


PROGRESS NOTE

RE: Robert Stem
DOB: 10/05/1928
DOS: 03/04/2025
Jefferson’s Garden AL
CC: Routine followup.
HPI: A 96-year-old gentleman seen in apartment that he shares with his wife. He came in near the end of her visit sat quietly and listened. There is a few times he attempted to correct her, but she basically ignored him and was correcting the information she was giving. The patient is a wheelchair-bound. He propels his chair around the facility. He remains active. He is up in his room during the day watching television or reading. He will observe some activities or just sit out in the day room and comes out for all meals. The patient has a history of nocturia. Has been treated with this is his third medication. He is currently on Detrol LA after having used Myrbetriq and another medication cannot recall name. With each of them he had some benefit, but would still have either nocturia and/or some level of incontinence. He states that at this point he is developed a pattern of toileting himself so that yes he continues with nocturia but less so and has just accepted it. The patient also has a history of DM II and that has been well controlled and not a problem. He takes oral hypoglycemics. The patient has had no falls. No acute medical events. He denies any depression. I asked him if there are times that he ever got annoyed with his wife and just wanted to be by himself for a while and he stated not too often, but he does get that time he will go outside and just sit or she will be out doing activities and then he will just be in the room enjoying himself. The patient states his appetite is good. Pain is managed. No falls or other acute medical events.
DIAGNOSES: COPD/asthma, has O2 at 2 liters per nasal cannula p.r.n. use primarily uses at night, OAB with nocturia, increased daytime urinary, urgency stable, CAD, HLD, hypothyroid and DM II.
MEDICATIONS: Unchanged from 02/04 note.
ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with NCS.

HOSPICE: Valir.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert. Sat quietly at the table. States he is feeling good. He has had no resent subspecialty visits or need for an ER visit.
VITAL SIGNS: Blood pressure 126/70, pulse 78, temperature 98.4, respiration 18, O2 sat 96%, and weight 174.8 pounds, which is a weight gain of 0.6 pounds.

HEENT: Hair is groomed. Corrective lenses in place. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.

CARDIOVASCULAR: Regular rhythm and regular rate. No murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. Lungs fields relatively clear. No cough. Symmetric excursion.

ABDOMEN: Flat. Nontender. Bowel sounds present. No masses or distention.

MUSCULOSKELETAL: He is lean, but has adequate muscle mass and motor strength. He propels his manual wheelchair. He self-transfers and he weight bears for periods of time in room.

SKIN: Solar keratosis and AKs that are all benign treated with medicated lotions.

NEURO: He is alert and oriented x2-3. Clear coherent speech. Can voice his needs and also able to assist wife when she needs it.

ASSESSMENT & PLAN:
1. Generalized senile debility stable. He maintains ability to make his needs known and care for himself as well as assist with his wife. No falls or other acute medical issues.
2. Nocturia. He is getting better sleep after talking about it the avoiding program we kind of discussed he has been doing and so he is getting better stretches at time of sleep.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
