


PROGRESS NOTE

RE: Gary Wilcox
DOB: 09/25/1950

DOS: 12/10/2025
Rivermont MC

CC: Lab review and addressed multiple questions.

HPI: A 75-year-old gentleman with moderate dementia status post bifrontal subarachnoid hemorrhages. The patient’s wife was present so I met with both of them. She allowed him to do most of the talking for himself though she did have to prompt him about asking questions and he was then able to do so. The patient is receiving physical therapy with true heart therapy and he enjoys that wife feels that he is getting stronger that his balance and endurance for getting around have improved. Wife visits the patient frequently he always knows who she is and she does give him his space to interact with other residents. States that he is eating fairly well, feeding himself and he does come and sit while residents are doing activity. The patient has a history of vertigo. He brings up that he has been having that. He is receiving routine meclizine, which he states they give me a pill for it and when asked if it helped him he said that it did for a while but then it would start up again. Fortunately there have been no falls related to the vertigo. The patient is also not sleeping at nighttime. He is not sleeping during the day either. He is currently receiving trazodone 100 mg h.s. and does not seem to have helped his sleep.

DIAGNOSES: Mild cognitive impairment exacerbated by bifrontal subarachnoid hemorrhages, vertigo treated with meclizine, hypertension, diabetes mellitus type II, GERD, depression, allergic rhinitis, HLD, gout, CAD, prostate CA status post RTX, chronic left cerebral artery occlusion, chronic hyponatremia, cervical stenosis, and history of MI.

MEDICATIONS: Allopurinol 300 mg one tablet q.d., Lipitor 80 mg one tablet h.s., Coreg 12.5 mg one tablet a.m. and h.s., Zyrtec 10 mg q.a.m., Flonase nasal spray OU b.i.d., guaifenesin 600 mg ER one tablet q.12h. p.r.n., Lacosamide 50 mg one tablet q.d., maxitrate 200 mg two capsules b.i.d., Mag oxide 400 mg one tablet t.i.d., meclizine 12.5 mg one and half tablet b.i.d., MVI q.d., Actos 15 mg q.a.m., probiotic one capsule q.d., Seroquel 50 mg h.s., Zoloft 50 mg q.d., NACL 1 g tab one tablet q.d., Systane eye drops two drops OU a.m. and h.s. and at 12 noon, 4 p.m. and 7 p.m., trazodone 100 mg h.s., and Tubigrip hose both legs place in a.m. off at h.s.

CODE STATUS: DNR.
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ALLERGIES: PCN.

DIET: Liberalized diabetic diet.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert, well groomed, and was pleasant when meeting him with wife.

VITAL SIGNS: Blood pressure 136/72, pulse 76, temperature 97.5, respirations 18, O2 saturation is 98%, and weight 152 pounds.

NEURO: The patient makes eye contact. His speech is clear. He takes his time speaking. He is able to communicate his point, voices his need and appears to understand given information. He asked appropriate questions and needed some things reiterated. Wife sat and let him speak for himself a few times when he forgot what he was going to say she queued him and then he was able to pick it up from there. His affect was congruent with situation and he was appropriate as was his wife.

HEENT: Conjunctivae mildly injected without drainage. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple and clear carotids. No LAD.

CARDIOVASCULAR: He has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: Normal respiratory effort and rate. Lung fields are clear. No cough. Symmetric excursion. No evidence of SOB with speech or ambulation.

ABDOMEN: Soft, slightly protuberant, and nontender. Bowel sounds present.

SKIN: Warm, dry, and intact with good turgor. No bruising, abrasions, or breakdown noted. He has good muscle mass and fairly good motor strength. The patient has bilateral compression hose on legs and about a +1 edema at the dorsum of both feet and trace at his ankle and distal pretibial. The patient comments that his legs are doing much better with the compression hose.
ASSESSMENT & PLAN:
1. Insomnia. The patient has received the trazodone since visit on 11/11. We started on 50 mg at h.s. it was not effective so was increased to 100 mg. The patient has Ativan 0.5 mg p.r.n. so at h.s. I am going to give him 1 mg of Ativan and (0.5 mg tablet x2) and continue with the trazodone to see if the combination does not help him to sleep.

2. Vertigo. I am increasing his meclizine to 12.5 mg and making it routine b.i.d. he is aware that and agrees with it.

3. Right hip pain. This is something that the patient has brought up new today saying he is not sure if it is because of his leg swelling but that he has pain that he feels in his right hip. He has p.r.n. Tylenol but does not think to ask for it so I am making Tylenol 500 mg two tablets b.i.d. routine. I am adding Lasix 40 mg q.d. x5 days routine then 20 mg MWF routine.
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4. Dry eye syndrome this is a new diagnosis. The patient was seen on 11/25 at the Norman Vision Clinic and Systane and Refresh eye drops were ordered with schedule for use given.

5. Hyperlipidemia. Lipid profile was ordered and reviewed. All values are in target range while on Lipitor 80 mg h.s. Risk ratio was quite low at 2.2. In the next couple of months we will approach this with wife as to decreasing the amount of Lipitor that he is taking.

CPT 99310 and direct POA contact 30 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

