


PROGRESS NOTE

RE: Frederick Wellborn

DOB: 01/23/1933

DOS: 06/03/2025
Rivermont AL

CC: Lab review.

HPI: A 92-year-old gentleman seen in room that he shares with wife got them before they went down before their after lunch nap. I observed them coming back from the dining room and Mr. Wellborn letting her propel herself partway in her manual wheelchair instead of him pushing her to and fro as I had encouraged both of them for her to do a little more activity for herself propelling her manual wheelchair. She states that she is trying to do that. Overall, he states that he is feeling good. He has physical therapy that he has completed but he does some of the things that he was taught on his own in the room or going up and down the halls. He acknowledges that he has difficulty being separated from his wife feeling that she needs his assistants and if he is not there he cannot do it. She was quiet and just watched him and she acknowledged that she did get a lot of help from him but also wanted him to take care of himself. He is sleeping through the night. His appetite is good. He denies any untreated pain and no constipation.

DIAGNOSES: Atrial fibrillation on Eliquis, HTN, HLD, hypothyroid, chronic seasonal allergies, BPH, and lumbar stenosis with back pain.

MEDICATIONS: Unchanged from 04/28 note.

ALLERGIES: CODEINE and PCN.

DIET: Regular with mechanical soft.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert. He is pleasant and cooperative.
VITAL SIGNS: Blood pressure 101/67, pulse 66, temperature 97.7, respirations 17, O2 saturation 98%, and weight 175 pounds, which is stable.

HEENT: Male pattern baldness. EOMI. PERLA. He wears corrective lenses. He is HOH and wears hearing aids.

NECK: Supple and clear carotids.
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CARDIOVASCULAR: He has no regular rhythm at a regular rate without murmur, rub, or gallop. PMI is laterally displaced.

RESPIRATORY: He has a good respiratory effort in a normal rate. Clear lung fields without cough and symmetric excursion.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: The patient gets around pushing his walker often he will go behind his wife and while she is in her wheelchair and push her using that to support himself as well but he is doing that less often as he is wanting her to propel herself some. He moves limbs in a normal range of motion. No lower extremity edema. Weightbearing self transfers. No falls.

NEURO: The patient is alert and oriented x2-3. Speech is clear. Voices his needs and understands given information. He appears to be quiet and reserved but once he relaxes he has a sense of humor and will go on about things that are bothering him or that he needs assistance with.

MUSCULOSKELETAL: He is weightbearing and ambulatory with the use of a walker in his room he will walk without it but holding onto things. Moves arms in normal range of motion. Slight stoop to his posture. No lower extremity edema.

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

PSYCHIATRIC: He is pleasant, easy-going and is the same today as he generally is.

ASSESSMENT & PLAN:

1. CMP review. BUN and creatinine ratio 23. Told the patient that he needs to increase his fluid intake and his BUN is also 27, I encourage that he drink more water.

2. Hypothyroid. A thyroid panel was ordered and he takes levothyroxine 100 mcg q.d. has been on that dose since 02/14. His current TSH is elevated at 24.55. His TSH on 04/20/24 was suppressed at 0.03 while on 200 mcg q.d. So, we will find a middle ground dose between 100 mcg and 200 mcg and put him on 150 mcg q.d. of levothyroxine and recheck a TSH in seven weeks.

3. General care. I am adding a Men’s multivitamin one p.o. q.d.

4. From 10.8 and 33.3 on 04/20/24 MCV is macrocytic at 101.4.

CPT 99350.
Linda Lucio, M.D.
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