


PROGRESS NOTE

RE: Arthur Baird
DOB: 03/17/1941

DOS: 09/18/2024
Rivendell AL

CC: Medication review, dry mouth, and constipation.

HPI: An 83-year-old gentleman seen in room. He earlier was seen getting about in his walker to the dining room; he goes there for all meals and then he was later in a music activity, so he participates a lot. He has a baseline Parkinson’s disease and, while his gait is affected, he still is persistent in moving as much as he can, he has had no falls. He tells me that he has had an increased dryness to his mouth, he does not know what the cause would be, so we reviewed medications and he is on Toviaz for overactive bladder and I told him that that is likely the cause. The patient is on 8 mg q.d., which is the max dose, it also comes in 4 mg q.d. as I explained to him and he is willing to adjust the medication. The patient also has Parkinson’s disease and has had a history of hallucinations and delusions at night and “off periods” where medication benefits wore off before time for the next dose and Nourianz which he takes daily has helped to decrease that issue. He states that his appetite is good, he has no significant pain, gets around as much as he chooses to and sleeps through the night. He does recall that occasionally he will have hallucinations while he is asleep.

DIAGNOSES: Parkinson’s disease followed by Dr. K, dysphagia, HLD, OAB, BPH, depression, CKD stage III, constipation, and night terrors.

MEDICATIONS: Amantadine 100 mg 9 a.m. and 9 p.m., Sinemet 25/100 mg two tablets q.a.m. and 1.5 tablets at 3 p.m. and h.s., Nourianz 40 mg q.d., diltiazem ER 120 mg q.d., Toviaz 8 mg ER q.d., Proscar q.d., fludrocortisone 0.1 mg q.d., levothyroxine 25 mcg q.d., NUPLAZID at h.s., propafenone 150 mg t.i.d., Seroquel 25 mg h.s., Senna Plus q.12h., and Flomax q.d.

ALLERGIES: NKDA.
CODE STATUS: DNR.

DIET: Regular.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and cooperative.
CARDIAC: An irregular rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough and symmetric excursion.

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

NEURO: Makes eye contact. His speech is clear. He speaks slowly, soft volume, and content coherent. He made clear the things that he had questions about.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. The patient is ambulatory with use of walker. He has had no falls. He goes from sit to stand and self-transfers. He has +1 pitting edema, ankle and distal third pretibial.

ASSESSMENT & PLAN:

1. Constipation. After discussion, bowel program will be Senna Plus two tablets at 9 a.m. and 9 p.m., MiraLax will be at 1 o’clock q.d. and stressed that he needs to drink plenty of water and he acknowledges he has not been and then q.o.d. 6 ounces of warm prune juice with 30 mL of MOM and that should be given an hour after the MiraLax.

2. Dry mouth symptoms; most likely, the Toviaz. We will continue with the 8 mg ER that he has and, when that is out, we will try 4 mg ER and hoping for same benefit with less dry mouth.

3. General care. CMP, CBC, and TSH as the patient is hypothyroid and we have not had baseline labs drawn. The patient asked if I am checking his cholesterol, he would like to have that done, so that is also added and we will review at next visit.
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