


PROGRESS NOTE

RE: Billy Daniels
DOB: 11/20/1928
DOS: 08/22/2023
Rivermont AL
CC: 30-day note.

HPI: A 94-year-old gentleman who was transported in here in his manual wheelchair, he was cleaned up with a big smile on his face. The patient is frail, he is followed by Traditions Hospice and has had periods of what look like decline and then getting close to being comfort measures and then he rebounds and is back to a baseline of where he is unhappy and just wishes that things would be over with. The patient states that he eats two meals a day and that even though he wears Depends he still goes to the bathroom, but needs assist. He denies any physical pain or chest pain and spends a lot of time by himself in his room and comes out periodically for meals, otherwise eats in his room. The patient’s son/POA Mark Daniels maintains contact with his father.

DIAGNOSES: End-stage vascular dementia, senile frailty, wheelchair bound, chronic pain management, HOH despite bilateral hearing aids, HTN, HLD and insomnia improved.

MEDICATIONS: Gabapentin 100 mg t.i.d., Pepcid 40 mg q.d., Lasix 40 mg MWF, Norco 10/325 one tablet q.i.d., Refresh Tears q.a.m. to right eye, Flomax h.s., trazodone 50 mg h.s., Debrox AU b.i.d., hydroxyzine 25 mg b.i.d. p.r.n., Tylenol 500 mg h.s., Haldol 1 mg at 6 p.m., Lexapro 20 mg q.d., MOM 15 mL Monday and Thursday, Senna two tablets h.s., CeraVe lotion to arms and legs b.i.d., Cymbalta 30 mg q.d. and alprazolam 0.5 mg b.i.d. and he has p.r.n.’s for all of his other issues to include Roxanol for pain.
ALLERGIES: NKDA.
DIET: Mechanical soft, regular with thin liquid.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Frail and petite elderly male in his manual wheelchair who makes eye contact and is actually quite sweet.
VITAL SIGNS: Blood pressure 122/75, pulse 78, temperature 97.5, respirations 18, and weight 134 pounds.
HEENT: He has male pattern baldness. His sclerae bilaterally are injected and this is just his new baseline. His nares are patent. His facial hair is a mustache and a goatee and he has a combination of native and artificial dentition.
CARDIAC: He has regular rate and rhythm, clearly a paced rhythm. No rub or gallop.

RESPIRATORY: Normal effort and rate. His lung fields are clear. Decreased bibasilar breath sounds due to effort.

ABDOMEN: Flat and nontender. Bowel sounds present.
MUSCULOSKELETAL: He has fair neck and truncal stability in his manual wheelchair though he with sitting after a while leans forward. He has bilateral Tubigrips in place from the ankle to his knee and there is still some palpable edema through the Tubigrip. He is weight-bearing and tries to self-transfer and has been able to do it, but is requested to ask staff to help him.
SKIN: Thin and dry, but improved with b.i.d. CeraVe.

ASSESSMENT & PLAN:
1. End-stage vascular dementia. The patient has comfort measures in place when needed. He is able to ask for what he needs. He and his family are at peace with whatever may happen next and, in the meantime, he seems to be enjoying himself more naturally.

2. History of some anxiety and chronic pain management; those are managed with current medications and we will continue.

3. Social. His son is aware of what plans are going forward and so he calls if he has any questions.
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Linda Lucio, M.D.
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