


PROGRESS NOTE

RE: Orville Purinton
DOB: 12/15/1941

DOS: 01/28/2026
Somerset AL

CC: Assume care.

HPI: An 84-year-old gentleman seen for first time. He was seen in his room initially quiet but cooperative. The patient was limited in information that he could give, I was also informed that he had recently been having what appeared to be panic attacks where he would get short of breath and breathe heavily and it sounds as though there is difficulty redirecting him. Treatment has not yet been rendered discussed different options to include a low dose benzodiazepine to see how he reacts. The patient acknowledged having these symptoms but did not seem to understand where they came from. He was receptive to having something to take for this.

PAST MEDICAL HISTORY: Diabetes mellitus type II, GERD, history of constipation, ASCVD, history of TIAs, history of skin cancers that have been excised, and AAA.

PAST SURGICAL HISTORY: Bilateral cataract extraction with lens implants, tonsillectomy status post CABG, pacemaker placement, which was removed post CABG, TURP, skin cancer excisions, multiple leg surgeries as patient states that he was born crippled and back surgery, which after describing it sounds like intravertebral disc replacement, hyperlipidemia, mild cognitive impairment, and gout.

MEDICATIONS: Allopurinol 300 mg q.d., Lipitor 40 mg h.s., Plavix q.d., glipizide 5 mg b.i.d. a.c., metformin 1 g p.o. b.i.d. a.c., MiraLax q.d., and meclizine 25 mg t.i.d. p.r.n.

SOCIAL HISTORY: The patient has been widowed. He says about three and half to four years. He had six children. He stated that when he and his wife married they each brought three children into the marriage for a total of six. He was a tractor mechanic and then went to work for Oneok Energy as a flow manager for the gas lines. He retired from Oneok and stated that his retirement pension was very generous.
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REVIEW OF SYSTEMS: The patient wears reading glasses. He has decreased hearing and does not work area needs as he states that he cannot tolerate them. He has native dentition with several teeth missing. He acknowledges decrease in his memory that has been recent. The patient sleeps through the night. He has a good appetite. Denies any pain states there was a time that he had a lot of pain but has not had any in sometime. He has not had falls in the facility. He was having falls at home until he had to start using the walker per his family. He also states that he had a cancer that was in his lymph nodes and could not tell me any more than that.

PHYSICAL EXAMINATION:

GENERAL: Obese elderly gentleman who was pleasant and cooperative.
VITAL SIGNS: Will follow.

HEENT: He has thick gray hair. EOMI. PERLA. Nares patent. Moist oral mucosa. He has poor dentition with two teeth on the top and they were his incisors and four teeth on the bottom.

NECK: Supple. Clear carotids. No LAD.

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

RESPIRATORY: Normal effort and rate. Lung fields clear. Decreased bibasilar breast sounds secondary to body habitus.

ABDOMEN: He is protuberant and firm. He has an umbilicus hernia that is negative for bowel sounds to auscultation and reducible. Overall abdomen is firm to touch. No pain or rebound signs.

MUSCULOSKELETAL: Moves arms in a normal range of motion. He is weightbearing and ambulates with a walker. He goes from sit to stand and vice versa using his walker for support. He has no lower extremity edema.

SKIN: Warm, dry, and intact with good turgor.

NEURO: Orientation x2. He has to reference for date and time. He makes eye contact. His speech is clear. He can give basic information acknowledges that he has a poor memory and not necessarily good at remembering his own history. His affect is congruent to situation. He is to relax as the interview goes on and he is the first to bring up his shortness of breath leading to what feels like a panic attack. The patient is unaware what brings on these attacks just knows that he feel short of breath and cannot catch his breath. When I explained to him that his abdominal size pushes inward on his belly which pushes everything up to include the diaphragm which limits the expansion of the lungs and thus the shortness of breath. He was aware of this effect on the diaphragm and it turns out his son had given him the same type of analogy.

PSYCHIATRIC: The patient appears to be in good spirits. He is not frustrated or upset about his memory change or being in a facility.
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ASSESSMENT & PLAN:

1. Episodic shortness of breath and mimics panic attack this has occurred at home prior to admission. I did speak with patient son/POA Andy Purinton who described these episodes just as the father described them that he would seem short of breath and he was start to get anxious and the more anxious he got the more short of breath he got and trying to talk to him during these episodes did not seem to help. Son states that they would often occur in the late afternoon early evening. There was no associated nausea, diaphoresis, or generalized weakness. The patient was not seen by doctor for these nor did he receive any kind of treatment even OTC medication was not tried. I did speak with son about the treatment that I had considered and just wanted to let him be aware of it and he was in agreement with trying it.

2. Panic attack type episodes. The patient unprovoked will become short of breath and becomes anxious which increases his shortness of breath. The patient and family described them as panic attacks and these have occurred since he has been in the facility. So a trial low dose of Ativan will start with 0.25 mg after a couple of times if it is not a benefit will increase the dose to 0.5 mg q.a.m. and 4 p.m. and they negatively affected by the Ativan i.e. are shorter in duration not as symptomatic when they occur and do not cause excessive drowsiness. After a few trials of this if it is effective at the lower dose, we will continue otherwise will increase to the 0.5 mg. When I spoke with the patient he is in agreement was trying to do something to decrease these.

3. Diabetes mellitus type II. The patient is scheduled to have an A1c drawn based on those results will determine need for adjusting his current oral hypoglycemics.

4. Gout. He is on allopurinol 300 mg q.d. will add a uric acid to his labs that will be done.

5. Hyperlipidemia. Lipid profile will be drawn and will see if we can adjust the Lipitor dose.

6. Cognitive decline and MMSC will be done in the next visit.

7. Family contact. Spoke to his son Andy Purinton describing the visit with him and what will be done and then states that he knows his father does not want to be put to sleep told him that is unlikely at the low dose he will be receiving. I did inform him that if it is not effective at the 0.25 mg then will go up to 0.5 mg.

CPT 99345 and direct POA contact 15 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

