


PROGRESS NOTE
RE: _______
DOB: _______
DOS: 05/01/2024
HarborChase MC
CC: Family request PT.
HPI: _______ who has been independently ambulatory _______ wheelchair lying back napping. He did not open his eyes the duration that I was talking with him and both of his daughters were present with their husbands. The patient was hospitalized at INTEGRIS Northwest Oklahoma and was sent due to shortness of breath and anxiety. The patient was found to have a DVT with PE, was started on heparin and then is now on Eliquis. The patient’s information is being sent, so more information will be added tomorrow for his chart. Family stated that he was sleeping good while there, his PO intake was at its baseline, pain was not an issue and he was cooperative with care, no agitation or aggression. The patient was hospitalized from 04/23/2024 to 04/30/2024.
MEDICATIONS: Eliquis 5 mg q.12h., BuSpar 5 mg h.s., Depakote 125 mg q.d., docusate one tablet b.i.d., Aricept 10 mg h.s., Lasix 40 mg one tablet b.i.d., Claritin 10 mg q.d., Megace 800 mg q.d., Namenda 5 mg q.12h., metoprolol 50 mg q.12h., Protonix 40 mg q.d., MiraLAX p.r.n. q.d., Zoloft 50 mg q.d. and B12 1000 mcg q.d.
ALLERGIES: MORPHINE, SULFA, KEFLEX, PCN and TETRACYCLINE.
DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: Older gentleman resting comfortably in his manual wheelchair, napping actually, was cooperative to exam.
VITAL SIGNS: Blood pressure 112/76, pulse 72, temperature 97.7, respiratory rate 18, and weight 126.6 pounds.
HEENT: He still maintains all of his hair. Glasses are in place. Sclerae clear. Nares patent. Moist oral mucosa. Breathing through his nose.

CARDIAC: Regular rate and rhythm. No murmur, rub or gallop. PMI is nondisplaced.

ABDOMEN: Scaphoid, nontender. Bowel sounds hypoactive. No masses.
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RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. He did have dressings on bilateral heels. Family states that it was to prevent breakdown of his heels.
SKIN: Warm, dry, and intact with good turgor. We will check his bottom tomorrow and empirically start barrier protection to be placed a.m., h.s. and after a BM.

NEURO: The patient recognized me. He did not speak, but nodded at me and was cooperative and appeared comfortable.
ASSESSMENT & PLAN:
1. Readmit from hospital. I am to receive the notes during his stay and studies that were done. We will review those and add them tomorrow for his chart. The patient was diagnosed with a DVT with PE, started on Eliquis. Plavix was discontinued. He has not appeared to be in any respiratory discomfort since treated with heparin.
2. Per family, the patient also had a pleural effusion that was drained, so he received thoracentesis with 1.6 L drained per their report. We will verify when I review notes to be received.
3. Indwelling Foley catheter. This was placed more for convenience as the patient was diuresed and they were told that he would not have to be getting up and down or worry about using a urinal. They want to know if it can be discontinued and I told them that it can, so order is written for discontinuation of Foley catheter and family is in agreement.
CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

