


PROGRESS NOTE
RE: Paul Strunk
DOB: 12/31/1935
DOS: 12/17/2024
Rivermont AL
CC: Now exercising.
HPI: An 88-year-old gentleman seen in room he was in his recliner, but at his feet he has purchased one of the pieces of exercise equipment that sits on the ground and he peddled it at different speeds and different levels of difficulty he is seen it on TV it is the commercial frequently plays and he states after I was here last time we talked about him needing to be able to stand up and assist in his own transfers otherwise we are looking at Memory Care or discharge and so he was motivated to improve his ability to transfer and the nurse states he never said anything about it, but she just went into his room and he was just pedaling away while he was watching the news and evening staff tell me that they will find him in the evening exercising until he goes to bed so I really commended him for that and he was pleased to receive that. He denies any pain. He is sleeping good. His appetite is good and he is aware that he is not transferring safely. I did ask him if he was interested in physical therapy and he said not right now.
DIAGNOSES: Senile dementia moderate stage, incontinence of B&B, gait instability, is in a manual wheelchair he propels, glaucoma, CKDIII, BPH and HTN.
MEDICATIONS: Tylenol 500 mg at 11 a.m. and it is actually prior to PT so he is getting PT, ASA 81 mg q.d., Coreg 25 mg b.i.d., Plavix q.d., Lexapro 20 mg q.d., Proscar q.d., HCTZ 25 mg q.a.m., latanoprost OU h.s., icy-hot to right and left side of neck q.a.m. and h.s., losartan 25 mg at 2 p.m., meloxicam 15 mg q.d., Simbrinza eye drop OU q.d., Timolol eye drop one drop OU q.d. and trazodone 50 mg h.s.
ALLERGIES: NKDA.

DIET: Regular with thin liquids.
CODE STATUS: DNR.

Paul Strunk
Page 2

PHYSICAL EXAMINATION:
GENERAL: The patient seated comfortably. He is alert and quiet, but maintains eye contact.
VITAL SIGNS: Blood pressure 144/64, pulse 67, temperature 97.7, respiratory rate 18, O2 sat 98% and weight 194 pounds, which is a weight gain of one pound.
CARDIAC: He has regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort and rate with clear lung fields. No cough and symmetric excursion.

ABDOMEN: Protuberant, but less so than last visit. Bowel sounds present. Nontender. No masses.

MUSCULOSKELETAL: He now has his new exercise equipment that he peddles away throughout the day on. He has trace LEE. Moves arms normally. He self transfers and propels his manual wheelchair and he self transfers.

NEURO: He is oriented x2. He can reference for date and time. He speaks slowly, but speech is clear and content coherent. He can make his needs known. He understands given information and asked questions that are appropriate.
SKIN: Warm, dry, intact and no bruising. Skin tears noted.

PSYCHIATRIC: He is in a good mood. He is pleasant. He is always even keel.

ASSESSMENT & PLAN:
1. Senile dementia. He is at moderate stage it appears stable and will just continue with care as is he still able to ask for assist as needed.
2. Bilateral lower extremity edema, encouraged him to elevate his legs when he could using the pedal machine as he is doing will also help fluid to get back to his heart and not his legs and as far as.
3. Depression that appears stable on current dose of Lexapro. He is on the max dose that can be taken for his age so will just continue to monitor.
4. History of T-protein 5.7 and ALB of 3.1. He is not drinking protein drinks so hopefully that will continue to help will do a followup after the first of the year.
CPT 99350
Linda Lucio, M.D.
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