


PROGRESS NOTE
RE: Arthur Wellborn
DOB: 01/23/1933
DOS: 04/22/2024
Rivermont AL
CC: Lab review and constipation.
HPI: A 91-year-old gentleman seen in room. His wife and son were also present. The patient was observed keeping an eye on his wife when I was addressing her and he would answer on her behalf. As to the patient, he states that he is getting about generally walking independently, but occasionally using a walker. He states that he has got some residual weakness. He had COVID, was hospitalized for an extended period and after that went to SNF. All of this occurred in Texas. He remained somewhat weak after the fact which is not unusual in particular his age group. The patient also had pneumonia when he was treated for COVID. The patient states that he is doing well. The issues that are concerning to him are his wife’s sleep pattern, which is going to bed at 6 p.m., waking up around 1 to 2 and being up the entire night and keeping him awake. He is afraid to not be aware of what she is doing it as she may try to get up and walk on her own and he has heard noises as she is moving around, so we addressed that issue and he was relieved with that. As far as he goes, his appetite is good. He has no medical issues that are problematic at this time. He did state that he has had some constipation. He received MiraLAX from family and would like to keep it in his room to self administer as he has already been doing that, but I told him there needs to be an order for it. So we will write that.
DIAGNOSES: Hypothyroid, hyperlipidemia, hypertension, chronic seasonal allergies, osteoporosis, intermittent vertigo, BPH status post MI with angioplasty and cardiac stents x 2, and lumbar spine stenosis.
MEDICATIONS: Unchanged from 03/26/2024 note.
ALLERGIES: PCN and CODEINE.
DIET: Regular.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert, keeping an eye on his wife, able to speak on his own behalf and orientation times 2 to 3.
VITAL SIGNS: Blood pressure 107/65, pulse 62, temperature 97.4, respiratory rate 20, oxygen saturation 97%, and weight 152 pounds.

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

CARDIAC: He has an irregular rhythm without murmur, rub, or gallop. PMI is nondisplaced.

MUSCULOSKELETAL: He ambulates independently. Moves arms in a normal range of motion. No lower extremity edema.
ASSESSMENT & PLAN:
1. Hypoproteinemia. T-protein is 5.7 with albumin WNL at 3.5. Suggested increasing his protein from a dietary perspective and will just recheck in six months. He has been through an extensive hospitalization and Skilled Care stay prior to admit here.
2. Volume contraction. BUN is 28 with BUN-to-creatinine ratio of 34. The patient is on HCTZ 25 mg q.d. No other diuretic. I am going to change this to every other day given the previous stated values.
3. Anemia. H&H are 10.8 and 33.3. MCV mildly elevated at 101.5. For now, we will follow. Platelet count WNL at 244,000.
4. Hypothyroid. The patient is on levothyroxine 200 mcg q.d. He states that he has been on this dose for as long as he can remember. He does not know the last time his thyroid was checked. His TSH today is suppressed at less than 0.03, which is the lowest that the lab goes to. Told him we are going to hold his levothyroxine for a week and then restart on levothyroxine at 0.5 mcg q.d. and will recheck TSH eight weeks out from that change.
5. Code status. I spoke with son/POA Gary at length about this. He wants to speak with his father as he feels that he is more cognitively intact than his mother and wants to hear what his view is as it relates to him.
CPT 99350, direct POA contact 15 minutes, and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

