


PROGRESS NOTE

RE: Jim McClendon
DOB: 02/18/1948
DOS: 07/10/2025
Radiance AL
CC: Followup on several issues.
HPI: A 77-year-old gentleman who was seen in his room. He was well groomed and very interactive. The patient has been followed by Excell Hospice for about three months now. He had gone through a rough period and it looked like a permanent decline. Fortunately, he has hung in there and with therapies and treating upper respiratory infections, UTIs, pain etc., he is in a very good place now. The patient is now coming out for all meals. He has a good appetite and has gained weight versus having gone through a period where for a couple of months he did not want to eat and was down to about 150 pounds and was then started on Megace 200 mg twice daily and it was effective in stimulating his appetite and bringing his weight up. The patient is aware of everything that he has gone through and is grateful to be on this side of things. His most recent treatment was a Z-PAK and a Medrol Dosepak for a URI that was persistent and I continued the prednisone for some time and it has been effective. I talked to him about doing a maintenance dose of prednisone. I think that would be of benefit for him and he stated he does not want to go back to having this cough and congestion that he had had and he is in agreement with doing that.
DIAGNOSES: Moderate to severe vascular dementia, gait instabilities improved, anxiety, depression, HTN, chronic seasonal allergies with a period of persistent cough and anorexia requiring treatment and has now gained weight.

MEDICATIONS: Unchanged from 06/19/25 note.

ALLERGIES: KEFLEX.
DIET: Regular with chopped protein.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentleman, alert, pleasant and in good spirits.

VITAL SIGNS: Blood pressure 117/84, pulse 78, temperature 97.9, respirations 15, O2 sat 96%, and weight 189 pounds.

RESPIRATORY: He has a good respiratory effort, a regular rate. His lung fields are clear from bases to neck. He had no cough with inspiration and I noted that he did not have to keep clearing his throat. He had no conversational dyspnea and he was very talkative.

CARDIAC: The patient has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

MUSCULOSKELETAL: Ambulating independently, moving limbs in a normal range of motion. No lower extremity edema and was happy that his weight has gone up.
PSYCHIATRIC: The patient appears calmer. He smiles more readily and it seems genuine and he seems thoughtful.

ASSESSMENT & PLAN:
1. Anorexia, resolved. He has gone from 170 pounds in February to this current 189 pounds. His BMI is 25.43.
2. Cough and congestion. We will continue with low dose prednisone 10 mg q.d.
3. Social. Contacted his daughter and she is in agreement with the above.

4. Hospice. Their services will end on ______ and that will give family time to get a bed and a new chair for him and if he wants to have a wheelchair available.

5. Social. I talked to his daughter at length about all of the above, she was appreciative.

CPT 99350 and direct POA contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
