


PROGRESS NOTE

RE: Emil Szymanski

DOB: 07/24/1924

DOS: 07/24/2023

Jefferson’s Garden
CC: Weight loss.

HPI: A 99-year-old gentleman seen today. It is his birthday. Daughter Suzanne was present visiting from out of state. And then this evening patient had several visitors, one or two were his brothers and then other people, relatives as well and when I saw him after everyone was gone he was in very good spirits and acknowledged his birthday, able to tell me that he was 99 today. The patient has had no falls or other acute medical events since seen last. He has had weight loss notable from weight from March till June vacillating between 162 and 164 and this month his weight is 152.2 pounds so an 11.8 pound weight loss in 30 days. The patient previously came out for every meal and now occasionally requires prompting to come out or he will just stop his sleep through it especially at lunchtime. The former very loud cough during eating has decreased, which for me brings the question of this patient eating the quantity that he ate previously. In speaking to him he has no pain. He gets around the facility. He is independent in his ambulation and at times can be a bit unsteady and previously he was on a modified diet due to the postprandial cough. Family wanted that change to a pleasure diet.

DIAGNOSES: Weight loss, cough during meals is decreased overall, end-stage unspecified dementia, restless leg syndrome, hypothyroid, BPH, incontinence of bowel and bladder and GERD.

ALLERGIES: NKDA.

MEDICATIONS: Unchanged from 06/26 note.

DIET: Regular with chopped meat.

CODE STATUS: DNR.

HOSPICE: Valir.
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PHYSICAL EXAMINATION:
GENERAL: Frail but animated elder gentleman quite social.

VITAL SIGNS: Blood pressure 155/93, pulse 75, temperature 97.3, respirations 18, and weight 152.2 pounds. BMI of 21.2.

CARDIAC: Regularly regular rhythm. No murmur, rub or gallop

RESPIRATORY: He did not do deep inspiration today, but lungs fields are relatively clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: Independently ambulatory. Moves arms in a normal range of motion it can be a bit unsteady. No lower extremity edema. He has had no falls. Denies any myalgias or arthralgias.

SKIN: Warm and dry and intact. No bruising or breakdown noted.

NEUROLOGIC: He makes eye contact. He is very hard of hearing. Will respond verbally when he can understand what is being asked. Responses are brief just a few words often out of context and always with a smile. Orientation x1 and occasionally x2. He has more difficulty specifying his need. He is agreeable to care.

ASSESSMENT & PLAN:
1. Weight loss. Again, 11.8 pound weight loss in 30 days with his BMI 21.2 still in target range but at low-end. When seen in room and daughter present. She states that she and her brother would stockpile his room with snacks that he would eat and that may have helped keep his weight up and she is going to figure out a way to have a basket with small packaged snacks of different kind so we will see when that is done and he was noted to be eating a bag of Cheetos and had no problem and no cough.

2. Incontinence of bowel and bladder. Staff have started to try toileting him midday and then in the evening and he is generally cooperative and he knows what he has to toilet it is a matter of him not been able to get there on time.

3. Social. All of the above was discussed with daughter. She did bring up that he has had swallow studies x2. She believes one of them was while he is here, but there is no record of it. There is no move to have that as a repeat study.

4. Pain management. He takes tramadol 50 mg t.i.d and it is effective because he states he has no pain and there was no noted alteration in his cognition and already occasionally unsteady gait.

CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

