


PROGRESS NOTE

RE: Andrew Heisserer
DOB: 06/02/1935

DOS: 12/16/2024
Rivermont MC

CC: Routine followup.

HPI: An 89-year-old gentleman with moderate unspecified dementia. Previously, he had BPSD of compulsiveness and to the point that he would get agitated if everything was not done just so and had to have not just daily but throughout the day contact with his wife; with time and medication, all of that has resolved. When I saw him in his room, he was very pleasant and he just told me that he apologizes, but he is doing so good that he has nothing for me and I told him that the goal of the patient care is the patient being taken care of to the point they do not need a doctor all the time, so I am really happy for him. He is sleeping good. He has good appetite. He comes out to the dining room for most of his meals. Occasionally, he comes out for activities; they are usually the exercise ones and certain music that he likes hearing. He is comfortable with the staff to the point that if he needs help with something he will ask them. Today, earlier I saw him in the dining room just during recreation time and then saw him leave quickly, I followed him and called his name from behind, but he just continued to go. He told me that he was having an asthma attack and had just gotten a couple of puffs of his MDI from the staff and wanted to go to his room. He stated when I was seeing him that it has resolved and he felt much better.

DIAGNOSES: Unspecified dementia moderate stage and stable, no BPSD, asthma, HTN, anxiety/depression, HOH; wears hearing aids, and history of psoriasis/eczema stable.

MEDICATIONS: Nystatin powder to bottom of feet q.a.m., Zyrtec 5 mg q.d., clonazepam 2 mg 3 p.m., doxepin 10 mg h.s., hydralazine 50 mg b.i.d., lisinopril 40 mg q.d., Singulair q.d., Paxil 10 mg q.d., PreserVision 2 chews q.d., Spiriva MDI q.d., Senna Plus two tablets q.d., and p.r.n. albuterol HFA.

ALLERGIES: Multiple, see chart.

DIET: Regular with thin liquid.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentleman, cooperative and pleasant.
VITAL SIGNS: Blood pressure 147/80, pulse 79, temperature 97.6, respirations 17, and it says weight 101 pounds, but that cannot be correct, so I will ask staff to redo this.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Lung fields are clear. He has no cough. Symmetric excursion. No evidence of wheezing. No conversational SOB.

MUSCULOSKELETAL: Ambulates independently. Moves limbs in a normal range of motion. No falls. No LEE.

NEURO: He is alert and oriented x3. His speech is clear and he got to the point today.

ASSESSMENT & PLAN:

1. Asthma attack resolved.

2. General care. The patient is independent. He has developed good communication with his wife. There has been a decrease in some of his obsessive-compulsive behaviors.

CPT 99350

Linda Lucio, M.D.
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