


PROGRESS NOTE

RE: Thomas Huber
DOB: 11/13/1947
DOS: 09/11/2023
Jefferson’s Garden AL
CC: Followup on Depakote adjustment.

HPI: A 75-year-old who is quite private. He stays in his room including for most meals. Occasionally, he will come out. He does not participate in activities. He has had some physical therapy with home health and so he has come out of the room on occasion for that, but now that he feels a bit stronger. He is limiting his PT to practicing things in his room. His response to staff for any inquiry is to be irritable and snap at them and I talked to him about this previously which did not lead to good result. He withdrew, quit talking and made it clear that he was done with the visit. So at our last appointment on 08/14/23, Depakote which had been 125 mg b.i.d. was increased to 250 mg b.i.d. and Zoloft started at 50 mg x2 weeks and then increased to 100 mg which he currently is at. The patient’s DON is reported to just be calmer. He will make eye contact and lets staff finish what they need to say. When I went into his room, he was seated watching television as per usual. I noted he did not have a hat on his head which he generally does and I commented that I liked that he had shaved his head that it will look good on him and he was quiet and did not say anything. He was cooperative throughout the rest of the visit though he did not really speak. The patient continues to do physical therapy. He now comes out occasionally from the room, but states that he practices in the room on his own. He is able to apply and move his prosthesis making sure to use the sock on the stump of his left leg.
DIAGNOSES: Left BKA with prosthesis, iron deficiency anemia, pain management, COPD, and seasonal allergies.

MEDICATIONS: B12 1000 mcg subcutaneous q. month. This is his fifth month. Atrovent nebulizer t.i.d., Claritin 10 mg q.d., Mucinex ER 600 mg q.12h., omeprazole 20 mg q.d., Peg Powder q.d., Senna Plus b.i.d. NaCl tablets 1 g t.i.d., trazodone 100 mg h.s., D3 2000 IUs q.d., Depakote 250 mg b.i.d. and Zoloft now 100 mg q.d.
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ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: NAS.

PHYSICAL EXAMINATION:

GENERAL: Thin gentlemen seated in his recliner watching television. He made eye contact when I entered. He was quiet and did not have any verbal response except to nod, yes or no.

VITAL SIGNS: Blood pressure 146/68, pulse 97, temperature 97.5, respirations 18, O2 sat 98%, and weight 127.2 pounds, a weight loss of 0.8 pounds.

HEENT: He shaved his head from previous male pattern baldness. He has got a full beard. It is long, but wispy. He wears glasses. Nares patent.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

CARDIAC: He has regular rate and rhythm without murmurs, rubs, or gallop.

MUSCULOSKELETAL: He is thin. He moves his arms in a normal range of motion. He has a left BKA. The stump was uncovered. There is no edema.

SKIN: Warm, dry, and intact.

ASSESSMENT & PLAN:
1. Medication adjustment followup. He has done well with the increase of Depakote to 250 mg b.i.d. and the addition of Zoloft. He is quiet, but appears more interested and is animated despite trying not to be. Continue with no changes.

2. BKA. The patient continues to do therapy on his own after having PT from Universal Home Health work with him. He is able to walk using his prosthetic leg in the room. He has come out a few times for meals with it and when in wheelchair, he propels himself without difficulty and self transfers with no problem.
3. Pain management. The patient decided he wanted Tylenol ER 650 mg b.i.d. p.r.n. a month ago and he stayed with that and states it is adequate.
CPT 99350
Linda Lucio, M.D.
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