


PROGRESS NOTE

RE: Ernest Wyatt
DOB: 04/03/1932
DOS: 02/03/2025
Jefferson’s Garden AL

CC: Questions regarding AAA.

HPI: A 92-year-old gentleman, husband of Mary Lou, seated on the couch, comfortable as he could be. The patient had a fall the last time I saw him with bruising around his face and a black eye on one side – all that has resolved. The patient is back up walking. He uses a walker outside the room. He is receiving PT through FOF and enjoys doing it. He states that he goes out to feed the swans around the pond twice a day, so he has that activity and then he takes their dog out to go to the bathroom about three times a day. So, he is getting around. Physically, he states he feels okay. There are no big issues there. He sleeps through the night. His appetite is stable, p.o. intake unchanged. He is good about drinking fluid. He does ask me about the nighttime voiding and the medication that I had put him on and that is Flomax he takes one tablet p.o. q.d. and it has helped. He said all throughout the day and it is at nighttime that he has to get up to urinate. I told him he has the option of taking the medication at h.s. since that bothers him or he could increase it to twice daily and that would be the maximum – one in the morning and one in the evening and after all that chooses to stay at the once daily. He then tells me that he has AAA that he has known about for a little while. His cardiologist is Terry Gibson at INTEGRIS and he has the AAA both at the ascending and the descending component of the aorta. There were options given to him for surgical repair. He has deferred both of those. His wife said he is too old anyway and would not do well. The patient states that he does not even think about it, so it is not an issue as far as seeking treatment. Overall, he is feeling good. No complaints.

DIAGNOSES: Very hard of hearing despite HAs, HLD, HTN, nocturia, chronic B cell lymphocytic leukemia stable but not in remission, and insomnia improved.

MEDICATIONS: Coreg 3.125 mg b.i.d., I-Vite q.d., Ativan 1 mg h.s., Megace 10 mL or 400 mg b.i.d., MVI q.d. and tramadol 50 mg b.i.d. 
ALLERGIES: NKDA.
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CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, seated comfortably on the couch, in no distress.

VITAL SIGNS: Blood pressure 132/68, pulse 60, temperature 97.2, respirations 18, O2 sat 96%, and weight 171 pounds which is stable.

HEENT: His hair is combed. EOMI. PERLA. Anicteric sclera. Nares patent. Corrective lenses in place. Moist oral mucosa. No evidence of the bruising that was seen four weeks ago.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced. 
ABDOMEN: Scaphoid. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He goes from sit to stand, pushing off on the armchair of the couch and then observed him walking with his walker, he appears comfortable going at a good pace, steady and upright.

ASSESSMENT & PLAN:
1. AAA. He is aware of it. He was able to give information and I told him if he is concerned to definitely address this with Dr. Gibson and he also has access to his chart online and he could look at things if it was bothersome to him. He is a retired veterinarian, so he has some medical language understanding.

2. B-cell lymphocytic leukemia, chronic, not in remission. Last lab work was one year ago where CBC showed WBC count of 37.6 and H&H fairly normal. The patient does ask about having blood work drawn and I said it can be done just to monitor, but there would be no treatment and that is then his choice since the diagnosis. 
3. Renal insufficiency. Creatinine a year ago was 1.85 and that was up from 1.72; that I told him we will be looking at again.
CPT 99350
Linda Lucio, M.D.
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