


PROGRESS NOTE
RE: Don Bevington
DOB: 12/28/1926
DOS: 11/18/2024
Rivermont AL
CC: Skincare issue and pain management.
HPI: A 97-year-old gentleman seen in room. He was lying on his bed, but awake. He has a history of chronic pain management due to severe lumbar stenosis and history of degenerative disc disease. The patient said that why I have not done something about his neck and I said what do you mean and he said if you do not know about my neck then you have been doing your job. So I went to palpate the area, but first looked at it and what I saw was abrasion as though he had scratched it and the blood had dried and but it looks like it was a few days old. There is no evidence swelling or surrounding redness. The nurse then tells me that he has been picking at this area and told to leave it alone by her previously.
DIAGNOSES: Chronic back pain due to advanced spinal stenosis, RLS, peripheral neuropathy, BPH, DOE, CAD with angina, and GERD. Parkinson’s disease.
MEDICATIONS: Sinemet 10-100 mg three tablets t.i.d., MVI q.d., Plavix q.d., Eliquis 2.5 mg b.i.d., Proscar 5 mg q.d., Lasix 40 mg q.d., gabapentin 400 mg two capsules t.i.d., Imdur 30 mg q.d., omeprazole 40 mg q.d., Percocet 10 mg one tablet q.6h. routine, KCl 20 mEq q.d., PreserVision q.d., Senna S one capsule b.i.d., Systane eye drops OU t.i.d., Flomax q.a.m. a.c., vitamin C 500 mg q.d., D3 125 mcg q.d. and Voltaren gel to affected areas q.i.d.
ALLERGIES: NKDA.
DIET: Regular with thin liquid.
CODE STATUS: Full code.
PHYSICAL EXAMINATION:
GENERAL: Gentleman lying on his left side as he usually does. He was awake and a little irritable.
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VITAL SIGNS: Blood pressure 128/69, pulse 70, temperature 97.4, respiratory rate 18, oxygen saturation 97%, and weight 164 pounds.
NEURO: He is oriented x2. Has to reference for date and time. Speech is clear. He voices his needs. He can be irritable and abrupt when he wants to be and just gave him feedback not acceptable and he got quiet and slowly was more civil and he was irritable no causes as far as he could not tell what it was that was upsetting him.

SKIN: Small area the nape of his neck midline it is a superficial abrasion with dried blood. The surrounding skin is no warmth or redness, nontender to touch and the remainder of his skin unremarkable.

CARDIAC: He has a regular rate and rhythm. No murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort in rate. Decreased bibasilar breath sounds due to position. No cough.

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

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength, but he can self transfer and reposition himself in bed. He gets around in a motorized wheelchair.

PSYCHIATRIC: Irritable without cause or without reason that he could convey.

ASSESSMENT & PLAN:
1. Skin issue. Explained to him that what he is concerned about is a simple abrasion and that by palpating it as I did there is nothing subcutaneous or did not feel like there is a growth or any kind of mass and what he feels is destroyed blood, so to leave it alone.
2. Chronic pain management it is effective. He is up for meals goes occasionally to visit his friend in IL, so does not appear to have a negative side effect.
3. Parkinson’s disease appears to be stable. No noted significant disease progression, so we will continue as is.

4. Cardiac issues. Dr. Villano is his cardiologist and I told patient if he wanted to see him that can either send a referral or he can just call us an appointment made for him. There was a question of lung nodule on a recent cardiac scan have not heard anything about that yet.
CPT 99350
Linda Lucio, M.D.
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