


PROGRESS NOTE

RE: Arthur Wellborn
DOB: 01/23/1933
DOS: 05/14/2024
Rivermont AL
CC: Followup on increased fluid and food intake.
HPI: An 91-year-old gentleman seen in room that he shares with his wife. He is sitting back in the recliner in the corner of the room while she is sitting at bedside in her wheelchair. He is watching her as I address her first and is waiting in the event he needs to give information. He tends to be his wife’s caretaker and we encouraged him to let staff assist in that. As to him, he had been encouraged after last visit that he needed to increase his fluid intake especially water he states that he thinks he is doing that, I also decreased his diuretic to every other day and he has not had any increase in lower extremity edema as a result. Also last visit, the patient’s levothyroxine 0.5 mcg q.d. was held as his TSH was 0.03 and it was to be restarted after one week of being held. The patient gets his medications through the VA and they have not been able to get this dose of medication unclear why. I told him we could just order it through regular pharmacy and see if they have it if not order it out 1 mcg one half tab daily and he is okay with that.
DIAGNOSES: Hypothyroid, hyperlipidemia, hypertension, seasonal allergies, osteoporosis, BPH, lumbar spine stenosis, history of recent MI with angioplasty, and x2 cardiac stents.
MEDICATIONS: Tylenol 500 mg two tablets 7 a.m. and 1 p.m., probiotic q.d., ASA 81 mg q.d., Zyrtec 10 mg q.d., Eliquis 5 mg b.i.d., Nasalide spray q.d. HCTZ 25 mg q.o.d., IBU 200 mg two tablets at h.s., which is 8 p.m. and 2 p.m. if needed, Imdur 30 mg one half tablet q.d., Toprol 25 mg q.d., MVA q.d., Niacin 500 mg two capsules h.s., ramipril 5 mg q.d., Zocor 40 mg h.s., Flomax q.a.m. and D3 1000 IUs q.d.

ALLERGIES: CODEINE and PCN.

CODE STATUS: Full code.

DIET: Regular with thin liquid.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, looks comfortable, seated quietly.

VITAL SIGNS: Blood pressure 98/64, pulse 78, temperature 97.6, respiration 17, saturation 96% and weight 153 pounds.
HEENT: Male pattern baldness. Glasses in place. Nares patent. Moist oral mucosa.

CARDIOVASCULAR: An irregular rhythm without murmur, rub or gallop. PMI non-displaced.
RESPIRATORY: Normal effort and rate. Lung fields clear. No cough symmetric excursion.
MUSCULOSKELETAL: The patient ambulates independently. Moves arms in a normal range of motion. No lower extremity edema.

SKIN: Warm, dry and intact with good turgor.
ASSESSMENT & PLAN:
1. Hypertension noted today. I am requesting that BP and heart rate be checked daily x2 if there is a stable pattern and then we will review his cardiac medications, which are few.

2. Hypothyroid, we will get the TSH the routine pharmacy and once he has been on it for minimum six weeks will redraw TSH.

3. Volume contraction, we will do the TSH, we will recheck a BMP and hopefully the patient’s BUN and creatinine are in normal ratio.

4. Code status. I talked with son/POA about this three weeks ago when he was going to speak to his father and then let me know what his expressed wishes were, I have not heard from them, so I just let it be for now.

CPT 99350
Linda Lucio, M.D.
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