 5000 units q.d., Flexeril 10 mg p.r.n., and Lantus 20 units h.s.
ALLERGIES: NKDA.

DIET: NCS.

CODE STATUS: Full code.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert, very verbal, required a lot of redirection.
VITAL SIGNS: Blood pressure 160/90, pulse 86, temperature 97.2, respiratory rate 16 and 142.4 pounds.
CARDIAC: She had a regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

MUSCULOSKELETAL: She is ambulating independently in the lobby to go away from the facility. She had her granddaughter retrieve her walker for distance. The patient was steady and upright as she was observed in the lobby. No lower extremity edema. Moves arms in a normal range of motion.

NEUROLOGIC: Orientation x 2. She had to reference for date. Speech was clear, but scattered and she was able to be redirected and then after talking for a period, started becoming tangential again and often it was unclear what she was talking about. She could certainly make her needs known and I explained to her how I would be adjusting one medication only and if her daughters had questions about it, they could contact me; they were not available here today.
SKIN: She had a mild like yellow-green bump with overlying bruising on the left side of her forehead and same lateral to the left eye with conjunctiva clear.
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ASSESSMENT & PLAN:
1. Upper extremity tremors for which she is on Depakote 250 mg, 250 mg and 500 mg h.s., will now be 250 mg three times daily and we will monitor for slowing down of thoughts, improvement of memory with continued decrease of upper extremity tremors.
2. HTN. Her blood pressure is elevated today. I am going to have it checked daily for the next two weeks and adjust her medications as needed.
3. OTC meds. I have written for TUMS 500 mg to be taken twice daily p.r.n. for reflux and for Excedrin two tablets p.o. b.i.d. for musculoskeletal pain p.r.n.
CPT 99350 and direct POA input and contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

