


PROGRESS NOTE

RE: Bobbie Mitchell
DOB: 06/29/1939
DOS: 02/15/2024
HarborChase MC
CC: Unstable on feet.
HPI: An 84-year-old male with advanced unspecified dementia and history of gait instability with falls. The patient has a walker and a cane that he is encouraged to use here as he was at home, but he 90% of the time is seen out walking without either. Attempts to get him to use them are generally unsuccessful. Family now state that he is unsteady on his feet in the morning getting out of bed and this is per cameras they have in his room. Fortunately, he has had no falls. I spoke with the daughter as to what he has had in the past that was beneficial to improving the steadiness of his gait and she states that nothing as he refused to do therapy, etc. I talked to him today about giving a trial of physical therapy, so that they will help him to not fall, he did not have any response, daughter is in agreement. Daughter also brings up that he had a cardiology visit with Dr. Abbas and Dr. Abbas requested that the patient’s blood pressure be checked with the results faxed to him and she stated that that was so that he was able to adjust his medications based on those results. I told her that it has not been done because no order was ever received verbally or in writing and told her that her order stating what he wanted to have done the staff could not take that as an order and there are no notes in the patient’s chart, even brief ones from Dr. Abbas. Informed her that I will be okay with having his blood pressure monitored given the fact that he is on BP medications.

DIAGNOSES: Advanced unspecified dementia, HTN, GERD, insomnia, mitral valve insufficiency and non-Hodgkin’s lymphoma not in remission.
MEDICATIONS: Trazodone 50 mg h.s., Ativan 0.5 mg h.s. if unable to sleep, Ativan 0.5 mg b.i.d. p.r.n. agitation, Claritin-D one p.o. q.d., lisinopril 20 mg q.d., metoprolol 50 mg q.p.m., Aricept 10 mg q.d., Celebrex 200 mg b.i.d., rosuvastatin 10 mg q.d., B12 5000 mcg p.o. q.d., D3 1000 IU q.d., Plavix q.d., docusate 100 mg q.d., Namenda 10 mg q.d.
ALLERGIES: Multiple, see chart.
DIET: I want to clarify diet. Diet is regular with protein drink MWF.
Bobbie Mitchell
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CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: Petite older male who is quite spry, observed in the dining room where he was easily feeding himself.
VITAL SIGNS: Blood pressure 169/80, pulse 51, temperature 98.2, respirations 18, and weight 146 pounds.
CARDIAC: He has an irregular rhythm without murmur, rub or gallop. PMI non-displaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

MUSCULOSKELETAL: He was ambulating independently. He goes at a slow pace and is somewhat careful, looks around and goes from sit to stand without assist. He has no lower extremity edema. He has decreased muscle mass, but adequate motor strength.
NEURO: He made eye contact. He has a short attention span. It is unclear that he understood any of what I said. I gave basic information and then asked him to repeat it to me and he said he did not remember. His orientation is x1 to 2.

ASSESSMENT & PLAN:
1. Gait instability. PT is ordered through Select Rehab and hopefully they will be able to start at the latest next week.
2. Variable BP. BP to be checked twice daily and then after the first week that blood pressure and heart rate have been collected it will be faxed to Dr. Abbas’s office and we will continue monitoring for an additional week and those values will also be sent off to Dr. Abbas.
3. Social. Spent time with daughter who is POA going over several things related to the patient’s care, medications and just updating her on how he is actually doing.
CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

