


PROGRESS NOTE

RE: Charlie Gossman

DOB: 06/04/1950

DOS: 09/05/2025
Windsor Hills

CC: Assume care.

HPI: The patient is a 75-year-old gentleman seen in room he was sitting up at bedside in his wheelchair. He was pleasant when introduced and cooperative to exam. The patient was admitted to facility on 08/30/2025.

DIAGNOSES: Chronic systolic CHF, hyperlipidemia, ASCVD, GERD, HTN, major depressive disorder, recent DVT of left lower extremity with PE, BPH, hypokalemia, CKD, dementia unspecified without BPSD and chronic pain syndrome.

MEDICATIONS: Vitamin D3 1000 IUs q.d., torsemide 20 mg q.d., Entresto one tablet b.i.d., ASA 81 mg q.d., Flonase nasal spray OU q.d., Zoloft 50 mg q.d., Flomax h.s., Claritin 10 mg q.d., Aldactone 50 mg q.d., KCl 20 mEq b.i.d., Protonix 40 mg q.d., methocarbamol 500 mg one tablet t.i.d., Namenda 5 mg h.s., gabapentin 300 mg t.i.d., Avodart 0.5 mg q.d., Aricept 10 mg b.i.d., Coreg 12.5 mg b.i.d., and Eliquis 5 mg b.i.d.

CODE STATUS: Full code.

ALLERGIES: PCN.

PHYSICAL EXAMINATION:
GENERAL: Well developed and nourished gentleman who was seated quietly in his apartment. He was cooperative when seen.
VITAL SIGNS: Blood pressure 146/76, pulse 76, temperature 97.7, respirations 18, O2 saturation 96%, and weight 193.4 pounds.

HEENT: He has full thickness hair. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa and clear carotids.

CARDIOVASCULAR: He had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: He had a normal effort and rate. Decreased bibasilar breath sounds secondary to body habitus.
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ABDOMEN: Protuberant, nontender, and bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. He has bilateral lower extremity edema 1 to 2+ most likely secondary to depended position most of the day.

NEURO: He is initially quiet and makes eye contact. He will give very brief answers to basic questions, not very talkative but still cooperative. Affect was impaired comfortable but just following the lead me or the nurse.

ASSESSMENT & PLAN:

1. The patient new to long-term care facility. He is completed therapy via Valir Pace program. Goals were met to the extent the patient could and he is quiet about being here understands that this is his residence now, but understands that he cannot live on his own and does not really have people to take care of him.

2. HTN review. BPs good control. No needed adjustment in his medication.

3. Lower extremity edema. The patient is on low dose torsemide 20 mg q.d. We will monitor how his edema is settling in and if needed we will increase dose.

4. Pain management. The patient stated that he was not having any problems with pain at this time. He has methocarbamol and Tylenol, which he is able to ask for as needed.

5. General care. Admission labs were ordered, not able to find them in the order sheet so will clarify no directions were given regarding when they should redrawn. We will order that they be drawn on Monday 8th.
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