


PROGRESS NOTE

RE: Lawrence Martino
DOB: 01/09/1931
DOS: 12/18/2023
Jefferson’s Garden AL
CC: Followup on COVID.

HPI: A 92-year-old gentleman who was COVID positive on 12/07/23, his girlfriend had called and saying that she wanted him on antiviral. I made the decision to treat his symptoms which were cough and a little congestion. The patient stated that he just feels a little bit tired, but overall, he is back to his normal sleep pattern. His p.o. intake is good and he gets around propelling his manual wheelchair. He denied any muscle aches, nausea, or headache. During COVID, the patient did not have to use his O2 outside of his normal routine.

DIAGNOSES: Parkinsonism, O2 dependent CHF/COPD, asthma, HTN, GERD, CKD, and history of pancreatic and prostate CA.

MEDICATIONS: Unchanged from 11/20/23 note.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with Ensure one-half bottle q.d.

PHYSICAL EXAMINATION:

GENERAL: Pleasant alert gentleman seated in room watching the news.

VITAL SIGNS: Blood pressure 126/60, pulse 60, temperature 97.2, respirations 16, and weight 164 pounds, stable.

RESPIRATORY: He has a normal effort and rate. It was noted that he had intermittent cough from when I entered the room. I could hear him outside in the hallway. He states that he has no expectorant and he does have some rhonchi on the right midfield that did not totally clear with cough.
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CARDIAC: Heart sounds are distant with regular rate and rhythm. PMI nondisplaced. No rub or gallop noted.

MUSCULOSKELETAL: He has fair neck and truncal stability. He is seated in his manual wheelchair. He can propel his wheelchair outside of the room and uses the walker in his room to get around from a seated position. He has no lower extremity edema.

NEURO: He makes eye contact. His speech is clear. He is HOH. So, I have to speak loudly to him and he will ask for explanation if needed. He was able to give me information as to how he felt when he had COVID versus now.

ASSESSMENT & PLAN:
1. Status post COVID. He appears to have recovered nicely. He is at his baseline sleep and eating pattern. Denies pain outside of what he had previously. Denies increased SOB, but having cough.

2. Intermittent cough. Robitussin-DM 10 mL q.6h. routine x 3 days then p.r.n. x 2 weeks and I told the patient he would have to ask for it after three days.

3. Bedside medication: The patient has a history of hypocalcemia for which Tums chew 750 mg q.d. were ordered. When it was started, his calcium was 8.1 and his most recent on 11/03/23, calcium is 8.5. So, it has been of benefit. He requests keep that at bedside and self administer and order is written for that.
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