GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

PROGRESS NOTE

Name: Raymond Sillman

Mrn: 

PLACE: Briarwood Manor
Date: 02/06/22

ATTENDING Physician: Randolph Schumacher, M.D.

Mr. Sillman was seen regarding hypertension, history of stroke, dementia, and debility.

History: Overall, Mr. Sillman is baseline. He can get agitated at times, but he is very weak. Denies any new problems. He has had no recent seizures. *__________* There is no evidence of pain, dyspnea, vomiting, diarrhea, or bleeding.

PHYSICAL EXAMINATION: General: He is not acutely ill or distressed. Vital Signs: Blood pressure 150/75, pulse 76, respiratory rate 18, O2 saturation 96%, and temperature 97.6. Head & Neck: Unremarkable. Lungs: Clear to percussion and auscultation without labored breathing. Cardiovascular: Normal S1 and S2. No gallop. No murmur. Abdomen: Soft and nontender. CNS: He is not cooperative for any kind of focal test.
Assessment/plan:
1. Mr. Sillman has advanced dementia. He has cerebrovascular disease also. He has a past history of alcohol abuse. Dementia likely multifactorial. I did not believe he would benefit from any cholinesterase inhibitors or other medicines at this point.

2. He has chronic pain and agitation and I will continue morphine sulfate liquid 5 mg every 2 hours as needed.

3. He has hypertension and I will continue hydralazine 25 mg every 8 hours and amlodipine 10 mg daily and observe more readings.

4. He has seizures and I will continue Depakote Sprinkles 125 mcg and he takes two capsules twice a day these are both for behavior and seizure and it seems to be helping.

5. Note that he has Catapres available 0.1 mg every 8 hours as needed for elevated blood pressure.

Randolph Schumacher, M.D.
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