


PROGRESS NOTE

RE: Lloyd Wagoner
DOB: 12/02/1951
DOS: 08/29/2023
Rivendell MC
CC: 90-day note.

HPI: A 71-year-old gentleman seen in his room. He was a pleasant, interactive and able to give information. The patient’s room was messy. There was a smell of body odor or dirty clothes in his room. When asked about his personal hygiene, he was quiet and he said that he takes his shower at least once a week. The issue is the patient wanting to return home to live independently. His daughter is his POA and he is here as she felt he was not able to do that and that time he was also drinking heavily. He states that his daughter will take my input as to whether she thinks he is ready to come home and live on his own. While he will have family support, they are not going to be monitoring or babysitting how he takes care of himself or his living environment and that returning to drinking is a definite no. The patient is fully aware of all these limits or expectations.
DIAGNOSES: Alcoholism in remission, vascular dementia stable, effects judgment and insight or self awareness, MDD, HLD, GERD, and depression.

MEDICATIONS: Tums 500 mg two tablets b.i.d., Lexapro 10 mg q.d., Imdur 60 mg q.d., Namenda 10 mg h.s., Remeron 7.5 mg h.s., Protonix 40 mg q.d., and D3 2000 IUs q.d.
CODE STATUS: DNR.

ALLERGIES: NKDA.

DIET: Regular with Ensure one bottle q.d.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert. He makes eye contact. He is cooperative. He is in pajamas as well; body odor about him and his room is messy.
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VITAL SIGNS: Blood pressure 134/77, pulse 84, temperature 98.2, respirations 17, O2 sat 95%, and weight 230.8 pounds.
RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Slightly protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: He ambulates independently. He has had no falls. No lower extremity edema. He moves arms in a normal range of motion.

NEURO: Orientation x2 to 3. Speech is clear. He is able to give basic information and he focuses on when he can go home.
ASSESSMENT & PLAN:
1. Alcoholism, in remission. The patient seems to at this point feel that it is not going to be an issue when he returns home. I have since the beginning encouraged him to look into support groups. He has not done that, not clear that he is willing to do it on discharge. So that will be between he and his daughter, but at this point, it does not seem to be an issue for him.
2. Personal care. The patient lacks in this arena both of himself personally and his room environment when that is pointed out as a factor that his daughter is concerned about, he will pick up on it, but only when he feels certain pressure.
3. Weight gain. Staff reports that he has a very good appetite. He cleans his plate and then afterwards seeks per each meal to desserts that he eats all of. His BMI is 32.1. I spoke to the patient about starting to monitor his physical activity as well as his p.o. intake.
4. Cognitive impairment. The longer he has been sober, the more that he is clearly improved and maintained itself. So, I think that he would be able to function on his own at home, but he is going to need prompting on personal care and care of his environment.
5. Social. I called the patient’s daughter/POA at her listed number of 603-566-5298 and number is no longer in service.
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