


PROGRESS NOTE

RE: Walter Palmer
DOB: 07/19/1940
DOS: 04/29/2023
HarborChase AL
CC: An 82-year-old gentleman with vascular dementia and loss of ambulation, seen today. He is sitting in his recliner as usual watching television and he has a sitter with him. The patient was alert and well groomed. He gave simple answers to basic questions. When asked his pain management is good, he tries to limit how much medication he takes so there is some breakthrough pain that he says he can handle. The patient’s ambulation and the problems with it have been long term. He has a history of chronic low back pain and normal pressure hydrocephalus with a shunt which family has felt affected his gait and that is not unreasonable. He has had a lot of therapy. His son is a physical therapist and has worked with him as well. Currently, he is non-weightbearing. The patient states that he is able to stand on his own. He has had no falls or other acute medical events this quarter. He also has a history of hyponatremia that is monitored. 
DIAGNOSES: Vascular dementia with progression, loss of ambulation multifactorial, ASCVD, HTN, atrial fibrillation, hyponatremia, chronic low back pain, depression, NPH with shunt, glaucoma and LEE.

MEDICATIONS: Dulcolax 5 mg MWF, Tylenol 500 mg b.i.d., Wellbutrin 100 mg b.i.d., diclofenac gel thoracic/lumbar spine t.i.d., Norco 5/325 mg one tablet t.i.d., latanoprost OU h.s., omeprazole 20 mg q.d., NaCl 1 g tablet b.i.d., sotalol 80 mg b.i.d., Xarelto 20 mg q.d. 

ALLERGIES: NKDA.

CODE STATUS: Full code.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient well groomed and alert, responded to questions.

VITAL SIGNS: Blood pressure 152/68, pulse 72, temperature 98.0, respirations 18, and weight 156.3 pounds.
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HEENT: His hair is groomed. Glasses in place. Moist oral mucosa with clear conjunctivae.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to effort, but lung fields are clear. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm. No M, R or G appreciated.

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

NEURO: He makes eye contact. Soft spoken, just says a few words at a time. Limited information available. Noted increasing memory deficits or acknowledgment of his actual current status. Oriented x2.

PSYCHIATRIC: There is some, almost delusional type thinking about what he is capable of doing versus what he is actually able to do and that issue was not pushed except that it was acknowledged once I was informed by staff of the assist he requires. His facial expression at times just appeared blunted. 
ASSESSMENT & PLAN: 
1. Vascular dementia with noted decline. He just appears a bit more detached and not able to give information with decrease in orientation. Musculoskeletal – also decline in motor skills and activity, non-weightbearing. Full Hoyer lift is used. He did have a good effort though with extended PT. Musculoskeletal pain is managed per his report. 
2. Hyponatremia. This is by history and he is supplemented. However, it has been three months since he has been checked. We will do a check on 05/08/23.
CPT 99350
Linda Lucio, M.D.
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