


PROGRESS NOTE
RE: Andrew Heisserer
DOB: 06/02/1935
DOS: 01/19/2026
Rivermont MC
CC: Asthma and adjust inhalers.
HPI: A 90-year-old gentleman was seen in his room, his door was locked and he finally answered it, appeared flustered kind of like what do you want, but then let us in and was not his engaging self. He started asking Donna, the ADON, some questions and some she could not answer and his responses were like “what the hell is that.” Essentially, he dropped curse words that I had never heard him use before, it was almost comical though he was not intending to be funny. He seemed to finally kind of relax a little bit and calm down and then we were just able to just talk and see how he is doing. He got through Christmas and the New Year; his wife came to see him. She does not take him home as she is afraid that he would not want to leave and cause a scene. The patient has a history of asthma, for which he has used inhalers routinely. Advair is the one that he did well on and when it was to be refilled, insurance is now not covering it, the co-pay would be $600 a month, which is exorbitant and not affordable to family. He continues with his albuterol rescue inhaler and has levalbuterol that he has not been using routinely. He denies having an asthma attack or feeling increasingly short of breath, but he would like to have his inhalers available. The patient denies any falls or acute medical issues. He spends his day in his room, coming out for meals and occasionally an activity.
DIAGNOSES: Mild cognitive impairment with evidence of mild staging, depression/anxiety, hard of hearing; requires hearing aids and eczema/psoriasis of scalp and skin and asthma.
MEDICATIONS: Zyrtec 5 mg q.d., Cleocin T; apply to scalp one or two times daily as needed, clonazepam 2 mg one tablet at 3 p.m. and b.i.d. p.r.n., clonidine 0.1 mg one tablet q.a.m. and p.r.n. for elevated systolic BP greater than 150, hydralazine 50 mg one tablet b.i.d. and one tablet at h.s., EpiPen that the patient carries on him, levalbuterol HFA two puffs q.i.d. will be changed from p.r.n. to routine, lisinopril 40 mg one tablet q.d., lubricating eye drops one drop OU daily, MOM 30 mL MWF, Singulair one tablet q.d., Paxil 10 mg one tablet q.d., PreserVision two tablets q.d., Senna Plus two tablets q.d., and Spiriva two puffs q.d.
ALLERGIES: Multiple, see chart.
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DIET: Regular mechanical soft with thin liquid.

CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well-groomed and slightly agitated when seen.
VITAL SIGNS: Blood pressure 142/73, pulse 77, temperature 97.9, respiratory rate 18, O2 saturation 96% and weight 165 pounds, which is a weight loss of 4 pounds from December 2025.
HEENT: He has a stocking cap on his head. EOMI. PERLA. Wears corrective lenses. Nares patent. Moist oral mucosa. Dentition in good repair.

NECK: Supple with clear carotids.

The patient is hard of hearing and, when I started talking to him, he told me that he could not hear me, I needed to talk louder, so we asked about his hearing aids and he stated one was broke and then points toward the other one that was sitting, so once he put that one on he could hear. For about the first 5 to 10 minutes, the patient was agitated when he was being asked questions by the ADON and I tried asking questions, he would curse and I had not ever heard that from him before, so it was interesting and I was told that during Christmas break he went through a spell where he was addressing the female staff with the b-word. He did not have a good reason when I asked him why.
RESPIRATORY: Normal effort and rate. Clear lung fields. No cough and symmetric excursion.

CARDIAC: He has a regular rate and rhythm without murmur, rub or gallop. PMI is nondisplaced.
MUSCULOSKELETAL: He ambulates independently. He has a brisk gait. Denies any falls. Moves arms in a normal range of motion. He has good muscle tone and motor strength. No lower extremity edema.

NEURO: The patient is oriented x 2, self and Oklahoma. He has a clock that has the day, the date and the time and whether it is a.m. or p.m. and he uses that reference, then states that he has difficulty though discerning the time being daytime or nighttime and told him that if he uses the a.m. it is most likely early morning or after midnight and he can kind of use that as a gauge.

SKIN: Warm and dry. He has a ruddy complexion. As far as his scalp, he has few scaly patches, but they are small and fewer in number than say six months ago.

ASSESSMENT & PLAN:

1. Hypertension. Review of this month’s BP readings shows several systolic pressures of 164, 180, 173, the high 150s, so about 50% of his readings are greater than 150, so I have written for clonidine 0.1 mg to be given for systolic BP greater than 150. The patient does have that order already, but it is not being given by staff, so the ADON is going to do an in-service this week and that will be included in one of the things they need to address.
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2. Asthma. Levalbuterol HFA is being changed to two puffs q.6h. while awake and then his albuterol will be used as a rescue inhaler at two puffs q.i.d. He has been fairly stable from an asthma perspective when he was using his previous inhalers and hopefully that will continue with what he is now using.
3. General care. The patient is due for annual labs in March and so those will be ordered then. On 12/31/2025, a UA was obtained, which was negative for UTI after the patient had been on a cursing binge directed at the female residents thought that he had a UTI changing his behavior, but he did not. So, it could be evidence of staging as his dementia goes.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

