


PROGRESS NOTE
RE: Tony Strand
DOB: 01/31/1957
DOS: 05/29/2026
Windsor Hills
CC: 90-day followup.
HPI: A 69-year-old gentleman seen in his room, he was resting comfortably in bed, but awake. I told him that I just wanted to check in on him and see how he was doing. He looked at me, was quiet and did not say anything, but then I asked if I could examine him and he stated yes. The patient shares a room with another male resident. He is quiet. He does come out for meals, however. He is not demanding. No behavioral issues. He is quiet, does not speak much.
DIAGNOSES: Vascular dementia, traumatic brain injury with resulting dysphasia and speech impairment, paraplegia, seizure disorder, HTN, low back pain, constipation, major depressive disorder, bipolar disorder and insomnia.
MEDICATIONS: Seroquel 100 mg h.s. and 50 mg q.a.m., metoprolol 25 mg b.i.d., Norvasc 5 mg q.d., Miralax q.d., Claritin 10 mg q.d., carbamazepine 200 mg one tablet q.i.d., and Senna one tablet b.i.d.
ALLERGIES: NKDA.
DIET: Regular pureed texture and honey thickened liquid with Pro-Stat q.d.
CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert, makes eye contact and is cooperative to exam.
VITAL SIGNS: Blood pressure 118/70, pulse 74, temperature 98.0, respiratory rate 18, oxygen saturation 97%, and weight 159.2 pounds.
HEENT: He has long hair. EOMI. PERLA. Nares patent. Moist oral mucosa.

CARDIAC: Regular rate and rhythm without MRG.

RESPIRATORY: He did not understand deep inspiration, so just listened to anterolateral and posterior lung fields, which were clear. He had no cough.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
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MUSCULOSKELETAL: He has fair muscle mass and motor strength. He can self-transfer into his manual wheelchair that he can propel without difficulty. He has no lower extremity edema. Good grip strength, can feed himself.

NEURO: Orientation to self and Oklahoma. He speaks infrequently, just a word or two at a time and he will smile or make eye contact, unclear how much he understands of what is stated.

SKIN: Warm, dry and intact.
ASSESSMENT & PLAN:
1. Anemia. In January, CBC showed an H&H of 12 and 37.9 with normal indices; right now, we will just follow. He also had a normal platelet and CBC count.
2. CMP review. All values WNL with the exception of a mildly elevated alkaline phosphatase, etiology unclear and prealbumin was checked and at 23.6, which is a good healthy number.
3. Paraplegia. The patient is able to get around. He can self-transfer. He is strong enough to do that just using his arms.
4. Vascular dementia appears to be moderate to severe affecting ability to verbalize and communicate. Fortunately, there are no behavioral issues.
5. Pain management. He really does not seem to have much pain. Staff state that occasionally he will take a Tylenol, but I do not really think pain management qualifies as a diagnosis for this patient.
6. Insomnia. However, he sleeps easily through the day, staff state that he does sleep at night. I will order melatonin 10 mg to see if that helps him to stay asleep. I am ordering trazodone 50 mg as well. We will follow up after he has had those medications for at least a week and want to make sure that he is able to sleep through the night without excessive drowsiness the next day.
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