


PROGRESS NOTE
RE: Michael Collins
DOB: 03/21/1955
DOS: 06/12/2026
Windsor Hills
CC: Lab review.
HPI: A 71-year-old gentleman who was seen last week for the first time patient was hospitalized for some time due to multiple complications of active alcoholism. Today, when I went into see him he was awake sitting in his bed, he is still wearing an adult brief due to diarrhea he is also on lactulose twice daily. He remembered having met me, did not remember my name and was able to just tell me how he is doing. We reviewed labs and he was able to understand the results. He looks a bit more relaxed and rested though he still has some ways to go in his recovery. When asked about sleeping, he motions so so. Staff reported that he does have periods overnight or he will sleep, but then awaken. His PO intake has improved.
DIAGNOSES: Alcohol dependence with abuse, COPD, pleural effusion, systolic CHF, atrial fibrillation, dysphagia, gait instability with falls, colon cancer, allergic rhinitis, GERD, alcoholic cirrhosis of the liver without ascites, HTN, thrombocytopenia, pulmonary hypertension, cardiomyopathy, and ETOH related alcoholic myopathy.
MEDICATIONS: Calcium carbonate one tab t.i.d., omeprazole 20 mg q.d., Protonix 40 mg q.d., lactulose 30 mL b.i.d., hydroxyzine 50 mg q,i.d., trazodone 100 mg h.s., Lasix 20 mg b.i.d., Toprol 25 mg q.d., FeSO4 one tab b.i.d., MagOx 400 mg q.d., probiotic two capsules q.d., MVI q.d., thiamine 100 mg q.d., Xarelto 20 mg q.d., folic acid 1 mg q.d., Pepcid 20 mg b.i.d. p.r.n., digoxin 125 mcg q.d., and budesonide one puff q.d.
ALLERGIES: SPIRIVA.
DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient sitting up in bed. He was alert. Made eye contact. Looks much older than stated age.
VITAL SIGNS: Blood pressure 113/66, pulse 75, temperature 98.0, respiratory rate 17, oxygen saturation 92%, and weight 171 pounds.
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HEENT: Conjunctivae remain injected. Nares patent. He has mustache and beard. Hair is uncombed.

CARDIAC: He has regular rhythm at a regular rate without murmur, rub or gallop.

RESPIRATORY: Anterolateral lung fields relatively clear with decreased bibasilar breath sounds.
ABDOMEN: Protuberant. Nontender. Hypoactive bowel sounds present. No right upper quadrant tenderness to palpation.
MUSCULOSKELETAL: Intact radial pulses. He has trace lower extremity edema though his legs are in prone position.
NEURO: He is alert and oriented to self in Oklahoma. Knows the month, but not the day or date. His speech is clear just has a few words at a time. Makes brief eye contact and occasional smile, but usually diverts his eye.

SKIN: Warm, dry, intact. No petechiae.
ASSESSMENT & PLAN:
1. Anemia. H&H are 10.6 and 36.3 with normal MCV and MCH. No intervention required at this point hopefully as his body continues to recover from ravage of alcohol that his H&H will normalize.

2. Hypokalemia. Potassium is 3.4. He receives Lasix 20 mg b.i.d. I am adding KCl 10 mEq q.d. and will do a followup BMP in two to three weeks.

3. Hypoproteinemia. T-protein and ALB are 5.5 and 2.2 during recent hospitalization. His total protein was 4.7 so there has been a significant improvement and his albumin was 2.5 and it remains 2.5 so stable. He is receiving protein supplement with two meals daily and a protein drink once a day.
4. Elevated alkaline phosphatase. It is 255, which during recent hospitalization it was 318 so there is an improvement it is, however, over twice the high end of normal of 104 will hopefully continue to resolve not only from the alcohol, but alcoholic hepatitis that he was diagnosed with. T. bilirubin is 1.9, which is down from 2.4. Screen TSH is WNL up 4.51. We will continue to follow. I also spoke with his mother at length by phone regarding the lab abnormalities during hospitalization and what was being done about them after my initial visit and the lab abnormalities that remain in place, but much improved.
CPT 99310 and direct POA contact 15 minutes.
Linda Lucio, M.D.
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