


PROGRESS NOTE

RE: William McMath

DOB: 05/05/1927

DOS: 02/05/2024

Jeffersons Garden AL

HPI: A 96-year-old gentleman seen in his room he was rumbling around I am told by staff that the patient still has his home in Edmond and a friend will come get him and take him to his house and he will look around and bring odds and ins back with him to the room here. He is a bit of a packrat so I think at some point will have to have him get some organization or limit what he brings back. So he tells me that he has had constipation and wants to know what can be done about it. The patient is not on narcotic pain medication regularly has p.r.n. that he does not ask for. I told him what we could do but I also told him that he needs to make sure that he drinks water, which he acknowledges he does not. The patient has Tylenol p.r.n. for his pain. He also has dementia and does not remember that he needs to ask for it so he asked me how he could help me and I told him that we would schedule it went over how and he was in agreement. He states he is sleeping good. His appetite is fair. He does not generally come out for all three meals.

DIAGNOSES: Moderate unspecified dementia, BPSD, he will just do things or call someone to come and pick him up without letting anyone in the facility know, CKD III, prostate CA followed by Dr. Little, hypoproteinemia, and chronic back pain.

MEDICATIONS: Unchanged from 01/16 note.

ALLERGIES: NKDA.

DIET: Regular with Ensure one bottle MWF.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert, walking around his apartment but sat still for a little bit.

VITAL SIGNS: Blood pressure 103/64, pulse 51, temperature 97.7, respirations 18, O2 saturation 99%, and weight 155 pounds.
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NEURO: He makes eye contact. Speech is clear but he rambles on. I can ask him questions they are specific and he just either in part does not hear me but just talks and the content is random. He has to be redirected and it takes effort.

MUSCULOSKELETAL: He ambulates in his apartment independently. He has a walker for when he leaves the room. He has no lower extremity edema. Moves arms in a normal range of motion.

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

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

SKIN: Thin and dry with some scaling.

ASSESSMENT & PLAN:
1. Constipation. His PEG powder is changed to q.d. routine.

2. Pain management. Tylenol 650 mg routine q.a.m. and h.s. with a 2 p.m. dose also and will go from there.
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Linda Lucio, M.D.
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