


PROGRESS NOTE
RE: Catherine Rylands
DOB: 03/23/1965
DOS: 01/26/2026
Tuscany Village
CC: Medication issues.
HPI: A 60-year-old female who approached me to talk about adjustments that had been made in her medication after being seen approximately two weeks ago. The patient stated there are some medications she did not think she needed anymore and then other issues that she felt were not adequately treated, so that she was requesting increased pain medication. She states she does not like being sleepy during the day.
CURRENT MEDICATIONS: Advair HFA two puffs b.i.d., albuterol HFA two puffs q. 4h p.r.n., Biofreeze apply and painful joints q.i.d., Carafate one to be given now before each meal, Zyrtec 10 mg q.d., Depakote 250 mg one tablet b.i.d., Geri-Tussin 10 mL q. 6h p.r.n., Halls cough and throat relief drops when lozenge every hour p.r.n., ketoconazole cream thin filmed peri area h.s., Lamictal 25 mg two tabs q.d., Neurontin 100 mg two capsules 9 a.m. and 6 p.m., olanzapine 5 mg one tablet h.s., oxybutynin 5 mg one tab b.i.d., Pepcid 20 mg currently b.i.d., pindolol 5 mg one tab 9 a.m. and 6 p.m., NaCl 1 g two tabs t.i.d., tizanidine 2 mg q.6h, Effexor 75 mg q.d., Vraylar 4.5 mg one capsule q.d. and Tylenol eight hour one tablet t.i.d.
ALLERGIES: Multiple see chart.
DIET: Regular with thin liquid.
CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert and cooperative but she very slightly references her medications and what is working and what is not. She then tells me that she would like to decrease some of her medications and she starts with discontinuing Pepcid, which she currently receives twice a day and would like her Carafate prior to each meal. The patient caught me in the hallway and wanted to speak with me that was notable that she looked essentially high. Her eyes were bloodshot. Her eyelashes were all crooked and she was talking incessantly. Her mouth was dry and she just went on and on.
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VITAL SIGNS: Blood pressure 122/81, pulse 81, temperature 97.4, respirations 18, O2 sat 96% and FSBS 230. The patient is 5’4”. She weighs 211.2 pounds with BMI of 36.3.
ASSESSMENT & PLAN:
1. Medication decreased at patient’s request, discontinued Pepcid, which was given b.i.d. and now right for Carafate to be given prior to each meal so, three times daily.
2. Medication review. The patient has Geri-Tussin listed as 10 mL q.6h. p.r.n. I am going to decrease that to b.i.d. p.r.n. and tizanidine 2 mg q.6h had been discontinued unsure why that remains and we will check tomorrow with day staff. We will also monitor her and if she continues to appear under the influence then we will do a urine tox screen.
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