


PROGRESS NOTE

RE: Vernon Stowe

DOB: 07/09/1930

DOS: 03/18/2022
HarborChase AL

CC: Lab review.

HPI: A 91-year-old gentleman who had a recent UA secondary to low back pain. He denied at that time having any dysuria. The results returned negative for UTI for which he is quite happy. The patient is in good spirits. He is getting around the facility comes out for meals and activities and appears to have adjusted to his new home. When asked if he had any other issues he was about that stating be careful because of his age. He did have a left hip film done on 03/07 and that was reviewed with him that showed no acute bony evidence of the area. He could not remember why he asked for that x-ray to be done.

DIAGNOSES: Cognitive impairment, HTN, HLD, GERD, depression, anxiety, and CRI.

MEDICATIONS: Norvasc 5 mg q.d., ASA 325 mg b.i.d., benazepril 10 mg q.d., ophthalmic drops for glaucoma left eye b.i.d., Aricept 5 mg q.d., Vytorin 10/20 mg q.d., fish oil q.i.d., Lasix is 40 mg MWF, Lexapro 10 mg q.d., and meclizine 25 mg t.i.d.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert and seated comfortably in room.

VITAL SIGNS: Blood pressure 110/53, pulse 65, temperature 97.3, respirations 15, O2 saturation 97%, and weight 160 pounds.

NEURO: Alert and oriented x2. Speech clear. He has a sense of humor. He states he comprehends given information.

SKIN: Warm and dry. Senile changes noted, but good turgor.

MUSCULOSKELETAL: He repositions without assist. He has no LEE, did not observe gait.
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ASSESSMENT & PLAN: Low back pain most likely musculoskeletal in origin it is not bothering him today. He has Tylenol p.r.n. as needed.

CPT 99337

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

