


PROGRESS NOTE

RE: Paul Selko
DOB: 09/15/1947
DOS: 10/21/2025
Windsor Hills
CC: Multiple issues.

HPI: A 78-year-old gentleman who has requested to be seen over the past couple of weeks, but then does not make it or has to be seen when I am getting ready to see someone else. I told him yesterday that today I would be here and if he was available on the first go that I would see him, so he was. The patient has multiple complaints. It starts with continual congestion of his sinuses, constantly having to blow his nose, and he gets thick clear or white mucus out. He does not have cough per se, but will have almost like a hiccup when he is either starting to talk or cough and it cuts off his breath and he has to stop and kind of get back into a rhythm of talking again and not hiccuping. He does not associate anything that he eats or drinks to his GI symptoms. He eats at each meal. He states that he drinks water with each meal. He does not necessarily find that of benefit. He denies any seasonal allergies. He has been on loratadine since his admission here. He did not know it and states that he does not feel like it has been of any benefit. He denies having any fevers or chills. His sleep is affected by his congestion and by the intermittent hiccuping or burping that he has to do. Review of the patient’s orders showed there had been a referral to pulmonology and then GI, but apparently those referrals did not occur. There has been no chest x-ray ordered though the patient states he was told that there would be one and it did not occur. Essentially, he feels like he has not found any help with the physicians here.
DIAGNOSES: COPD, GERD, chronic pain syndrome, hypertension, depression, senile debility with general weakness, cognitive impairment severity not evaluated, insomnia, hyperlipidemia, and BPH.

MEDICATIONS: Trazodone 150 mg h.s., Zoloft 50 mg q.d., Wellbutrin XL 300 mg q.d., tramadol 50 mg q.6h. p.r.n., Voltaren gel to affected areas q.6h. B12 500 mcg q.d., lidocaine patch to low back q.d., Zyrtec 10 mg q.d., ferrous sulfate 325 mg one p.o. q.d., Lipitor 10 mg h.s., metoprolol 25 mg q.d., CranCap one q.d., Probiotic one capsule q.d.

ALLERGIES: LORATADINE.

DIET: Regular, chopped meat bite-size pieces, thin liquid.
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CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated in his manual wheelchair. He is disheveled and has an odor about him that is unpleasant.

VITAL SIGNS: Blood pressure 128/79, pulse 76, temperature 97.0, respirations 18, O2 sat 95%, and weight 178.5 pounds.
HEENT: He has gray hair that he is just not sure the last time he washed it though he later tells me it was washed last night. EOMI. PERLA. Sclera relatively clear, no evidence of drainage. Nares patent; he blows throughout the discussion, wants to continually show me the viscous stuff that comes out of his nose and I told him I have seen it enough and that he did not need to keep doing it. Oral mucosa: He has native dentition in some repair. He denies any difficult chewing.
RESPIRATORY: A few scattered rhonchi. He has intermittent cough, but nonproductive. He did not appear short of breath with speech, propelling his wheelchair, etc.

MUSCULOSKELETAL: He has generalized decreased muscle mass, adequate motor strength to propel his wheelchair. He is weightbearing and self-transfers, non-ambulatory without a walker and then for short distance. He has no lower extremity edema. Intact radial pulses.

GI: The patient has intermittent like burping or hiccuping that will occur and at times it is questionable whether he causes it to occur. His abdomen is somewhat distended, but soft, nontender, no masses. Bowel sounds present.
NEURO: CN II through XII grossly intact. He makes eye contact. He voices his need. He asks questions, seeks clarification, and wants to have a game plan for making things better. He understands the information I have given him and when I just explained, we have to do things step by step, he seemed to accept it and was polite.
SKIN: Warm, dry, and intact. No bruising or breakdown noted.
LABS: Labs from 11/20/24, A1c was 5.9 and the patient is not diabetic.
CBC: H&H 12.5 and 37.8; otherwise normal.

CMP: Albumin 3.2, calcium 8.2 and total protein 6.1.

Lipid Panel: All values are well within normal and likely that statin can be decreased.
TSH: WNL at 0.84.

ASSESSMENT & PLAN:
1. Congestion upper airway, productive by blowing his nose of viscous white mucus. The patient is taking guaifenesin 10 mL twice daily. I am going to hold that for two weeks and, in place, I will prescribe Delsym cough suppressant 10 mL q.12h. which will help hopefully with this cough/hiccuping that occurs simultaneously and there will be some decongestant to help dry up the mucus that he is continually having to blow.
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2. Rhonchi and just kind of wet sounds that are more mucus in origin. Chest x-ray, AP and lateral and we will review when I return next week. There will be someone covering for me, so they will follow up on that. The patient will be put on Augmentin 500/125 mg q.8h. to see if that does not help just clear out any low-grade infection. I am ordering a Medrol Dosepak. I explained to him that it will occur over a week if starting at a certain steroid dose and then titrating down to decrease inflammation.
3. GI distress. I have put on hold iron, B12, his statin and I am starting Prilosec 20 mg a.m. and h.s.

4. General care. He is due for annual labs. So, CMP, CBC, and TSH ordered. I am also adding a probiotic to the patient’s med list one p.o. q.d. Encouraged the patient to just take some time, quit trying to rush things and rest is important and a step at a time. I also talked to him about personal hygiene; he has got to shower before he sees me again because it was clear that his hygiene had not been maintained despite him stating that it had.

CPT 99310
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
