


PROGRESS NOTE
RE: Ed Bolka
DOB: 02/27/1931
DOS: 08/01/2023
Town Village AL
CC: Followup on cardiovascular studies and left lower leg wound.

HPI: A 92-year-old gentleman who appears younger than stated age. He is always well groomed. He is active, not only going to meals here in the facility and activities, but he also has Saturdays out having breakfast with friends and he remains an active member of St. Eugene’s Catholic Church. Family also is involved and they pick him up and it is also time shared with his family. He has a chronic wound lower part of his left leg that has been followed here by wound care, but then we engaged Previse to begin following it. They have done cleaning and dressing and have scheduled vascular studies, Planning to see Dr. Parsons at the cardiovascular clinic on 08/03/23. Previse would like to do a graft on that wound to see if it will heal. The patient is somewhat ambivalent as it is not painful, not bothering him and on the other hand, he thinks well he has nothing to lose if it works. Overall, the patient was pleasant and interactive when seen in the room.
DIAGNOSES: Severe OA of both knees, chronic pain secondary to #1, chronic left lower leg wound stable, DM-II, glaucoma, HTN and hypothyroid.

MEDICATIONS: Doxycycline 100 mg one tablet q.a. indefinite, Cymbalta 60 mg q.d., Effer-K 10 mEq MWF, Omega-3 1200 mg q.d., Lasix 20 mg q.d., glipizide 2.5 mg q.a.m., hydralazine 50 mg b.i.d., Norco 7.5/325 mg one p.o. 8 a.m. and 8 p.m., Latanoprost OU 8 p.m., levothyroxine 50 mcg q.d., Mag ox q.d., melatonin 5 mg h.s., metronidazole topical apply to rosacea areas h.s., niacin ER 500 mg h.s., Lyrica 150 mg h.s., and Flomax q.d.

ALLERGIES: BIAXIN.

CODE STATUS: DNR.

DIET: NCS.
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PHYSICAL EXAMINATION:
GENERAL: Well groomed alert male who was napping in his recliner, but awoke and was interactive.

VITAL SIGNS: Blood pressure 133/65, pulse 56, temperature 96.5, respirations 18, O2 sat 96%, and weight 222 pounds which is stable.

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

CARDIAC: He has a regular rate and rhythm without M, R. or G. PMI nondisplaced.

MUSCULOSKELETAL: He ambulates in his room a very short distance. Otherwise, he is in a wheelchair that he propels. He is able to self transfer. He has no evidence of lower extremity edema and there is a dressing in place in the anterolateral lower left extremity.

The skin surrounding is normal color. No warmth or tenderness.

NEURO: He makes eye contact. Speech is clear. He can voice his needs. He understands information given and can give his own input.

ASSESSMENT & PLAN:
1. DM-II. A1c on 06/29/23 was 6.8 which is excellent control for the patient’s age. No change in his current single dose of 2.5 mg glipizide q.a.m.
2. Left lower extremity wound. The patient receives would care through Previse, it was covered today but the patient states that it looks good. He has less serosanguineous drainage and is not red or tender. Pending appointment at cardiovascular clinic on 08/03/23 when he will have an angiogram and possibly the skin graft.

3. Gait instability. The patient accepts and requires assist from staff for showering and transferring and has had no falls and his pain is well-managed.
4. We will contact Previse as well to follow up on pending study and graft.
CPT 99350
Linda Lucio, M.D.
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