


PROGRESS NOTE

RE: Kent Johnson
DOB: 12/06/1947
DOS: 05/05/2022
Jasmine Estates OKC
CC: ER followup.

HPI: A 74-year-old who had an episode of hypotension. He became less responsive. He was sent to IBMC where he remained hypotensive. He was given IV hydration and a drug screen was positive for fentanyl which is not a drug the patient has been on nor is any other resident on in this facility. In review and after drug testing all staff randomly and there was no one positive, the question arose whether the patient found something in the boxes of his personal belongings that had been in storage that she has been bringing to him and leaving in his room. The patient is not able to give information in that regard. He remains ambulatory today. It is notable that there is continued decline in his gait. It is short stride, flat foot and slow. He continues to keep his cane in hand, more carrying it than leaning on it. When I stopped to speak with him, he remembered who I was in relation to him and he was verbal. However, his speech, he now has a monotone to his voice where he did not previously. He says fewer words, but they were appropriate in context to what I was asking. He was cooperative to exam. He denied any pain or discomfort. Shortly after I saw him, he was sound asleep on the couch and he is sleeping more about the facility as well as at h.s. per staff. 
DIAGNOSES: ETOH related dementia with recent staging and progression, OA bilateral knees, history of BPSD, history of DVT with PE anticoagulated, insomnia, chronic seasonal allergies, and depression.

MEDICATIONS: Depakote 500 mg b.i.d., Eliquis 5 mg b.i.d., fish oil 500 mg q.d., Flonase b.i.d., Haldol 1 mg b.i.d., melatonin at 3 mg h.s., MVI q.d., Namzaric q.d., risperidone 4 mg two tablets b.i.d., Zoloft 50 mg h.s., and trazodone 150 mg h.s.

ALLERGIES: BEE VENOM.

DIET: Regular.
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CODE STATUS: DNR. 
PHYSICAL EXAMINATION:

GENERAL: The patient observed ambulating slowly around the facility and then later sleeping on couch and was cooperative when spoken to.

VITAL SIGNS: Blood pressure 120/85, pulse 88, temperature 96.1, respirations 18, and O2 sat 97%.

RESPIRATORY: Did not cooperate with deep inspiratory effort, but lung fields are clear. Symmetric excursion. No cough.

CARDIAC: Regular rate and rhythm. No M, R, or G. PMI nondisplaced.

MUSCULOSKELETAL: Intact radial pulses. He has trace distal pretibial edema. Gait again short stride, flatfoot and slow, carries a cane.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN: 
1. ETOH related dementia, recent staging with progression. I am reviewing medications with decrease in his Depakote a.m. dose to be 250 mg. We will continue with 500 mg q.p.m. 
2. Gait change secondary to progression of dementia and decreasing Depakote, there may be some improvement or at least longer-term maintenance of his gait stability and we will monitor for that as well in decreasing the Depakote. 
3. The patient will be due for annual labs in July so they will be written as needed. 

CPT 99338
Linda Lucio, M.D.
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