


PROGRESS NOTE

RE: Larry Martino
DOB: 01/09/1931

DOS: 10/23/2023
Jefferson’s Garden AL

CC: 30-day followup.

HPI: The patient with advanced Parkinson’s disease and O2 dependent CHF/COPD. The patient had just returned to room from having dinner in the dining room. He leaves his room in his wheelchair that he can slowly propel and on return; he requires assist to transfer to his armchair. He was seated upright, alert, and engaging. The patient had his O2 in place which he wears at 2L per nasal cannula and it is continuous except for meals. He denies cough or expectoration. The patient had a fall on 10/21/23. It was at bedtime when he was trying to get himself from wheelchair to bed without assist. He denied any injury. He was a little bit sore thereafter. The patient sleeps good. His p.o. intake is fairly good. He denies pain. His POA/girlfriend Nancy came to the facility about 3 o’clock, wanted to speak with me and it was regarding his leg tremors and she wanted to know if I could increase his Sinemet. She views the leg tremor as Parkinson’s related. The patient had requested physical therapy in part and encouraged by Nancy. It was tried for a few sessions. However, his leg weakness limited his tolerance to even just to stand. He was not really able to move for any distance and this continued through few sessions and PT was discontinued. Staff observed and the patient acknowledges that when he started trying to use his legs that they would shake. As soon as he would sit down and rest, the shaking would subside. That is the shaking that Nancy has seen today. I told her that that is not Parkinson’s related and Sinemet would unlikely have any effect on that. In the time that I have taken care of Mr. Martino which is at least two years, he has not seen a cardiologist and acknowledged he may have seen one for the initial diagnosis and likely not seeing a neurologist since then.
DIAGNOSES: Parkinsonism with no formal diagnosis of Parkinson’s disease, O2 dependent CHF/COPD, asthma, HTN, GERD, CKD and a history of pancreatic and prostate CA.

MEDICATIONS: Tylenol 500 mg one tablet b.i.d., Tums 500 mg q.i.d., ASA 81 mg q.d., Breo Ellipta one puff q.d., Sinemet 10/100 mg one tablet t.i.d., Lasix 40 mg 8 a.m. and 1 p.m., lorazepam 0.25 mg b.i.d., Metamucil wafers two q.o.d., DuoNeb nebulizers t.i.d., Toprol ER 25 mg q.d., MVI q.d., omeprazole 20 mg q.d., Peg Solution q.d., PreserVision two tablets q.d., Systane eye drops OU b.i.d., and KCl 20 mEq q.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.
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DIET: Regular with Ensure one to two bottles q.d.

PHYSICAL EXAMINATION:

GENERAL: The patient is sitting upright in his armchair in room. He is alert. He makes eye contact.

VITAL SIGNS: Blood pressure 128/67, pulse 78, temperature 97.4, respirations 20, O2 sat 95%, and weight 157.2 pounds.

RESPIRATORY: Normal effort and rate. Lung fields clear. He has breath sounds to about the base and symmetric. No cough with deep inspiration. He does have a cough that bothers him late afternoon, early evening. No expectorant.

CARDIAC: Heart sounds distant. Regular rhythm. He cannot appreciate M, R. or G.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength, most notable of lower extremities and fair upper extremity strength.

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

NEURO: The patient is oriented x2 to 3. Speech is clear. He voices his needs. He understands given information. His presence is realistic about what he can and cannot do given his Parkinsonism. I do not think he factors in his age at other times. He desires to please his girlfriend Nancy and that is at times motivation for him to do things such as try PT. His affect is appropriate to situation. He will socialize during mealtime, but apart from that stays in his room.

ASSESSMENT & PLAN:
1. Leg tremor. This is intermittent and primarily with attempts to weight bear and ambulate which limits both of those activities. Leg tremor not noted at rest. We will not adjust Sinemet for that reason.
2. O2 dependent CHF/COPD. He is stable at this point. I have not had to increase his 2L per NC. He continues with MDI and nebulizers which keep his sats 90% and greater and he has very minimal speech dyspnea.
3. History of protein-calorie malnutrition. The patient has been fairly consistent on Ensure at least one with lunch. Occasionally, he will have two daily. We will do follow up lab prior to next month’s visit.
4. Anemia. 02/20/23, H&H were 10.8 and 33.3. We will also do followup lab.
5. Social. I spoke with his girlfriend. She is good for his spirits and I think he is emotionally dependent on her, but you know it works for both of them. So anyway as his POA, I do shared requested information with her.
CPT 99350 and direct POA contact 15 minutes

Linda Lucio, M.D.
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