GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

PROGRESS NOTE

Name: Raymond Sillman

Mrn: 

PLACE: ProMedica in Flint

Date: 03/31/22

ATTENDING Physician: Randolph Schumacher, M.D.

Mr. Sillman was seen regarding dementia, seizure disorder, hypertension, stroke history etc.

HISTORY: Mr. Sillman is for the most part aphasic. He has very severe dementia. He sometimes have behavior, but he was reasonably stable in this regard today. He did not give me any information. There is no evidence of pain, dyspnea, nausea, or vomiting. He does not ambulate. There has been no recent seizures. His blood pressure is stable. The most recent was 140/86. I could not elicit from him any chest pain or cardiac symptoms or headaches.

PHYSICAL EXAMINATION: General: He was not acutely distressed. He was lying in the bed. He was mostly cooperative for the examination. Head & Neck: Unremarkable. Lungs: Clear to auscultation and percussion without labored breathing. Cardiovascular: Normal S1 and S2. No gallop. No murmur. He has edema about 2+ in his legs. Abdomen: Soft and nontender.  CNS: He is aphasic. He is nonambulatory.

Assessment/plan:
1. Mr. Sillman has history of seizures. I will continue Depakote 250 mg three times a day both for seizures and for behavior and mood.

2. He has hypertension stable with amlodipine 10 mg daily plus hydralazine 25 mg if needed.

3. He has history of stroke and dementia. He is aphasic and would not benefit from a cholinesterase inhibitor. He has been in hospice a couple of times and he had stabilized so they discharged him from hospice. He has chronic pain and continues on morphine sulfate solution as needed. Otherwise, I will continue the current plan.

Randolph Schumacher, M.D.
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