


PROGRESS NOTE
RE: Paul Strunk
DOB: 12/31/1935
DOS: 05/23/2023
Rivermont AL
CC: BP review.
HPI: An 87-year-old with HTN receives regularly scheduled medications. He has three different meds. Review of his BPs for 30 days show systolic range from 112 to 136 with diastolics generally in the 60s to low 70s. Pulse rate is between 66 to 88. The patient’s blood pressures were reviewed with him and he is happy that they well controlled. He has had no falls or other acute medical events since last seen. He states he sleeps good. He has got a good appetite. He is social, wheeling himself around the unit, but does not often interact directly with other people and is compliant with care.
DIAGNOSES: Senile dementia of the brain without BPSD, gait instability in WC, CKD-III, HTN, BPH, glaucoma, depression, HLD, and urinary incontinence.
MEDICATIONS: Coreg 25 mg 9 a.m. and 9 p.m., doxazosin 8 mg q.d., HCTZ 50 mg q.d., losartan 50 mg at 2 p.m., Plavix q.d., Aricept 10 mg h.s., Lexapro 5 mg q.d., Proscar q.d., latanoprost OU h.s., timolol OU q.d., Simbrinza OU q.d., meloxicam 15 mg q.d., oxybutynin ER q.d. and trazodone 50 mg h.s.
ALLERGIES: |NKDA.
DIET: Regular with thin liquid.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: Overweight male seated comfortably in his wheelchair. He is alert, pleasant and quite interactive.
VITAL SIGNS: Blood pressure 128/65, pulse 73, temperature 97.2, respiration rate 17, and weight 175 pounds.
HEENT: He has full thickness hair, which is combed. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple.

CARDIAC: Regular rate and rhythm. No M, R or G. PMI nondisplaced.
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RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

ABDOMEN: Protuberant. Nontender. Bowel sounds present.
MUSCULOSKELETAL: Good neck and truncal stability in his WC. He propels it without difficulty. No LEE and does require transfer assist.
NEURO: Orientation x2. Makes eye contact. Speech is clear. Today he had a lot of jokes directed toward the DON in somewhat loquacious manner and he just smiled about it and he has slowly been spending more time out on the unit. He comes up for every meal but sits by himself. Now we will observe activities, but does not participate directly.
SKIN: Warm, dry, intact with good turgor.
ASSESSMENT & PLAN:
1. Senile dementia of the brain. Increase socialization has definitely improved his mood. His speech is a bit clear as well and I encouraged him to keep up the increased contact with other people.
2. HTN. There were adjustments in his BP meds, actually decreasing them and his blood pressure will monitor and have actually all been good with systolic range from 122 to 146 diastolics all WNL in the 70s.
3. Lab review. We reviewed labs that he had had last week, but he did not remember what they were so those were again reviewed today and nothing needs to be done.
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