


PROGRESS NOTE

RE: Paul Strunk
DOB: 12/31/1935
DOS: 04/29/2025
Rivermont AL

CC: Followup on bowel and bladder function.

HPI: An 89-year-old gentleman seen today. He is in good spirits and just talks randomly. He is redirectable, however. When asked he stated that he is sleeping through the night; his appetite is too good; and he denies any pain. Constipation has been an issue for him and when asked today, he could not tell me when he had his last bowel movement and stated that he thought it had been several days. I started him on a bowel program at my last visit and it has been followed. Fortunately, one of the aides who helped him with his morning getting ready for the day routine stated that he did have a bowel movement. So, I reassured him that he is doing okay in that department. I reviewed his daily blood pressure checks for this month and he is actually well controlled. His systolic range is from 117 to 139 systolic and heart rates from 67 to 84. The patient is in a manual wheelchair that he can propel and self-transfer from without difficulty. He does come out and socialize with encouragement. His routine since I have been taking care of him is that he sits at a small table by himself facing the dining room and he just watches people as well as quietly eats. 
DIAGNOSES: Mild cognitive impairment, incontinence of bowel and bladder, gait instability – requires a manual wheelchair, glaucoma, CKD III, BPH and HTN.

MEDICATIONS: ASA 81 mg q.a.m., Coreg 25 mg b.i.d., Plavix q.d., Lexapro 20 mg q.d., Proscar q.d., HCTZ 25 mg q.d., Icy-Hot to affected areas q.12h., latanoprost eye drops one drop OU h.s., losartan 25 mg at 2 p.m., meloxicam 15 mg q.d., Simbrinza eye drops one per eye q.d., Timolol eye drops one drop OU at 5 p.m., and trazodone 50 mg q.h.s. 

CODE STATUS: DNR.

ALLERGIES: NKDA.

DIET: Regular with thin liquid.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert. He sits quietly and is pleasant to interact with.

VITAL SIGNS: Blood pressure 131/77, pulse 79, temperature 97.7, respirations 17, O2 sat 98%, and weight 210 pounds which is stable.

CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

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

ABDOMEN: Protuberant and nontender. Bowel sounds present. No masses or HSM.

MUSCULOSKELETAL: He has good neck and truncal stability in his manual wheelchair that he propels using both his arms and his feet. He self transfers. He has not had any falls recently. He has trace ankle edema. He does elevate his legs intermittently throughout the day. 
NEURO: He makes eye contact. He is soft-spoken. He does have a sense of humor. Affect is congruent with the situation and he can voice his needs. He does have evident short-term memory deficits.

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

ASSESSMENT & PLAN:
1. Hypertension. Review of BPs shows good control along with heart rates WNL. 
2. Chronic constipation. A bowel program was set up at my last visit with him and staff reports that they are giving him the medications as ordered which include Senna Plus two tablets q.a.m. and MOM 30 mL p.o. q. 7 p.m. daily and a bottle of magnesium citrate is kept on the cart for p.r.n. use and has not needed to be used to date. 
3. Flaking scalp. Neutrogena T Gel shampoo was ordered on 04/15/25 and staff had been washing his hair with it and there is noted decrease in the flaking of the scalp which was very evident at last visit. I encouraged him to continue having it used at least once a week as his shampoo. 
CPT 99350
Linda Lucio, M.D.
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