


PROGRESS NOTE
RE: James Young
DOB: 01/15/1935
DOS: 03/13/2024
Rivendell Highlands
CC: Fall followup.
HPI: An 89-year-old male seen in dining room. He sits at the same table with another male resident and they seem to enjoy each others company, they are quiet and then when they are done they almost start interacting. The patient had a fall on 03/11, no injury sustained. He fell asleep in his wheelchair and just slid out onto the floor. When I asked him about it, he had no recollection and just smiled. Overall, the patient is quiet. He is very pleasant, cooperative with care. He enjoys being around other residents and has couple of male residents that he will sit with watching TV in the evening. He does have advanced vascular dementia and history of gait instability with falsehood have led to injuries. He recently was able to take off a walking boot after a fall at home prior to admission were he sustained a tib fib fracture. Fortunately that has healed and he is able to get around again without the walking cast and he denies any pain with weight-bearing during transfers. When asked how he is doing, he smiles I asked him if he has pain and he kind of takes a minute and he said he did not think so. While he is compliant with care, I remind him that if he needs something he can ask for it. He generally does not speak up for himself.
DIAGNOSES: Advanced vascular dementia, DM II, HLD, GERD, CAD and a healed right tib fib fracture with removal of walking boot. Gait instability with falls.

ALLERGIES: NKDA.

MEDICATIONS: ASA 81 mg q.d., Lipitor 40 mg q.d., Plavix q.d., docusate 100 mg q.d., Aricept 10 mg h.s., Pepcid 20 mg b.i.d., Namenda 10 mg q.d., Metformin 500 mg q.d., omeprazole 40 mg q.d., ranolazine 500 mg ER b.i.d. and Voltaren gel a.m. and h.s.

CODE STATUS: DNR.

DIET: Regular.
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PHYSICAL EXAMINATION:
GENERAL: Pleasant quiet gentleman seated in the dining room and then propelled himself into the living area when done. The patient is quiet, but makes eye contact when spoken to he will smile or have an appropriate facial expression when speaking or being spoken to.
VITAL SIGNS: Blood pressure sitting 127/63, pulse 92, respiratory rate 18, and weight 185 pounds.
CARDIACL: He has regular rate and rhythm. No murmur, rub, or gallop. Heart sounds distant.

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

MUSCULOSKELETAL: He propels his manual wheelchair using both of his feet now. He does not seem to favor his right leg. He has +2 pitting edema bilateral lower extremities, ankles to just below the knee, but he weight bares and uses his legs to propel his manual wheelchair. He does not appear uncomfortable. Moves arms in a normal range of motion. He has fairly good grip strength.
NEURO: Orientation x1 to 2. He makes eye contact. He is soft-spoken. He is encouraged to make his needs known. He is becoming a little bit better at doing that. He is just a bit shy.
SKIN: Warm, dry, intact with good turgor. No bruising or abrasions noted.
ASSESSMENT & PLAN:
1. Fall followup. Fortunately there was no injury and it was falling asleep in his wheelchair as he often does in front of the television and this time he slid out. I have asked staff to monitor the patient and there is usually another resident who is also and they will watch TV until they fall asleep so they need to be put to bed before that happens.
2. Weight gain from 01/03 to now. The patient has gained 8 pounds. His BMI is 27.3. We will monitor and just remind the patient that getting around is easier when he does not have as much weight to propel. He does have a sense of humor about that.
3. Cutaneous candida. The patient has redness with some excoriation bilateral groin area and both underarms. He has had some itching, but the skin remains intact. Nystatin powder has been ordered. Wife wants to supply it and we are awaiting its arrival.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

