


PROGRESS NOTE

RE: Thomas Huber
DOB: 11/13/1947

DOS: 07/24/2023
Jefferson’s Garden

CC: General care followup.

HPI: Initially it was to see him for major weight loss. The DON was concerned as his admit weight was 128.8 pounds and his current weight was 94 pounds, which would be a 34.8 pound weight loss. I went into the patient’s room and looked at him and he looked no different than the last time that I saw when he weighed 128 pounds and then I told him that there had been an express concern about his weight and that it was reported that he was down to 93 pounds that got his attention. He was upset about that and he said that there is no way that that was possible. He stated that they weighed him with this metal chair that he sits on and he wondered if that was not the problem. I told him that we would re-weigh him and in doing so the weight obtained was 128 pounds so he is at his baseline. The patient also is status post left BKA. He has a prosthesis and he knows now how to put it on, take it off and has been wearing it more during the day coming out for meals walking and so there is that improvement and he also now has a wheelchair and there was a decorative fashion around the wheels the grip tape that is used and also helps to identify his wheelchair among the others. He states that it was a friend of his who did it and it was obvious that she was from OSU as it was bright orange colored. He feels good, has no complaints, keeps to himself and states that he just does not really like to get out and socialize. He does request p.r.n. pain medication.

DIAGNOSES: Left BKA with prosthesis, is utilizing it and walking with it, iron deficiency anemia, seasonal allergies, pain management, and COPD.

MEDICATIONS: B12 1000 mcg SQ q. month and this will be his fourth month, Depakote 125 mg b.i.d., Derma lotion b.i.d. to stump, FeSO4 325 mg one tablet q.o.d., Atrovent nebulizer t.i.d., Claritin 10 mg q.d., Mucinex 600 mg ER q.12h., omeprazole 20 mg q.d., PEG powder q.d., Senna plus one tablet b.i.d., sodium chloride tablets 1 g two tablets t.i.d., trazodone 100 mg h.s. and D3 2000 IU q.d.

ALLERGIES: NKDA.
CODE STATUS: DNR.

DIET: Regular NAS.
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PHYSICAL EXAMINATION:
GENERAL: Unkempt thin gentlemen seated in his recliner, he made limited eye contact at first and then seemed to relax.
VITAL SIGNS: Blood pressure 142/70, pulse 68, temperature 98.2, respirations 20, and weight 128 pounds a weight loss of 0.8 pounds since admit.

HEENT: He has thinning of his hair, which is long, wears glasses, mustache, and he was little more animated today.

MUSCULOSKELETAL: He moves his arms and has good upper body strength. He is weightbearing on his right leg and the stump on the left has healed nicely with no edema.

NEURO: He is alert and oriented x3. Clear coherent speech. He can voice his needs and understands given information and likes to keep to himself, but he does have friends that visit.

SKIN: Appears clear of any bruising or skin tears. No skin flaking.

ASSESSMENT & PLAN:
1. Weight loss. This did not occur he was re-weighed and he was a 128.8 pounds on admit and he is now 128 pounds so at his baseline. Nothing to do at this time. He is not interested in protein drinks but he does have them in his room and states he will occasionally have one.

2. Left BKA. He knows how to take on and care for his prosthesis. He reportedly walks around the unit with that at least for meals and has his manual wheelchair that he self transfers and propels around for distance.

3. Pain management. Tylenol ER 650 mg b.i.d. p.r.n. and I spoke to the patient about what he wanted and this was his choice.
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Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

