


PROGRESS NOTE
RE: Gary Clemmons
DOB: 09/29/1952
DOS: 11/21/2025
Windsor Hills
CC: Monthly followup.
HPI: The patient is 73-year-old gentleman seen in his room; it was my second visit with him. The patient has chronic pain that in the past has been managed with Tylenol 1 g six to seven times daily; after my initial contact with him, I decreased it to what the limit is for his age, which is 1000 mg three times daily. He tells me that he now has pain and I explained to him the reason for decreasing it and for us to discuss additional pain medication. He states that Norco just makes him too drowsy that and he did not like the way it makes him feel. I brought up tramadol. He states that he has had it in the past, does not remember that it worked very well for him.
MEDICAL DIAGNOSES: Hypertension, hypothyroidism, neurogenic bladder, hyperlipidemia, lymphedema lower extremities, chronic pain syndrome, major depressive disorder, GERD, senile debility, paroxysmal atrial fibrillation, and polyarthritis.
MEDICATIONS: Miralax q.d., Plavix q.d., Tylenol 500 mg one tablet t.i.d., Toprol 100 mg q.d., __________ one tablet q.d., Lipitor 40 mg h.s., Eliquis 5 mg q.12h., Lyrica 75 mg one capsule h.s., Norco 5/325 mg one tablet q.6h. p.r.n., gabapentin 300 mg one tablet t.i.d., Mag-Ox 400 mg q.d., amiodarone 200 mg b.i.d., torsemide 40 mg b.i.d., levothyroxine 175 mcg q.d. and Seroquel 25 mg q.d.
ALLERGIES: TALWIN and ZINC.
DIET: Regular mechanical soft.

CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentleman, mildly obese, lying in bed, alert and verbal.
VITAL SIGNS: Blood pressure 127/62, pulse 58, temperature 97.0, respiratory rate 18, O2 sat 95% and weight not available.
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CARDIAC: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Anterolateral lung fields are clear. Decreased bibasilar breath sounds secondary to body habitus. He had no cough.

ABDOMEN: Protuberant. Nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. He has +1 pitting edema bilateral lower extremities. He can move his limbs. He is weight-bearing with a lot of assist for very brief time, primarily spends the day in bed.

NEURO: He makes eye contact. His speech is clear. He right away tells me what his issues are related to the pain medication stating that I cut it back significantly and he has had lot of pain. He has p.r.n. Norco that he does not like taking secondary to how it makes him feel, was open to the discussion of tramadol after I brought it up and told him that it is worth giving a try to see whether there is any benefit to be had. Affect is congruent with the situation. He makes eye contact, he seemed to relax as the discussion went on and he realized that was going to not help improve the pain control. He is oriented x 2, has to reference for date and time.
SKIN: Warm, dry, and intact with good turgor.
ASSESSMENT & PLAN:
1. Management. I am increasing his Tylenol 500 mg to two tablets three times daily and then we will add tramadol 50 mg one tablet t.i.d. alternating it being given an hour after the Tylenol is given. If the patient shows that there is breakthrough pain with the tramadol, can increase tramadol to 100 mg three times daily, which is the max dose.
2. Lower extremity edema. The patient is on torsemide 40 mg b.i.d. and no KCl is given. Review of his BMP on 10/02/2025, showed a creatinine of 2.17 and in the absence of potassium supplementation, his serum potassium was 4.5, so he appears to do well without potassium supplementation and we will continue with just the diuretic. His BUN was also elevated at 51.7, so may need to reevaluate the amount of diuretic that he receives daily.
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