


PROGRESS NOTE

RE: Rick Perrin
DOB: 10/29/1952
DOS: 12/11/2023
Rivermont AL
CC: Followup on transferring and gait.

HPI: A 71-year-old gentleman who is in a wheelchair that he propels. There have been problems with his high-up bed and family had been talked to, but finally they came around and his bed has been lowered. He states it makes such a difference. He is able to get up and off of it without any assistance and he self transfers otherwise. He also had a family get-together in Prohaska for Thanksgiving and tells me about their staying in B&B and it just seems like it was a really good experience for him and that he was just really happy to have that time with this family. He has had no falls or other acute medical events and no behavioral issues. The patient does come out for meals. He will occasionally be part of activity. He generally will stay in his room, but he is doing less so than he had before.
DIAGNOSES: Moderate cognitive impairment with MMSC score of 19, BPSD which is decreased, HTN, gout, iron deficiency anemia, GERD, and pain management.

ALLERGIES: INDOMETHACIN.

DIET: Regular with thin liquid.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient propels his manual wheelchair into room and he is engaging.

VITAL SIGNS: Blood pressure 131/69, pulse 66, temperature 97.4, respirations 20, O2 sat 100%, and weight 184 pounds.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.
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CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop.

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

MUSCULOSKELETAL: He has trace bilateral lower extremity edema closer to the ankle. It is about +1. He denies any pain and there is a loosening of skin bilaterally indicating decreased edema.
NEURO: He makes eye contact. Speech is clear. His affect is appropriate to what he is saying. Orientation x 2. He has to reference for date and time. He can make his needs known and understands given information.

ASSESSMENT & PLAN:
1. Anemia. The patient has had an anemia status post GI lesion that was biopsied and remained indeterminate as to the etiology. My concern is there if there is something that needs to be treated and it is not that as well as making sure that he is able to be transfused if needed. His last H&H were 7.4 and 25.1. He denies any shortness of breath, chest pain, or palpitations at this point. So, he was just checked on 10/13/23 and we will leave it at that for now. He does remain on iron, B12 and folate supplementation as he has a mixed anemia picture.

2. Pain management. The patient has been on Naprosyn and gabapentin which has not effectively managed his generalized pain particularly of his legs. So I am going to discontinue Naprosyn and start Norco 5/325 mg one b.i.d. and it will be p.r.n. at his request. He would like to see how he can do without it unless he needs it.

3. HTN review. BP is generally in good control for the past three weeks. Blood pressure is checked prior to each BP medication dose and they have not had to withhold medication.
4. History of gout. I am going to change allopurinol to 300 mg MWF only.
5. Medication review. The Omega-3 we will continue until current supply is out then we will discontinue. I am adding Norco 5/325 mg.
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