


PROGRESS NOTE

RE: Larry Martino

DOB: 01/09/1931
DOS: 07/24/2023

Jefferson’s Garden
CC: General followup.

HPI: A 92-year-old with O2 dependent COPD/CHF seen today who is sitting in his room with O2 in place watching the news. The patient is alert. He was verbal with O2 in place and no evidence of conversational dyspnea. The patient is receiving Ativan 0.5 mg one half tab b.i.d and q.6 p.r.n. He has done well with it. He would have some component of anxiety that would affect his respiratory status and then it was spiral that has not occurred in the last few weeks. He has no falls since last seen. He did have conjunctivitis on 06/28/23 and was treated with Cipro ophthalmic drops OU t.i.d for seven days and it has resolved. The patient brings up that he has had an intermittent cough for the last couple of weeks independent of time of day or activity, occasionally productive of clear or white sputum. We reviewed his medications and talked about things that could be related to it One is he has nebulizer treatments three times a day we will decrease it to b.i.d. He is comfortable with that and see if upper airway irritation could be a cause. He comes out for meals and does not participate in activities. He does have his POA occasionally.

DIAGNOSES: O2 dependent CHF/COPD, asthma, HTN, GERD, CKD and history of pancreatic/prostate CA and Parkinsonism.

MEDICATIONS: Ativan 0.5 mg one-half tab b.i.d., Tylenol 500 mg b.i.d., TUMS q.i.d., ASA 81 mg q.d., Breo Ellipta q.d., Sinemet 100/100 mg one p.o t.i.d., Lasix 40 mg at 8 a.m. and 1 p.m., DuoNebs now b.i.d., Metamucil q.o.d., Toprol 25 mg q.d., MVI q.d,, omeprazole 20 mg q.d., PEG solution q.o.d., KCl 20 mEq q.d, PreserVision q.d., Systane eye drops OU b.i.d and Roxanol 2.5 mg q.a.m. routine.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.
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PHYSICAL EXAMINATION:
GENERAL: Pleasant elder gentleman seated upright. O2 in place. He does not appear stated age.

VITAL SIGNS: Blood pressure 114/67, pulse 86, temperature 98.4, respirations 20, and O2 sat 95% on 2 liters O2 and weight 154.6 pounds.

HEENT: Male pattern baldness. Glasses in place. Conjunctivae pink. Sclerae clear. No evidence of watering or matting and moist oral mucosa.

RESPIRATORY: He has normal effort and rate. Lungs fields are clear to bases. No cough. Symmetric excursion.

CARDIOVASCULAR: Heart sounds distant with regular rhythm, could not appreciate rate, rub or gallop.

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

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. The patient self-transfers. He has a manual wheelchair that he can propel short distances and uses a walker in his room.

NEUROLOGIC: Oriented x2-3. Speech is clear. Voices his needs and understands given information.

ASSESSMENT & PLAN:
1. Intermittent cough productive of the small amount of clear or white sputum. Decrease nebulizer treatments to b.i.d and Tussin DM 10 mL t.i.d x1-week routine then decrease to b.i.d and then that will continue until I follow up in three weeks.

2. General care. Medications are reviewed with the patient and he has done well over the last few weeks and his POA has not been around which can be a factor in that and just encouraged him to take his medications as directed.
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