


PROGRESS NOTE

RE: Joe Miller

DOB: 02/20/1931

DOS: 06/23/2022

HarborChase MC

CC: Medication review.

HPI: A 91-year-old with end-stage Alzheimer’s disease and DM II on multiple medications son/POA Mike Miller has requested a review of medications with discontinuation of as many as possible. Dr. Raymond Wall the patient’s GPA of 35 years contacted me today with POAs concerns and I told them I will be happy to look at medications and will contact him as well with discontinued medications. I also called the POA talked with him at length. He stated that he has looked at the two and half pages of medicine his father is on and just thinks that it is too many. I previously tried to discontinue several medications. The son was not okay with that at that time. I think since his mother’s passing and his father’s disease progression, he maybe somewhat more realistic. The patient was seen in the day room. He is in Broda chair. He spends most of his time with a group of other residents watching television or sitting around in a big table where an activities director is doing things to entertain them. He was alert. He made eye contact with me when I spoke with them. He allowed me to examine him. He seemed in good spirits today.

DIAGNOSES: End-stage Alzheimer’s disease, DM II, HLD, insomnia depression and gout.

MEDICATIONS: Tylenol 650 mg b.i.d., allopurinol change to MWF, Depakote 125 mg b.i.d, Lexapro 20 mg q.d., Lasix 40 mg 8 a.m. and noon, Haldol 1 mg b.i.d. with discontinue of noontime dose, lactulose 30 mL q.d., lorazepam 1 mg h.s., Mucinex 1200 mg q.12h., MVI q.d. KCl 20 mEq q.d., and Mucinex decreased to 600 mg q 12h.

ALLERGIES: SULFA and METFORMIN.

CODE STATUS: DNR.

DIET: Mechanical soft with chopped meat.

Joe Miller

Page 2

PHYSICAL EXAMINATION:

GENERAL: The patient observed sitting in his Broda chair. He was napping and appeared comfortable.

VITAL SIGNS: Blood pressure 138/72, pulse 65, temperature 97.0, respiration 18, and O2 97%.

RESPIRATORY: Anterolateral lung fields are clear with normal effort. He had symmetric excursion. No cough.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Decreased neck and truncal stability hence the Broda chair which he seems to be quite comfortable in. He has trace bilateral lower extremity edema with legs in an elevated position when seen.

NEUROLOGIC: After I approached patient he then started telling me that he felt short of breath and it was clear that he was working himself up to be anxious. I spoke with the nurse and he just had an O2 sat checked. I rechecked it and it was 97%. Reassured patient that he is getting enough oxygen as he stated he was not and he was speaking clearly without evidence of shortness of breath. His orientation is x1-2. He makes eye contact. He speaks clearly stating a few words at a time. He can voice his needs, but then becomes random and tangential and poor long and short-term memory.

ASSESSMENT & PLAN:
1. Polypharmacy. I am discontinuing six nonessential medications and decreasing the frequency of two different medications. Pending how he does with these changes then we look at decreasing the doses and then frequency of his remaining medications.

2. A1c was 5.4 and so on 06/02/22 I decreased Lantus to three units in the a.m. and six units in the p.m. He has good glycemic control and due for A1c in August.

3. General care. I spoke with POA at length and then called previous GP Dr. Louis Wall and let him know the changes that I made at the request of his son. Dr. Wall has deferred everything to my doing but after I reviewed with him he said he thought it was an excellent plan and he would let POA know that I was going to handle patient’s medications going forward.
CPT 99338 and prolonged POA/previous PCP contact combined total of 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

