


PROGRESS NOTE
RE: Jessie Youngblood
DOB: 07/08/1940
DOS: 04/20/2023
HarborChase AL
CC: General followup.
HPI: An 82-year-old seen in room he was laying on the couch watching television, he was in good spirits. I told him that I had received a call from his Home Health Golden Age earlier this week regarding physical therapy. They had asked whether it should be ordered the question was that the patient did not seem particularly excited about it and the issue of generalized weakness and orthostatic hypotension interfering with therapy. The patient told me that he does not feel he needs it as he is able to get around in his room to the extent he needs to and if he wants to go downstairs to the dining room he uses his walker and then when I ask when he last went to the DR, he stated at least two weeks. He is on both lactulose and diuretics so he is either having to have a loose stool or urinate and so he states he just prefers to stay close to his bathroom. He denies any pain. No chest palpitations or discomfort. He sleeps good night. He reports eating good in his room and he is cooperative and pleasant. His son Peter is his POA, but he has his youngest son Dude who has when the patient was being evaluated by hospice he put into it despite not being POA feeling that we were going to let him die and reality is that the patient is setting for himself what he will do and not do and he chooses to be comfortable and do what he wants at this point in his life.

DIAGNOSES: Vascular dementia, atrial fibrillation, chronic hep-C, cirrhosis of the liver, generalized weakness, protein-calorie malnutrition, DM-II, HTN, and portal hypertension.

MEDICATIONS: Medications unchanged from 04/04 note.
ALLERGIES: MEPERIDINE and MORPHINE.
CODE STATUS: Full code.
DIET: BRAT diet.
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PHYSICAL EXAMINATION:
GENERAL: The patient alert and cooperative, in good spirits.
VITAL SIGNS: Blood pressure 120/70. Pulse 61. Temperature 97.6. Respirations 22 and weight 166.4 pounds.
CARDIAC: An irregular rhythm with a soft SCM. No rub or gallop noted.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: He repositions on his own. He is weight-bearing. Walks in his room. He has no LEE.

NEURO: Orientation x2 to 3. Speech clear, can give information. He does have evidence of both short and long-term memory deficits but no BPSD.

SKIN: Warm, dry and intact in fact there is some flaking of his lower extremities due to dryness.
ASSESSMENT & PLAN:
1. Vascular dementia appears stable and is able to make his needs known. No BPSD.

2. Chronic liver disease. He remains on lactulose and is effective. He recently saw gastroenterologist or one of his sub-specialists and it is unclear what his ammonia level was or who is following it.
3. Lower extremity edema. He has been adequately diuresed now the goal is just maintenance of his lower extremity edema and while he receives Lasix 80 mg per day per his nephrologist. He is getting 40 mg an edition and instead of daily only on MWF.

4. CKD-III. Baseline labs showed a BUN and creatinine of 84 and 3.2 which is about his baseline. No change.

5. Anemia secondary to CKD and recent ABLA. His CBC is drawn weekly and if it is below 7 he receives Procrit that lab is drawn by Golden Age Home Health and it is not in his chart and I am not sure for it go so we will work on having that information all consolidated into his chart here.

6. Social. I need to contact his POA this is just getting a little chaotic with where his care is divided amongst.
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