


PROGRESS NOTE

RE: Ron Nicholson

DOB: 06/19/1944

DOS: 10/05/2022

Rivendell AL

CC: Quarterly note.

HPI: A 78-year-old seen. He was in quite good spirits and making a lot of jokes. He actually talked about what he did in the military when we brought up his hearing deficits and his chronic Meniere’s. He then told me that he had worked as the gunner on Chinook Helicopters for over two years in Vietnam and then he went on talking about some personal things that were about his family, but nothing that he had ever really talked about before. He did bring up problems with his right great toenail that it is digging into the skin and uncomfortable at times when he walks. No falls. Sleeping good. Appetite good. He comes out for all meals. He helps at times transport another resident around when it is needed.

DIAGNOSES: Alzheimer’s disease stable, anxiety, chronic tinnitus, and chronic lower extremity edema.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

MEDICATIONS: Alprazolam 0.25 mg one-half tablet a.m., 2 p.m., and h.s., Lipitor 20 mg h.s., Zyrtec 10 mg q.d., Celexa 20 mg q.d., Flonase q.d., Lasix 40 mg q.d., loperamide 2 mg two tablets q.a.m., Singulair 6 p.m., KCl 10 mEq q.d., Exelon patch 13.3 mg q.d., Flomax b.i.d., trazodone 25 mg h.s., B12 1000 mcg q.d.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert and quite interactive, in good spirits.

VITAL SIGNS: Blood pressure 118/72, pulse 72, temperature 97.1, respirations 20, O2 saturation 99%, and weight 172 pounds.
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NEURO: Orientation x 2. Speech is clear. He was able to give information. He has short and long-term memory deficits that he acknowledges but is able to voice his needs and understands given information.

CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: Normal effort. Clear lung fields. Symmetric excursion without cough.

MUSCULOSKELETAL: He ambulates independently, is steady and upright on his feet. He has +1 pitting edema ankle and distal pretibial on the right and +1 on the left. He has a mild ingrown toenail on his right great toe without any redness or warmth. He actually has good nail care otherwise.

ASSESSMENT & PLAN:

1. Medication change review. The patient would like to discontinue p.r.n. Xanax and continue with a low dose of routine that he currently takes.

2. Lower extremity edema. When current Lasix schedule is out of med, we will discontinue order and start torsemide 40 mg q.d., continuing KCl 10 mEq q.d.

3. Right great toenail ingrown. Schedule with podiatry coming in the early part of November.

4. Medication review. The patient stated he just does not want to take so many medications so I am discontinuing two nonessential medications and changing one medication to p.r.n. and holding Flomax for 10 days and seeing if the patient urinates on own, if so will then discontinue order.

5. Monitor BUN and CR given diuretic use. BMP ordered.
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Linda Lucio, M.D.
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