GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

PROGRESS NOTE

Name: Raymond Sillman

Mrn: 

PLACE: ProMedica in Flint
Date: 09/22/22

ATTENDING Physician: Randolph Schumacher, M.D.

CHIEF COMPLAINT: Mr. Sillman was seen regarding hypertension, seizure disorder, stroke history, and dementia.

HISTORY: Mr. Sillman remains aphasic. His dementia is severe. He was relatively cooperative and stated occasional words such as “yes” today. He does not speak in phrases or sentences though. His blood pressure is stable and there is no evidence of any pain or dyspnea. There has been no reports of recent seizures.

PHYSICAL EXAMINATION: General: He is not acutely distressed or ill appearing. He is moving around in bed, but not thrashing and seems to relatively comfortable. Vital Signs: Blood pressure 136/57, temperature 98, pulse 79, and respiratory rate 16. Head & Neck: Unremarkable. Oral mucosa is normal. Neck: He has no nodes and is relatively supple. Lungs: Clear to auscultation and percussion without labored breathing. Cardiovascular: Normal S1 and S2. No gallop. No murmur. Slight edema. Abdomen: Soft and nontender. Neurologic: He is aphasic and could not cooperate for formal testing. He has random movement of his arms and legs. He is nonambulatory.

Assessment/plan:
1. He has history of seizures. He is on Depakote 250 mg now twice a day for seizures and also for mood and behavior.

2. He had history of stroke and dementia and can be agitated, but he has been calm lately and for pain he is on morphine 5 mg every two hours p.r.n and for nausea he is on Zofran 4 mg every six hours if needed.

3. He has hypertension controlled with amlodipine 10 mg daily plus hydralyzine 25 mg every eight hours plus Catapres 0.1 mg every eight hours.

4. For anxiety, he is on Ativan 0.5 mg nightly.

5. He has constipation and he is on lactulose 20 g every eight hours.

6. Overall, I will continue the current plan.

Randolph Schumacher, M.D.
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