


PROGRESS NOTE

RE: Walter Palmer

DOB: 07/19/1940

DOS: 08/10/2023

HarborChase AL

CC: Constipation and nausea.
HPI: An 83-year-old gentleman seen sitting in his same chair. His male caregiver is present. The patient complained about his general GI issues. He feels nauseated intermittently and unrelated to the time of day medication or food but it affects his p.o. intake. He also is having some difficulty swallowing many of his pills so I suggested that we do a medication crush order and he is in agreement. The patient’s labs are also available and reviewed with him. From my previous visit with the patient where Salonpas patch were ordered for his back before it could even be placed son became aware of it as he saw the patch in his father’s room and he told the nurse who was present that he wanted it discontinued as he did not need it, he did not have back pain. He was already on medication for that and that it irritated his skin although this is the first time that the patient recalled ever having it. And this is just kind of a continuum of antagonism on the part of patient’s son and POA Mark Palmer when I write orders for the patient that he has reasons that he does not need those things or should not receive them.

DIAGNOSES: Vascular dementia with clear progression, ASCVD, HTN, atrial fibrillation, NPH with shunt, glaucoma, lower extremity edema, chronic back pain, and hyponatremia.

MEDICATIONS: Tylenol ES 500 mg b.i.d., Wellbutrin SR 100 mg b.i.d., Voltaren gel to lumbar spine b.i.d., Norco 5/325 mg t.i.d., *_______* OU h.s., omeprazole 20 mg h.s., NaCl 1 g b.i.d., Betapace 80 mg b.i.d., and Xarelto 20 mg h.s.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: The patient seated quietly. He is cooperative and pleasant.

VITAL SIGNS: Blood pressure 150/87, pulse 70, temperature 98.0, and respirations 20.

NEURO: He is awake. He is quiet and soft-spoken man. He makes eye contact. He does not speak unless question is asked. He does not really voice his need.

CARDIAC: He has an irregular rhythm. No murmur, rub, or gallop.

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

ABDOMEN: Protuberant, bowel sounds present, complains of discomfort nonspecific and constipation has increased.

ASSESSMENT & PLAN:
1. Anemia. H&H are 12.0 and 35.6 with normal indices. No intervention required.

2. Hyponatremia. Sodium is 131.

3. Hypoproteinemia. T-protein and albumin are 5.7 and 3.4. The patient has protein drinks that he consumes as he tolerates so no change.

4. General care. I will address with son regarding the patient’s care.
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