


PROGRESS NOTE

RE: Arthur Baird
DOB: 03/17/1941
DOS: 09/24/2024
Rivendell AL

CC: Lab review.

HPI: An 83-year-old gentleman seen in the room for lab review. He is alert and cooperative.
DIAGNOSES: Parkinson’s disease, IBS, BPH, OAB, depression, and dysphagia.

MEDICATIONS: Unchanged from note one week ago.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is pleasant, seated in his recliner.

VITAL SIGNS: Blood pressure 136/74, pulse 68, temperature 96.5, respirations 18, and weight 171 pounds.

MUSCULOSKELETAL: Observed him earlier walking using his walker to the dining room. He is slow, but steady. He has trace ankle edema. He moves arms normally.

NEURO: He makes eye contact. He asked a few questions that were appropriate and understood given information and thanked me for informing him of his results.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. CMP review. All values are WNL and very good. T-protein of 6.6 and albumin of 3.9. No intervention required.
2. CBC review. All values are WNL with the exception of hemoglobin slightly low at 12.6, so it is 4/10th of a point off normal, still within the range of normal. Platelet count 151,000 and normal WBC count.

3. Hypothyroid. The patient is on levothyroxine 25 mcg q.d. and TSH WNL at 1.29. After answering the patient’s questions, he is pleased with the results and we will continue with current medications as they are.
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