


PROGRESS NOTE

RE: Michael Povec
DOB: 06/05/1935

DOS: 05/02/2024
HarborChase AL

CC: Lab review.

HPI: An 88-year-old gentleman seen in room, he was seated comfortably in his recliner watching the news and receptive to reviewing his labs. He told me that the room was cold and he said that they must keep the temperature up _______ in the whole building and I told him that he could adjust it in his room, so I showed him how to do that from a distance and he said that he did not know that that was there. He has been in facility about two and half weeks, states that he is sleeping good, his appetite is good, he comes down for occasional activities and he feels comfortable. He has had no falls, pain is not an issue and feels like he is getting along without difficulty. The patient brought up the issue of shortness of breath. He has a diagnosis of COPD, had used O2 at his previous facility. When I spoke with his son/POA Mark, he told me that there were canisters of the portable O2 that his father had left in his older residence, so his son brought them back to Oklahoma and when he is back in town, will bring them here. I asked the patient if he was interested in getting O2 and he said he definitely was. At his other facility from which he transferred, he was on hospice care; COPD was the diagnosis. At this point, I do not know that he qualifies with that diagnosis, someone requested that he be evaluated by hospice, I will write the order for it, but I would not be surprised if he does not meet criteria.

DIAGNOSES: Alzheimer’s dementia, hypertension, COPD, and depression.
MEDICATIONS: Albuterol MDI two puffs q.4h. p.r.n., ASA 81 mg q.d., benzonatate 200 mg one t.i.d., Plavix q.d., MVI q.d., Lasix 20 mg q.d., Namzaric ER one q.d., olmesartan 40 mg q.d., KCl 10 mEq q.d., Seroquel 25 mg h.s., Zoloft 100 mg q.d., and sodium bicarbonate 650 mg one-half tablet b.i.d.

ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentleman seen in room. He was pleasant and cooperative.
VITAL SIGNS: Blood pressure 147/72, pulse 88, temperature 97.1, respirations 18, and weight not available.

MUSCULOSKELETAL: He ambulates with the use of a walker, he is steady and upright. No lower extremity edema.

RESPIRATORY: Normal effort and rate. His lung fields were clear. No cough. He did not appear SOB in a sitting position.

ASSESSMENT & PLAN:

1. Anemia. H&H are 9.4 and 27.5 with mildly macrocytic MCV and MCH. We will start B12 and folate q.d. and do a followup CBC in six months.

2. Thrombocytopenia. Platelet count mildly suppressed at 155,000, but no evidence of bleeding.

3. Hypoproteinemia. T-protein is 5.4 and albumin WNL. I talked to the patient about his eating pattern before he came here, he stated that he never cooked for himself as he did not like it and he did not particularly care for the food at the facility he was in, so he acknowledges having lost some weight, but he is eating better now that he is here, so we will just do a recheck.

4. Elevated BUN and creatinine. BUN is 34.7 and creatinine is 2.35. We will go through records that he brought with him to assess previous values and he is on a diuretic. Lasix 20 mg q.d. I am going to hold that times one week and, if he does not end up with lower extremity edema, then I may just hold it for an indeterminate time.
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