


PROGRESS NOTE

RE: Bobby Mitchell

DOB: 06/29/1939

DOS: 03/27/2024

HarborChase MC

CC: The patient seen at daughter’s request.
HPI: An 84-year-old gentleman with unspecified dementia and seated in the dining room. He is participating in an art activity and painting a bunny rabbit. The patient is generally out in the day room seated at the same table and is generally quiet but will interact here and there with people who sit the same table and initiate contact. Overall, he is compliant with care gets up in the morning and is out on the unit until it is time to go to bed. He has fairly good PO intake. He takes his medications without difficulty and sleeps through the night. There had been an issue with patient having cough during the night per daughters report. She has cameras in his room and stated that had been ongoing. A chest x-ray was done that showed a large retrocardiac left basilar opacity that was concerning for either consolidation or pneumonia and cardiomegaly with pericardial effusion could not be eliminated. When I contacted his daughter I asked about the cough she really did not say anything about it so I am assuming that it was not a problem anymore. I told her that he is doing well. He is compliant with care, sleeps through the night, eats, and no falls.

DIAGNOSES: Unspecified dementia moderate, hypertension, chronic seasonal allergies, hyperlipidemia, and depression.

DIET: Regular.

CODE STATUS: DNR.

ALLERGIES: Multiple see chart.

MEDICATIONS: ASA 325 mg q.d., BuSpar 5 mg h.s., Celebrex 200 mg b.i.d., Plavix q.d., docusate b.i.d., Aricept 10 mg h.s., lisinopril 20 mg q.d., Claritin 10 mg q.d., Namenda 10 mg b.i.d., metoprolol 50 mg h.s., Crestor 10 mg h.s., Zoloft 50 mg q.d., B12 1000 mcg q.d., and Singulair q.d.
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PHYSICAL EXAMINATION:

GENERAL: Petite older male seated quietly in the dining room just looking around and then painting.

VITAL SIGNS: Blood pressure 167/79, pulse 50, temperature 97.9, respirations 18, and weight 143.6 pounds.

NEURO: He responded when I asked him how he was feeling and that his daughter had wanted me to check on them so I asked if there is anything bothering him and he said no not really and that was it. He is oriented to person in Oklahoma. He is a man of few words but they are clear. He can voice his need.

MUSCULOSKELETAL: Independent ambulation. Moves limbs in a normal range of motion. No LEE.

RESPIRATORY: He had a fair effort at a normal rate. No cough. There was some mild wheezing right midfield but he has had no nasal congestion or expectorant.

ASSESSMENT & PLAN:

1. History of nocturnal cough but nothing else during the day. CXR left basilar opacity unclear what this indicates but infection could be one course of Levaquin 750 mg q.d. for seven days is ordered.

2. Cardiomegaly. I did bring this up to the daughter as patient has a history of CHF. I am adding torsemide 20 mg q.a.m. and at 1 p.m. and will assess per CXR for change in his cardiomegaly or impossible pericardial effusion. Scheduled for 04/10.

3. Contacted patient’s daughter and gave her information as to what was going on and any questions she may have.

CPT 99350 and direct POA contact 10 minutes. 

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

