


PROGRESS NOTE

RE: Lloyd Maynard
DOB: 05/23/1953
DOS: 09/13/2022
Jasmine Estates
CC: 60 day note.
HPI: A 69-year-old with paranoid schizophrenia, bipolar disorder and Parkinson’s, seen sitting out on the patio where he spends a lot of time. He recognized me. He was cooperative. He has just a weird thing that when he answers a question and that is generally a reasonable answer, he then gives this strange laugh and then wife tells him to cut it out and he becomes baseline self making eye contact and appropriate. He has had no falls or acute medical events since last seen. The patient had an extensive smoking history and he has always verbalized this concern about having lung cancer. He has had no cough or increased SOB or sputum production. Recent annual labs are reviewed with the patient.

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

MEDICATIONS: Tylenol 650 mg q.6h. routine, atropine soln 1% three drops 8 a.m. and q.8h. p.r.n., MVI q.d., Combivent MDI t.i.d., Depakote 125 mg two caps. t.i.d., Haldol 0.5 mg 6 a.m., lisinopril 40 mg q.d., metoprolol 25 mg q.12h., omeprazole 40 mg q.a.m., Seroquel 100 mg 8 a.m., risperidone 4 mg 8 a.m. and 7 p.m., and Abilify 4 mg 7 a.m. and 4 p.m.

ALLERGIES: NKDA.

DIET: Mechanical soft with chopped meat.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Disheveled-appearing male seated outside for most of the afternoon, was seen on the patio.
VITAL SIGNS: Blood pressure 138/87, pulse 102, and weight 155.6 pounds which is stable.
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HEENT: Male pattern baldness. Conjunctivae clear. Nares: He had no nasal drainage. Orally, he had some oral drooling that he wipes with his jacket. He is edentulous.
RESPIRATORY: He had a fair effort, normal rate. Lung fields clear mid to upper, but decreased bibasilar secondary to effort and no cough.

CARDIAC: Regular rate and rhythm without MRG.

MUSCULOSKELETAL: He propels his manual wheelchair. He weight bears for transfers. No lower extremity edema.

NEURO: Orientation x1-2 just depending the day, generally x1. He is verbal. Speech generally clear, basic questions can be answered appropriately, but he always does so in a joking manner; at times, difficult to redirect.
ASSESSMENT & PLAN:

1. Nicotine dependence. The patient has concerns about lung CA. There is no evidence for that at this time, but given his history and the absence of a chest x-ray in his chart, CXR is ordered.

2. Paranoid schizophrenia/bipolar disorder. Behaviorally, he has improved from his baseline. We will continue with current medications.

3. CBC review. The patient has thrombocytopenia; platelet count 119,000. He has a history of this with platelets of 49,000 on 09/27/19 and 124,000 on 01/20/21. No evidence of increased bruising or bleeding.

4. Anemia. H&H are 11.9 and 34.4 with normal indices, no treatment indicated.

5. Hypoproteinemia. T-protein is 5.6, albumin WNL at 3.6. Recommend house protein drinks if available q.d.

6. Screening TSH. Lab WNL at 0.67.
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