


PROGRESS NOTE

RE: Fredrick Wellborn
DOB: 11/23/1933
DOS: 04/17/2025
Rivermont AL

CC: Followup on hypotension.

HPI: A 92-year-old gentleman seen in apartment that he shares with his wife. They had been napping after lunch, but awoke readily and were cooperative to being seen. The patient informed me that he has a pending appointment with his cardiologist, Dr. Villano, on 04/22/25. I reassured him that we would send copies of his blood pressure and heart rate that have been monitored at his cardiologist’s requests and Dr. Villano would then make adjustments on his blood pressure medications. When asked, the patient denied having any lightheadedness or dizziness. There was no disequilibrium to his gait either. He sleeps through the night. His appetite is good. He denies any pain. The one issue the patient does have is constipation. He has three stool softeners, but they are all p.r.n. status and he does not ask for them. Today, I put him on a bowel regimen that includes medications that will be scheduled and he is in agreement with that. 
DIAGNOSES: Atrial fibrillation – on Eliquis, HTN, HLD, constipation, hypothyroid, BPH, lumbar stenosis, and chronic seasonal allergies.

MEDICATIONS: Tylenol 500 mg two tablets 8 a.m. and 1 p.m., ASA 81 mg q.p.m., Coreg 6.25 mg 8 a.m. and 8 p.m., Zyrtec 10 mg q.d., Eliquis 5 mg b.i.d., Entresto q.12h., FeS04 q.a.m. one tablet, flunisolide nasal spray q.d., Lasix 40 mg q.d., HCTZ 25 mg q.a.m., Imdur 30 mg ER q.d., Jardiance 25 mg one-half tablet q.d., levothyroxine 100 mcg q.d., MVI q.d., Zocor 40 mg h.s., Flomax q.p.m., D3 1000 IUs a.m., B complex q.d., cough suppressant 8 a.m. and 8 p.m., and levothyroxine 100 mcg q.d.
ALLERGIES: CODEINE and PCN.

DIET: Regular with thin liquid.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Pleasant older gentleman who was cooperative to being seen.

VITAL SIGNS: Blood pressure 107/72, pulse 95, temperature 97.7, respirations 17, O2 sat 97%, and weight 186 pounds.

HEENT: Male pattern baldness. He wears corrective lenses. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIOVASCULAR: He has an irregularly irregular rhythm. No murmur, rub, or gallop. PMI is laterally displaced. Carotids are clear.

ABDOMEN: Soft. No distention or tenderness. Bowel sounds present.

MUSCULOSKELETAL: He ambulates independently in the room. He uses a walker for distance. He moves arms in a normal range of motion. He has no lower extremity edema. Actually fairly good muscle mass and motor strength for his age. 
NEURO: CN II through XII grossly intact. He is alert and oriented x 3. His speech is clear and coherent. He can give information and voice his needs. He understands given information.

PSYCHIATRIC: Affect is congruent with situation. He has a sense of humor. He and his wife get along very well.

ASSESSMENT & PLAN:
1. Constipation. Docusate one tablet p.o. q.a.m. and MOM 30 mL p.o. at 5 p.m. both routine and Magnesium citrate one bottle will be kept on cart. He is informed that if he is having refractory constipation despite his bowel regimen that he will get a third of the bottle and hopefully that will result in a BM. 
2. Lumbosacral pain. X-ray of LS spine from 04/02/25 is reviewed today with the patient. There is posterior subluxation L2 on L3, most likely chronic, with moderate multilevel degenerative disc disease and facet arthropathy. There is also hardware in his LS spine from L3-L5. The patient gets relief from the scheduled Tylenol that he is currently taking. 
3. Hypotension, on his current BP medications that were prescribed at the current doses by Dr. Villano. His systolic ranges from 91 to 106 and diastolics from 61 to 68. He denies any lightheaded, dizziness, or disequilibrium.
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