


PROGRESS NOTE
RE: Ray Carrol Jones
DOB: 03/28/1937
DOS: 02/07/2023
Jefferson’s garden AL
CC: BP review and question of anxiety.
HPI: An 85-year-old seen in room. His wife was not present. He began talking about various medical issues and then I said “are you talking about your wife?” and he stated “yes.” So, he was going through her medical history and what was problematic to him and what he thought should be done. I told him this visit was to focus on him and what needed attention. He tends to divert everything onto her and then later will want to be visited with. The patient continues to stay in his room. He is legally blind. However, he appears to see well enough to walking around the room without any difficulties and identifies whose in the room before they have talked. The patient has DM II, is on metformin 500 mg q.a.m., 250 mg q.p.m. A1c is reviewed with the patient and it remains unchanged from 09/23/2022 value of 6.4. The patient states he sleeps well. No pain. He ambulates in his room with walker, requires assist with transfers.
DIAGNOSES: Legal blindness, HTN, CAD, hypothyroid, DM II and generalized weakness improved.
MEDICATIONS: Norvasc 2.5 mg b.i.d., ASA 81 mg q.d., Lipitor 10 mg q.d., Coreg 12.5 mg b.i.d., enalapril 25 mg b.i.d., Omega-3 at noon, folic acid at noon, levothyroxine 75 mcg q.d., Metamucil gummies q.d., trazodone 100 mg h.s., D3 1000 IU at noon, vitamin C 250 mg at noon, metformin will now be 250 mg q.a.m. and dinner.
ALLERGIES: Multiple, see chart.
DIET: Regular.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: The patient seated comfortably in his recliner. He was quite verbal with focus on his wife.
VITAL SIGNS: Blood pressure 150/91, pulse 70, temperature 98.1, respirations 19, and weight 131.8 pounds; a weight loss of 0.8 pounds.

Ray Carrol Jones
Page 2

CARDIAC: He had a regular rate and rhythm without MRG. Heart sounds were distant.
RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds. Lungs clear otherwise without cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds tender. No distention.
MUSCULOSKELETAL: Intact radial pulses. He had no LEE. Did not observe weight bearing and again able to ambulate with his walker. He requires transfer assist.
NEUROLOGIC: The patient is alert. He has legal blindness, but he is able to see enough to get around. Orientation x2. Speech is clear, has to be redirected as he is always in the mode of trying to direct what is going on with his wife. Today, he denied chest pain, shortness of breath or generalized pain.
SKIN: Warm, dry, or intact. No bruising or breakdown noted.
ASSESSMENT & PLAN:
1. HTN. The patient has had elevated BPs. In the face of significant cardiac history, I am increasing Norvasc to 10 mg q.a.m., Coreg will be changed to 25 mg at noon and continue with enalapril 20 mg 9 a.m. and 9 p.m. and BPs will be checked daily.

2. DM II. A1c is 6.4, decrease metformin to 250 mg with breakfast and dinner. Followup in three months. My hope is that we can get him off this medication altogether, which generally at this time, I would, but given his perseveration on medications, I want to address that and we will wean him off.
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