


PROGRESS NOTE
RE: Rick Perrin
DOB: 10/29/1952
DOS: 09/26/2023
Rivermont AL
CC: New admit.
HPI: A 70-year-old in facility since 09/07/23. He has a diagnosis of moderate cognitive impairment, HTN, gout, GERD, and anemia. The patient is seen today. He makes eye contact. He is quite verbal, kind of needs redirection. Initially, he gets irritated that I am not that joking around with him and then he gets understand. I told him that I needed to get his information and I was taking his information seriously.

PAST MEDICAL HISTORY: The patient has a right colon mass. It is unclear whether there was biopsy done, but next to the diagnosis is pathology with ? He has history of hyponatremia, peripheral neuropathy with neuropathic gait and a recent GI bleed requiring transfusion. He was hospitalized and subsequently went to Ignite SNF.

MEDICATIONS: Norvasc 5 mg q.d., losartan 100 mg q.d., allopurinol 300 mg q.d., Norco 7.5/325 mg q.6h. p.r.n., vitamin C 500 mg q.d., FeSO4 325 mg one tablet q.d., fish oil 1200 mg q.d., folic acid 1 mg q.d., Protonix 40 mg q.d., and thiamine 100 mg q.d.
ALLERGIES: INDOMETHACIN.
SOCIAL HISTORY: He lived in his daughter’s home with her. He is a widower since 2018. He worked in the oil field, retired in 2020. He is a nonsmoker and acknowledges routine alcohol use. The patient has a son and daughter and his daughter Ronni Roney is his POA and she lives here in Norman.

DIET: Regular with thin liquid.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert, makes eye contact and he did become a little more appropriate as we continue talking.

VITAL SIGNS: Blood pressure 124/70, pulse 69, temperature 97.8, respirations 17, and weight 176 pounds.

HEENT: He has male pattern hair loss. Sclerae are clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.
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NECK: Supple with clear carotids.

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

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

ABDOMEN: Soft and slightly rotund. Bowel sounds present. No rebound signs and bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. He has dressing of both areas of cited wounds and trace lower extremity edema. He moves arms in a normal range of motion.

NEURO: He makes eye contact. Speech is clear. He can communicate his needs. His orientation is x2. He has to reference for date. He tries to joke initially and then becomes more appropriate. He makes it clear he asked if he can drink and I told him that given his use of Norco he cannot do both and he states that he will just not take the Norco.
SKIN: He has a dressing on his right proximal leg and that is cared for daily and he also has a wound on his left distal great toe that receives wound care daily.

PSYCHIATRIC: He became more appropriate and made it clear that he prefers to drink versus choice of medications. However, this is a non-drinking facility and he will find that out.
ASSESSMENT & PLAN:
1. New admission. CMP, CBC, TSH and A1c ordered.

2. Moderate dementia most likely impart vascular as well as ETOH related.

3. Pain management. He still has Norco as an option because he would be allowed to drink and we will just see how that goes. He will continue with therapy also while here.

4. Social. We will contact his daughter/POA next visit to get further information.
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