


PROGRESS NOTE

RE: Billy Daniels
DOB: 11/20/1928
DOS: 08/04/2022
Rivermont MC
CC: Decreased p.o. intake, increased anxiety, and insomnia.
HPI: A 93-year-old seen in his room. He and wife are both in a new room on the Memory Care Side. It is brighter. I think just better to lift their spirits than in their previous room. He states that he and his wife are getting along better. They have not had any fighting and she has not yelled at him. I brought up to him. His intake staff stated that he is only eating one meal a day and he acknowledged that he only eats breakfast and after that he does not eat anymore. He is quite thin at 137 pounds. I asked him about food restricting and at the anorexic type behavior, he denied that was the problem, but that he just did not need to eat more food and then stated that he was just ready to wrap it all up and go away anyway. That is the first time I have heard him say that. When I asked him further, he denied that he was going to do anything crazy, but that he just ready to go. He tells me that he had not had a bowel movement in a month. Staff states that is not true. He got irate that he was questioned. So I went ahead and had them give him a brown cow, which he took and waiting to hear whether he had benefit. He wanted medication that would help them go to the bathroom. He is already on Senna, but told him I would increase it. He is not sleeping well at night and does want a sleep aid. Also, the patient has been treated for lower extremity edema. My concern was hydration status with this intake restriction and given the absence of edema by appearance, I told him I am going to decrease his diuretic and he is okay with that.
DIAGNOSES: Vascular dementia advanced, food restriction which is a bit of concern, OAB, GERD, HTN, wheelchair bound, hearing loss with limited benefit from hearing aids and insomnia.
MEDICATIONS: Trazodone 50 mg h.s., Senna Plus two tablets h.s., Lasix 40 mg MWF, KCl 10 mEq MWF, Flomax h.s., Coreg 12.5 mg h.s., and melatonin 3 mg h.s.

ALLERGIES: NKDA.

DIET: Mechanical soft with thin liquid.
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Thin elderly male seated in a wheelchair, alert, and interactive.

VITAL SIGNS: Blood pressure 144/79, pulse 81, temperature 97.2, respirations 16, and weight 137 pounds.

RESPIRATORY: Lung fields are clear with the normal effort, symmetric excursion and no cough.

CARDIAC: Regular rate and rhythm without MRG.

MUSCULOSKELETAL: He propels himself without difficulty. No LEE. He moves arms in a normal range of motion.

NEURO: He makes eye contact. Speech is clear. He is oriented x2. He can reference for date and time. He makes his point clearly, but denies that he will do anything crazy in his words, but that he states he is old. He is limited what he can do and cannot hear or see very well.
SKIN: Warm, dry and intact with fair turgor. He has no LEE.

ASSESSMENT & PLAN: 
1. Insomnia. Trazodone 50 mg h.s. We will follow up at next visit.

2. Constipation. Brown cow now and increase Senna to two tablets h.s. Staff will monitor when he has BMs.

3. LEE resolved. Lasix and KCl 10 mg/10 mEq MWF.

4. Anxiety. I have added alprazolam 0.25 mg at 10 a.m.

CPT 99338
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
