


PROGRESS NOTE
RE: Paul Strunk
DOB: 12/31/1935
DOS: 04/22/2024
Rivermont AL
CC: UA followup.
HPI: An 88-year-old gentleman seen in room, he was reclined in his chair, he was awake, made eye contact and cooperative. The patient had a UA done at the end of March for suspected UTI as he was cognitively a little different than his baseline, it was negative and no culture indicated. The patient continues to be followed by Enhabit Home Health. They have, however, discontinued PT as the patient would only want to do part of what was on the agenda for the day and then would not want to do it at all stating he would do at the next visit, which never happened and so discontinuation was appropriate and I told him we were not going to start any at any time soon. For whatever reason, the patient has just taken a laid-back view to his own health, yet asks for help frequently. I told him today that he needs to start transporting himself around in his wheelchair by propelling it with his feet and needs to work on additional weight loss. His current weight is 185 pounds, which is a loss from 191 pounds in December 2023. He denies any pain. He sleeps good. He states his appetite is too good and he is able to voice his needs.
DIAGNOSES: Moderate senile dementia, glaucoma, incontinence of bowel and bladder, gait instability; uses a wheelchair and did not participate in PT, which has been discontinued, CKD III, BPH, and HTN.
MEDICATIONS: Tylenol 500 mg q.d., Coreg 25 mg b.i.d., Plavix q.d., Lexapro 10 mg q.d., Proscar q.d., HCTZ 25 mg q.d., latanoprost OU h.s., losartan 25 mg at 2 p.m.., meloxicam 15 mg q.d., SIMBRINZA eye drops OU q.d., timolol eye drops OU q.d., trazodone 50 mg h.s.
ALLERGIES: NKDA
DIET: Regular with thin liquids.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient was seen in room, was relaxing in his recliner and cooperative to being seen.
VITAL SIGNS: Blood pressure 133/68, pulse 77, temperature 96.9, respiratory rate 20, oxygen saturation 96%, and weight 185 pounds. BMI is 26.5.
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CARDIAC: He has regular rate and rhythm without murmur, rub or gallop.
RESPIRATORY: He reluctantly leaned forward so that I could hear his breathing. Lung fields clear. Decreased bibasilar breath sounds secondary to effort. No cough. Symmetric excursion.
ABDOMEN: Protuberant, nontender. Bowel sounds present, but hypoactive.
MUSCULOSKELETAL: He can propel his manual wheelchair, which I have told staff do not be pushing him, he needs to get there on his own, which he can do. The patient has shown in the past that he is able to walk using his wheelchair in front of him for support; why he is choosing to do less and less is maybe just a matter of time and he does not want to walk anymore, so I will tell family we cannot make him walk and so it is what it is as far as his wheelchair dependency. He has no lower extremity edema.

NEURO: He makes eye contact. He looks around curiously, does not speak and when basic questions were asked, he just gave a one or two-word answer or just an animated expression. He is oriented to person and general location. He is soft-spoken. He just gives strange looks before he will actually speak or strange look in response to a question or a comment made to him. He acts benign when he is with you, but he can be temperamental and be difficult on staff if they do not meet his need in a time what he sees as a timely fashion.
SKIN: Warm, dry, and intact with fair turgor.

ASSESSMENT & PLAN:
1. Obesity, but recent weight loss, BMI has improved, it is now 26.5 and I told him he needs to do physical activity whether it means just doing chair exercises, but do something rather than just lie still doing nothing.
2. HTN. Review of BPs, he has got good control and he is on two meds both low dose.
3. Depression. The patient is on Lexapro 10 mg q.d. I am going to increase it to 20 mg q.d. to see if that increased serotonin does not help him to be a little more motivated and animated.
4. Pain management appears adequate at this time. When I asked him if he was having pain not addressed with the current medications, he stated no. So, good control at this time.
5. Insomnia. He sleeps through the night by staff report. The patient states he does not think he has any problem sleeping. So, we will continue the low-dose trazodone.

6. General care. The patient’s last labs were 10/2023, we will do followup in 2 to 3 months.
7. Advance care planning. There is a DNR in the patient’s chart that he signed, but it was not adequately completed. So, I am doing a physician certification of DNR as the patient intended to have a DNR.
CPT 99350 and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

