


PROGRESS NOTE
RE: Ronald Farmer
DOB: 10/16/1967
DOS: 10/29/2025
Tuscany Village
CC: Inappropriate public urination, bilateral lower extremity edema and medication review.
HPI: A 58-year-old gentleman seen on the patio with his girlfriend Catherine who he knew from a previous facility. The patient told me he had been told that he was going to be kicked out if he did not quit urinating in front of other people. When I asked him to be more specific as he was very defensive about this it turns out that during meal time or in a group setting where there just smoking together or there is an activity ongoing that he will just urinate around other people and let it be known. Social work has addressed this with him instead of trying to do something about it he blames the people for saying something to him and that he cannot help himself. The patient is on Lasix 40 mg a day for bilateral lower extremity edema and in physical exam it appears to have been of benefit. I brought up toileting himself before he leaves his room, so that he would not have to do it in a public setting and he kind of disregards that. I just basically spoke to patient that he is a grown man and he is responsible for his actions and if there offensive to people around him they have a right to say something and as he is in a facility that it is his privilege to be here if he cannot follow guidelines and he may need to leave. Overall, the patient became quiet. He listened and then went on to meal with his girlfriend.
DIAGNOSES: Schizoaffective disorders, unspecified depression, anxiety disorder, nicotine dependence, chronic pain syndrome, HTN, overactive bladder, unspecified visual loss, hearing loss in left ear, polyneuropathy, bilateral lower extremity edema, hyperlipidemia, and GERD.
MEDICATIONS: Amlodipine 10 mg q.d., ASA 81 mg q.d., Benadryl 25 mg q.6h p.r.n., which will be discontinued, calcium carbonate 500 mg two tabs q.d. routine, Coreg 3.125 mg one p.o. b.i.d., Depakote 500 mg one tab t.i.d., duloxetine 30 mg b.i.d., Lasix 40 mg q.d. is changed to MWF and Saturday, gabapentin 400 mg b.i.d. and 600 mg h.s., Geri-Lanta is decreased to 30 mL b.i.d. p.r.n., Icy Hot to affected areas t.i.d. p.r.n., Imodium 2 mg tab to be used per instructions p.r.n., Invega Sustenna 2, 3, 4 mg 1.5 mL IM q. 21 days, ketoconazole cream to lower areas b.i.d. until resolved, Lipitor 40 mg h.s., lisinopril 40 mg q.d., MiraLax q.d., oxybutynin 5 mg q.6h, propranolol 10 mg t.i.d., Protonix 20 mg two tabs q.d., solifenacin 5 mg q.d., tramadol 50 mg one tab q.d., extra-strength Tylenol 650 mg q.d. p.r.n. and Vistaril 25 mg t.i.d. routine.
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ALLERGIES: PROZAC.
DIET: Regular.
CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentleman seated in a wheelchair outside smoking dislike the weather being quite frigid.
VITAL SIGNS: Blood pressure 145/82, pulse 82, temperature 98.2, respirations 18, O2 sat 98% and weight not available. The patient is 6’3”.
HEENT: Full thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa.

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

RESPIRATORY: Normal effort in rate. Clear lung fields. No cough. Symmetric excursion.

ABDOMEN: Protuberant and nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: He has good muscle mass and adequate motor strength. He is in a manual wheelchair that he can propel. He has bilateral lower extremity edema that is actually much improved from when he came in and currently it is about trace to +1 bilateral. Moves arms in a normal range of motion. Has good grip strength. Can weight bear and self transfer.

SKIN: He is generally intact. He does have some flakiness of bilateral feet and lower extremity at ankle and distal pretibial. No bruising or breakdown noted.

NEURO: He is alert and oriented to self and Oklahoma. Has to reference for time. Does not know the date.

PSYCHIATRIC: Generally puts other people as responsible for getting what he needs and does not take much responsibility for what he can do. Insight is poor.

ASSESSMENT & PLAN:
1. Urinary incontinence with the patient doing it publicly when he is with others during meal time or activity and is uncomfortable and offensive to those people around him. He has been made aware of that. Does not seem to take responsibility for changing it. He is currently on Lasix 40 mg daily I am decreasing it to Monday, Wednesday, Friday and Saturday and we will see whether that decreases his incontinence.
2. Obesity. We do not have a current wait for patient, so I have requested that he be weighed.
3. Medication review. Calcium carbonate 500 mg has been changed to one p.o. b.i.d. and Geri-Lanta 30 mL has been decreased to b.i.d. p.r.n. I am discontinuing Tylenol Arthritis as he already has Tylenol 500 mg that he gets q.8h. and tramadol is being discontinued as he does not really ask for it.
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4. General care. CMP, CBC, TSH and A1c ordered. We will review those with patient when available.
CPT 99350
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
