


PRGOGRESS NOTE

RE: Warne Young

DOB: 10/19/1933

DOS: 02/22/2023

Rivendell AL

CC: Lab review.

HPI: An 89-year-old in room had his door opened sitting in the corner recliner with his wheelchair accessible. The patient was quiet. I told him I was going to review his lab work with him. I asked him if he wanted to do that he said yes and so first I asked him how things had been going and he said he thought okay. Last week when we talked insomnia was an issue and trazodone was started. I asked him if he sleeping through the night and he says well I go to bed and I wake up at 6 o’clock in the morning so I told them that sounds like the medication is effective and he is getting good rest. He is followed by Frontier Hospice. They added Cymbalta for depression but also for his peripheral neuropathy and I asked how his feet feel and if he is still having pain during the day and he stated that he was not anymore so I told him that he had a new medication started then it sounds like it is helping. He comes out for at least breakfast and dinner every day. His daughter visits daily. She states sometimes two times a day. He is a quiet gentleman and will ask for what he needs when it is absolutely necessary.

DIAGNOSES: DM II, rheumatoid arthritis on methotrexate, lumbar DDD, depression, GERD with esophagitis, insomnia and BPH.

DIET: Regular.

ALLERGIES: NKDA.

MEDICATIONS: Unchanged from last week.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert and well groomed sitting quietly in living room.

VITAL SIGNS: Blood pressure 110/60, pulse 70, temperature 97.0, respirations 18, and O2 sat 92%.

RESPIRATORY: Lungs fields are clear with no cough and symmetric excursion.
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MUSCULOSKELETAL: I observed when he was assisted into wheelchair for dinner the patient is weightbearing, but requires transfer assist. He has trace LEE. Moves arms in a fairly normal range of motion with adequate grip strength.
NEUROLOGIC: He makes eye contact when spoken to. He is soft spoken. Responses are just a few words. He states he understands the information given, but does not ask any questions. He will voice his needs.

ASSESSMENT & PLAN:
1. DM II. A1c is 5.3, which is non-diabetic range. I am decreasing medications to metformin 250 mg with breakfast only and we will recheck A1c in three months.

2. Hyperproteinemia. T-protein and ALB are 5.4/3.4 and speaking the daughter recommended a protein drink daily for the patient and she can get them at Sam’s Club and told her what to look for and so that can be kept in his room in apartment refrigerator.

3. Anemia. H&H are 11.2 and 34.2 with macrocytic indices most likely due to methotrexate. We will follow for now.

4. Social. All this was reviewed with daughter who was very appreciative.
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