


PROGRESS NOTE

RE: Tom Swyden
DOB: 10/23/1927
DOS: 09/20/2023
HarborChase AL
CC: 90-day note.
HPI: A 95-year-old with a history of advanced dementia who is very hard of hearing is due for his 90-day note. He is seen in room sitting up in his recliner. The patient made eye contact when he came in and then continued eating these putting cups that he had. He went through three of them while we were there. He was in good spirits and cooperative. In routine exam with the patient, I asked him about pain whether he had any that was being treated or had pain that was not being treated. He looked at me quizzically and then I said, do you heard anywhere and he clearly responded, is there anywhere I do not hurt and I asked so you have pain and he said, my pain has pain and then he just looked at me, put his arms out and then pointed to his legs as well. I suggested to him that we start something for pain stronger than Tylenol. He agreed to that and I told him that it would have some mild narcotic in it, but that is what helped it to work and that it would be in the morning and at bedtime. He said let’s do it and I then contacted his son/POA Marty, reviewed the above and he is fully in agreement to anything that will help his father.

DIAGNOSES: Advanced dementia. No BPSD. Very hard of hearing, DM-II, history of GI bleed with ABLA, has required transfusions, but stable for the last couple of months, dysphasia, and gait instability in wheelchair.

MEDICATIONS: Allopurinol 100 mg q.d., MiraLax q.o.d., Phenergan 12.5 mg q.d., and sucralfate 1 g b.i.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.
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PHYSICAL EXAMINATION:

GENERAL: The patient is sitting upright in his room. He is focused, but responds to questions.

VITAL SIGNS: Blood pressure 124/74, pulse 78, temperature 97.9, respirations 16, and weight 136.6 pounds.

CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop.

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

NEURO: He makes eye contact. His speech is clear when he has something to communicate and he does listen when being spoken to. He clearly comprehends and communicates his needs.

MUSCULOSKELETAL: He has good neck and truncal stability. He is seated in his recliner. He moves arms in a normal range of motion. He has trace lower extremity edema. He has good muscle mass and motor strength. The patient has a manual wheelchair that he can propel. He has to be encouraged to go more than a short distance; otherwise, he is transported and in his room, he has a walker that he uses and has not had any falls.
ASSESSMENT & PLAN:
1. Pain management. After discussion with the patient who states he has daily generalized pain, arthritic as well as myalgias and he does have Norco available to him p.r.n., he does not think of asking for it or does not remember that he has it available and is in agreement with it being scheduled morning and night and I told him that if he has pain during the day, all he has to say is, I need a pain pill. I spoke with his son Marty who is also in agreement that his father has something for his pain.

2. 90-day note. The patient has had no falls or acute medical events this quarter. No medicine changes at this time.

3. DM-II. A1c is due and ordered and we will review medications when results available. I would like to decrease the metformin.

4. Acute blood loss anemia. His last H&H were 4.45/13.3. So very near normal range with normal indices. We will do a follow up CBC.

5. General care. CMP also ordered.

6. Social. I spoke with his son/co-POA, Marty about the above and he is in agreement. 
CPT 99350 and direct POA contact 10 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
