


PROGRESS NOTE
RE: Lonnie Fink
DOB: 11/20/1950
DOS: 04/07/2026
Somerset AL
CC: Cough with congestion.
HPI: A 75-year-old gentleman seen in his room, he was pleasant cooperative he is able to give information. When I asked how he was doing the patient stated that he was not feeling good and basically he has had a cough with nasal congestion and head fullness without any treatment. He has had nasal drainage and an expectorant that is clear or white. He denies any fevers or chills. No nausea or change in bowel function. Denies myalgias. The patient was given a cough suppressant last night for diabetics and stated that it did help; however, on the cart he does not have anything more. Told him that we could order cough suppressant for the next couple of days will stay ahead of it rather than waiting on p.r.n. dosing and he is in agreement. The patient’s brother later this afternoon came in to see him and wanted to speak with me about the issue and I reassured him that I was not concerned about the need for antibiotic and his brother asked about needing to be COVID tested and none of his symptoms are consistent with COVID. His brother then states that the patient is to have a bladder ultrasound at SWMC in the next day or two and asked if we had been made aware of that and we had not. The patient tells me that he received call from the hospital after I had just left his room this afternoon. He was surprised as well about the procedure. However, the patient has had a Foley catheter in place for the past several months due to bladder outlet obstruction.
DIAGNOSES: CKD, bladder outlet obstruction with Foley catheter, DM II, history of CHF and CVA, GERD, polyneuropathy, OSA, and OA.
MEDICATIONS: ASA 325 mg one q.d., Lipitor 40 mg h.s., docusate 1 mg q.d., Proscar q.d., Claritin 10 mg q.d., losartan 50 mg q.d. Singulair h.s., Actos 45 mg q.d., Flomax two caps h.s., and Lantus 40 units at 5 p.m.
ALLERGIES: METFORMIN..
CODE STATUS: Full code.
DIET: Diabetic diet.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentlemen, pleasant and interactive.
HEENT: Full-thickness hair. EOMI. PERLA. Conjunctivae mildly injected. No drainage. Glasses in place. Nares patent. He has a mustache. Clear carotids. No LAD.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Protuberant. Nontender. Bowel sounds present.

MUSCULOSKELETAL: He ambulates with the use of a walker. Moves limbs in a normal range of motion. No lower extremity edema.

SKIN: Warm, dry, intact and with good turgor.
NEURO: Alert and oriented x2 to 3. Speech is clear. Can give information. Affect appropriate to situation. He is polite and pleasant.
ASSESSMENT & PLAN:
1. Cough with congestion. Most likely secondary to seasonal allergies increased due to weather conditions recently and have ordered Robitussin-DM 10 mL q.6h. routine for the next 48 hours then p.r.n. for the next two weeks. At this point, antibiotic not indicated should at the expectorant become discolored then we will reconsider.
2. Social. Spoke with his brother Don who came into questioning what was being done for how he was currently feeling and then brought up the issue of the schedule bladder scan.
3. The patient’s diagnoses, medications, and what is being done about the current situation with a cough and congestion.
4. Bladder outlet obstruction with indwelling Foley. He will be evaluated tomorrow and see whether he has normal contraction of the bladder and assess whether the catheter can be removed.
5. DMII. 02/10/26, A1c was 7.1, which I reassured him was very good, did not require adjustments in his insulin.
CPT 99310 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

