


PROGRESS NOTE

RE: Gary Henderson
DOB: 07/17/1940
DOS: 10/04/2022
Jefferson’s Garden

CC: 60-day note.

HPI: An 82-year-old seen in room, wife present. He was in his recliner, O2 in place at 3 L/NC. The patient had followup with cardiologist Dr. Scherlag about a week ago and he brought up anticoagulation with him. He stated that Dr. Scherlag said well that he could, but then he could not do, that either way was not a wrong choice and he did not start him on Coumadin. Prior to the hospitalization leading to SNF and here, the patient was not on anticoagulant, he is in atrial fibrillation, started on Xarelto 20 mg q.d. I believe that it was discontinued due to his fall risk and hematuria per his Foley. The patient would move about causing trauma within the GU area and frank hematuria which was upsetting to the wife. For now, we will leave him off the Xarelto. He also complains of bilateral upper extremity numbness and tingling right greater than left. He has wrist splints that he has worn previously, they were actually under his bed and I looked at them. He is not using them because he states that they did not help and they were uncomfortable. He was seen by a neurologist for evaluation and he states all the nerve testing was done at that time that verified the numbness and tingling. He does not recall that neurologist’s name and now he is looked up and looking to schedule an appointment with Dr. Michael Hahn at Mercy Neurosciences Center and explained to him that Dr. Hahn is a neurosurgeon and he hopes that there can be some kind of surgical intervention that will alleviate this numbness and tingling.
DIAGNOSES: Neurogenic bladder with suprapubic catheter and no recent hematuria, bilateral upper extremity neuropathy with dysesthesia, peripheral neuropathy, HTN, HLD hypothyroid, BPH, FeSO4 anemia, atrial fibrillation, and arthralgias.

MEDICATIONS: ASA 81 mg q.d., bisacodyl 5 mg q.d., diltiazem ER 180 mg q.d., Cymbalta 60 mg q.d., FeSO4 q.d., Proscar q.d., folic acid 1 mg q.d., gabapentin 100 mg t.i.d., levothyroxine 100 mcg three tablets q.d., Pravachol 40 mg h.s., docusate b.i.d., Flomax b.i.d., tramadol 50 mg b.i.d. and trazodone 100 mg h.s.
ALLERGIES: PROZAC and MIRAPEX.
DIET: Regular.
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CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient sitting upright in his recliner. He is alert and cooperative.

VITAL SIGNS: Blood pressure 138/80, pulse 93, temperature 98.1, respirations 18, and weight 230.6 pounds, which is stable from his last note.

CARDIAC: An occasional regular beat without MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion and O2 per NC in-place at 3 L.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness. Slightly protuberant.
MUSCULOSKELETAL: No LEE. Intact upper extremity pulses and he has a positive Tinel’s sign with pressure to bilateral wrists.

NEUROLOGIC: Makes eye contact. His speech is clear. He voices his needs. He can kind of fumble around, was trying to get his wording out.

ASSESSMENT & PLAN:

1. Bilateral upper extremity dysesthesias hands and wrists. Encouraged him to follow through with the Dr. Hahn if he feels it, that is the next step for him and I am also going to increase gabapentin to 200 mg a.m. and h.s. and continue with 100 mg midday.
2. Atrial fibrillation. Apparently, Dr. Scherlag’s office called, would like to restart Xarelto 20 mg q.d. Order written.
3. Deconditioning. PT and OT ordered.

CPT 99338
Linda Lucio, M.D.
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