


PROGRESS NOTE

RE: Rex Maynard

DOB: 05/23/1953
DOS: 04/05/2022

Autumn Leaves

CC: 60-day note.

HPI: A 68-year-old with paranoid schizophrenia, bipolar disorder, and cognitive impairment reported by staff to have an overall decline. They state that he is quieter, does not get around as well in his wheelchair, requires prompting during meal time, and overall decreased interactions. Continuous compliant with medications, coming out for meals, and personal care remains a problem area. He toilets himself though not effectively. He was seen in his room today coming out of the bathroom and told me he believed he had a touch of lung cancer when I asked where that came from he remembered having been told by a doctor a while back when he was having some shortness of breath that he looked like he had touch of lung cancer. He has not had a chest x-ray in this facility, told him that we would do one and go from there. He is a smoker. There has been a decrease to the overall amount of smoking in part due to weather and to staff encouraging him to stay inside. He denies any increasing cough and no blood expectorated. Annual labs ordered 02/02/22 not available in chart.

DIAGNOSES: Paranoid schizophrenia with hallucinations, decrease bipolar disorder, Parkinson’s disease, cognitive impairment, decrease in BPSD, HTN, GERD, COPD, and smoker.

MEDICATIONS: Tylenol 650 mg q.6h. while awake routine, MVI q.d., Combivent MDI t.i.d., divalproex sprinkles 750 mg t.i.d., Haldol 0.5 mg b.i.d., lisinopril 40 mg q.d., Lopressor 12.5 mg b.i.d., omeprazole 40 mg q.d., and Seroquel 100 mg t.i.d.

DIET: Currently pureed, patient would like mechanical soft with ground meat.

CODE STATUS: DNR.

ALLERGIES: NKDA.

Rex Maynard
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PHYSICAL EXAMINATION:

GENERAL: Frail appearing male made his needs known.

VITAL SIGNS: Blood pressure 142/78, pulse 81, temperature 97.8, and weight 160.4 pounds.

NEURO: Makes eye contact. Speech clear. Voices needs and appears to understand given information was following directions.

MUSCULOSKELETAL: Continues to bend more and more from the hips forward in his wheelchair, which he is still propels. No lower extremity edema. He is weightbearing and self transfers.

RESPIRATORY: He has a good effort and normal rate. Lung fields decreased bibasilar but relatively clear without cough.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

ASSESSMENT & PLAN:

1. Long smoking history with concerns of lung CA and x-ray will be done given his COPD and again his worry about this issue.

2. Psychiatric and cognitive diagnosis. The patient appears to be staging, review of his medications indicate high doses of multiple medications initiated by psychiatrist and when he was in Geri Psych those have been needed up to this point would like to decrease and see if he can tolerate that. Seroquel 100 mg t.i.d. is now q.a.m. only and Haldol 0.5 mg b.i.d. will now be 6 p.m. only. We will monitor how he does and look at decreasing further.

3. Diet clarification. The patient is edentulous so he was put on a puréed diet, does not want it; a mechanical soft with chopped or ground meat is written per patient’s request.

4. General care. CMP, CBC, and TSH were ordered on 02/22 not in chart will address with staff.

CPT 99338

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

