


PROGRESS NOTE

RE: Paul Stunk
DOB: 12/31/1935

DOS: 01/08/2024
Rivermont AL

CC: Followup on PT and whether he is walking outside of therapy.

HPI: An 88-year-old in a manual wheelchair that he propels in. He has always got a smile on his face and looks like he is up to something he was in good spirits. The patient continues to get PT through Inhabit Home Health and the ADON tells me that she observes him walking with the therapist. He is confident and walks at an even pace. I asked if he is also then walking without the therapist and she stated no and I suggested that with staff assist that maybe he walked to dinner or just walk the hall for some exercise and staff is willing to do that. When the patient came in I told him about that discussion he was quiet, did not have much to say and then stated that he would be okay with walking to dinner if Donna would walk with him. Overall, the patient continues to be quiet and somewhat of a loner even when he is in a crowd. He sits by himself at dinner facing the wall as usual and if he does attend an activity he will be on the periphery of the group. He did tell me previously that he had found someone that he enjoyed sitting next to at dinner as they were both quiet.

DIAGNOSES: HTN, BPH, CKD III, senile dementia moderate, advanced glaucoma, gait instability uses a walker, and incontinence of bowel and bladder.

ALLERGIES: NKDA.
CODE STATUS: DNR.

DIET: Regular with thin liquids and Ensure one can on MWF.

MEDICATIONS: Coreg 25 mg b.i.d., Plavix q.d., Lexapro 10 mg q.d., Proscar q.d., HCTZ 50 mg q.d., latanoprost OU h.s., losartan 25 mg at 2 p.m., meloxicam 15 mg q.d., simbrinza OU q.d., timolol one drop OU q.d., and trazodone 50 mg h.s.

PHYSICAL EXAMINATION:
GENERAL: Well develop and nourished gentlemen propelling himself in his wheelchair.
VITAL SIGNS: Blood pressure 131/69, pulse 70, temperature 97.4, respirations 16, O2 saturation 98%, and weight 189 pounds.
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NEURO: He makes eye contact. He smiles. He has his quirky little expressions that he makes. He is quiet until something has said to him. He is able to give limited information joking as around is his way of connecting with people. Orientation x2 and it is clear that he feels safe with certain staff members and knows who he makes the deal that he will walk if they will walk with him.

MUSCULOSKELETAL: He has fair upper and lower body muscle mass and motor strength in his manual wheelchair. He has good neck and truncal stability. He has no lower extremity edema.

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

CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Soft, bowel sounds present, and slightly protuberant but no tenderness.

ASSESSMENT & PLAN:
1. Back pain this is something that patient brought up at the end of the physical exam that part of what limits his walking is that he feels this pain straight at the midline of his back and that once he sits down the pain goes away so the suggestion of premedication with Tylenol 500 mg one tablet prior to PT and/or prior to walking with staff and he is in agreement with that.

2. Weight loss. The patient has lost 3 pounds in the past month. His BMI is 25.9 so just over his target range. He is drinking a protein drink three days a week. He does not particularly like them but after being told that his protein and albumin were low he agreed to try it.
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