


PROGRESS NOTE
RE: Paul Selko
DOB: 09/15/1947
DOS: 11/21/2025
Windsor Hills
CC: Monthly check.
HPI: A 78-year-old gentleman, seen in his apartment, he was sitting up in his wheelchair, he was a little fatigued, but cooperative to being seen. The patient had previously been treated for upper respiratory issues with kind of persistent cough and sputum that was at times clear versus discolored that has improved after treatment with Medrol Dosepak and antibiotic. He states that he still is getting intermittent cough with congestion. His issue now is that he is having sneezing and itchy eyes and not sleeping.
DIAGNOSES: COPD, anemia, HTN, unspecified depression, senile debility with generalized muscle weakness, cognitive impairment without BPSD, insomnia, GERD, HLD, BPH, and chronic pain syndrome.
MEDICATIONS: Omeprazole 20 mg b.i.d., trazodone 150 mg h.s., Zoloft 50 mg h.s., Wellbutrin XL 300 mg h.s., tramadol 50 mg q.6h. p.r.n., Voltaren gel to affected areas q.6h. p.r.n., B12 500 mcg one tablet q.d., lidocaine patch to back on a.m. and off h.s., Zyrtec 10 mg q.d., Flomax b.i.d., FeSO4 one q.d., Proscar q.d., Lipitor 10 mg h.s., metoprolol 25 mg b.i.d., MVI q.d., CranCap q.d., and probiotic q.d.
ALLERGIES: CLARITIN.
DIET: Regular diet.

CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: The patient was seated in his manual wheelchair, he was lying back in it somewhat slouched, propels it easily with his legs and self-transfers. He has no lower extremity edema.
VITAL SIGNS: Blood pressure 146/92, pulse 74, temperature 97.9, respiratory rate 18, O2 sat 95% and weight 169.8 pounds, which is stable.
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CARDIAC: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. Decreased bibasilar breath sounds. Intermittent nonproductive cough. He does not have SOB with persistent talking.

ABDOMEN: Soft. No distention or tenderness, Bowel sounds present.

MUSCULOSKELETAL: He is thin. He has fair muscle mass and motor strength. His posture when he is in his manual wheelchair he still stooped forward and when he is at rest in his wheelchair, he just slouches in it almost as though he is going slide out and he is able to self-transfer and he has no lower extremity edema.
NEURO: He is alert and oriented x2, has to reference for date and time. He is verbal and will just talk randomly; if you ask a question and he just goes on and on, has to be redirected, which he does not like and he perseverates on his medical issues. Affect is bland.
PSYCHIATRIC: The patient perseverates on medical issues and once he starts talking it is difficult to get him off the subject, I have to just stop him and tell him that that is enough and time going to the next thing and he does not seem to like that, but without redirecting him he will continue talking about the same thing.

ASSESSMENT & PLAN:

1. Cough and congestion has improved, but he has a baseline of COPD and his symptoms did improve on steroid, so I am going to start him on prednisone 10 mg q.d. and decrease the guaifenesin syrup to q.a.m. only versus b.i.d. and we will see if that decreases some of the continual expectoration.

2. Insomnia. The patient states he is not sleeping at all. He needs something to help him. He is currently on trazodone 150 mg h.s. and states that he just does not sleep. So, I am going to taper trazodone down to 75 mg h.s. and I am adding Tylenol PM Extra Strength two tablets h.s. and the goal will be by midweek to decrease the trazodone to three nights weekly and then twice weekly and then off.
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