


PROGRESS NOTE

RE: David McKee
DOB: 03/05/1949
DOS: 01/06/2025
Jefferson’s Garden AL

CC: Lab followup.

HPI: A 75-year-old gentleman with a history of atrial fibrillation and aortic valve insufficiency status post AVR, on Coumadin, with PT/INR monitored weekly through OHH Anticoagulation Clinic. His most recent PT/INR is 2.6 and he takes Coumadin 5 mg daily. The patient’s baseline is myasthenia gravis with symptoms starting three years ago. He is followed by neurologist Dr. Dean Shipley. Today, when I spoke with the patient, his voice was more garbled than when seen on initial visit. He appeared tired and acknowledged that he was somewhat, but he denies that he has had any falls, any acute issues. His appetite has been fair and he has had good p.o. intake. The patient received his q. 3 week IVIG infusion on 12/24/24. He stated that it was an unremarkable event. The patient also has dysphasia to food, fluid and medication. His diet is modified and he has a medication crush order appropriate and liquids remain unmodified. 
DIAGNOSES: Myasthenia gravis symptomatic x 3 years, gait instability with shuffling, dysphagia, asthma, CAD, cognitive impairment mild to moderate, atrial fibrillation on Coumadin, history of prostate CA status post RTX, HTN, and HLD.

MEDICATIONS: Dofetilide capsule 125 mcg one capsule b.i.d., __________ 20 mg q.d., methylprednisolone 4 mg one tablet q. 6 days, Singulair q.d., Mucinex 600 mg ER b.i.d., rosuvastatin 10 mg q.d., and Coumadin 5 mg q.p.m.
ALLERGIES: CIPRO and LEVAQUIN.

CODE STATUS: Full code.

DIET: Regular, minced.
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PHYSICAL EXAMINATION:

GENERAL: The patient is seen in the room. He was quiet and appeared fatigued.

VITAL SIGNS: Blood pressure 137/89, pulse 106, temperature 97.8, respirations 19, O2 sat 97%, and weight 220 pounds.

HEENT: Full thickness hair. Conjunctivae mildly injected but no drainage. Nares patent. Moist oral mucosa.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to body habitus. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: He has a regular rate and rhythm. Soft SEM. No rub or gallop noted.

ABDOMEN: Obese and nontender. Hypoactive bowel sounds.

NEURO: Alert and oriented x 2 to 3. Speech clear. He makes eye contact. He is pleasant. Affect congruent with the situation.

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

ASSESSMENT & PLAN:
1. Atrial fibrillation, on Coumadin with q. Monday checks through OHH. His most recent INR is 2.6 which is within the target range being 2.5 to 3.5. 
2. Fatigue in part due to infusion that he had on 12/24/24 as well as time spent with family primarily in the facility and he denied feeling ill, but did feel fatigued. So hopefully, he will get some rest over the next few days and I encouraged him to do that. 
3. Dysphagia. Diet modified as needed and he continues to have fairly good p.o. intake in spite of this.

CPT 99350
Linda Lucio, M.D.
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