


PROGRESS NOTE
RE: Tom Swiden
DOB: 10/23/1927
DOS: 04/09/2025
The Harrison AL
CC: 90-day note.
HPI: A 97-year-old gentleman seen in room. He was in his recliner watching television, but eyes were closed. I asked the patient how he was doing, he opened his eyes and made eye contact. I noted that his eyes were red and when I asked him if his eyes were bothering him. He did not quite understand what I was saying, but I asked him after they were itchy like he had allergies and he said yes. The patient did not sound congested, but I asked him if he was able to breathe through his nose and he said yes. I asked if he had any cough or felt like he needed to spit something up and he did not have an answer for that. There is a sign on his countertop that states please clean glasses. So looking at the patient it was clear that his glasses were quite dirty so he let me take them and clean them and when I put them back on I asked if he could see and he kind of smiled and nodded his head. On 03/26/2025, the patient was toileting with assist from a CNA. He lost his balance as he was trying to stand and fell backward hitting the toilet seat and scraping his arm against the rail sustained a large skin tear that was well approximated. The area was cleaned and Steri-Strips placed son/POA Marty notified. The patient goes down for every meal. He has voracious appetite. He remains able to play shuffleboard with his son and some other residents. He has had every meal sitting at a table with other residents and I have observed him interacting he is more watching and listening. Staff reports that he is cooperative to care.
DIAGNOSES: Senile dementia of the brain, dysphagia, gait instability with history of falls, DM II, HLD, GERD, hard of hearing, polyarthritis and incontinent of bowel and bladder, and gait instability uses wheelchair.
MEDICATIONS: Allopurinol 100 mg one tab MWF, docusate one tab q.d., Norco 5/325 mg one tab q.6h. routine, Mag Ox one tab MWF, MiraLax one dose MWF, Tums chews 750 mg q.d. and calmoseptine barrier protectant applied to periarea after each BM and then a.m. and h.s.
ALLERGIES: NKDA.

DIET: Regular.
Tom Swiden
Page 2

CODE STATUS: DNR.
HOSPICE: Valir.

PHYSICAL EXAMINATION:
GENERAL: The patient reclined in his living room. He was quiet, but awake.
VITAL SIGNS: Blood pressure 107/50, and pulse 70.
HEENT: He had a cap on bilateral eyes. Conjunctivae injected. There was no drainage and some mild puffiness under each eye. Nares were patent. He had no noted drainage and stated that he could breathe through his nose. Slightly dry oral mucosa.
NECK: Supple.

CARDIAC: He has regular rate and rhythm. No murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to body habitus. No cough and symmetric excursion.

ABDOMEN: Rotund and firm. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: He is weight-bearing for transfers nonambulatory. He has firm +1 to 2 ankle and distal pretibial edema.

SKIN: Warm, dry, and intact. He does have some dryness with flaking, but no breakdown.

NEURO: He is alert. He makes brief eye contact. He is very hard of hearing. He will say few words here and there limited in information he gives an often does not understand what he said. Today, he was cooperative.
PSYCHIATRIC: He seemed to be in good spirits and appeared to have a sense of humor.
ASSESSMENT & PLAN:
1. Bilateral conjunctival injection with some itchiness most likely secondary to seasonal allergies Visine A eye drops two drops per each eye b.i.d. for a week routinely and then one drop per eye ongoing thereafter.
2. General care. CMP and CBC ordered for annual lab.

3. Social. I contacted his son/POA Marty Swiden and asked if he had any questions or concerns about the visit with his father when he was glad that he was interactive stating that sometimes he can surprise you and participate. He also notes a decline in his father.
CPA 99350 and direct POA contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

