


PROGRESS NOTE

RE: Walter Gilcrease

DOB: 06/06/1935

DOS: 05/15/2024

Rivendell AL

CC: Lab review.

HPI: An 88-year-old gentleman seen in his room. His son-in-law Fred Humphrey was present and a nurse from the patient’s long-term care insurance was also present. She told me she had some questions for me and was evaluating the patient for appropriateness to collect on his insurance. She stepped out of the room along with Fred so that I could visit with the patient and he looked at me and told me that for 30 years he had paid $3000 a year for this insurance and I reassured him that I would write a letter on his behalf if they deny him service. The patient states he is feeling good. He is sleeping at night. His eating has improved. He states he feels like he is going to get healthier just being here and he is just pleased that he has made this move.

DIAGNOSES: Unspecified dementia without BPSD, HTN, CKD, DJD of L-spine, Parkinson’s disease, seasonal allergies, peripheral neuropathy, glaucoma, GERD, CAD with angina, and BPH.

DIET: NAS.

ALLERGIES: Multiple – see chart.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed, and very engaging.

VITAL SIGNS: Blood pressure 125/69, pulse 62, respirations 14, and weight 161 pounds.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough.

NEURO: He is oriented x 3. Speech clear. Makes eye contact. He is able to give information and answer questions that are appropriate. He is HOH so I have to speak a little louder.

Walter Gilcrease

Page 2

MUSCULOSKELETAL: Later I saw him ambulating from the dining room. He was using his walker at a moderate pace, waved over at me and had a big smile. He has no lower extremity edema.

SKIN: Warm, dry, and intact with fair turgor.

ASSESSMENT & PLAN:

1. Hypoproteinemia. T-protein is 5.5, albumin 3.4, and remainder of CMP WNL. The patient has Boost and will drink one can q.d. I am requesting that staff go in about 2 in the afternoon and get a carton out to remind him to drink it. His PO intake has improved since he has been here.

2. Screening TSH WNL at 2.68.

3. Anemia. H&H are 11.9 and 36.2 with normal indices and platelet count. We will follow for now.

4. Gait instability with some mild imbalance. The patient requests PT. It turns out actually that the granddaughter of a longtime friend to his saw him here when she was working with another patient, approached him and told him that she works with Focus on Function and she would be happy to do therapy for him so to just tell me that he needed it. I told him that I would be happy to order therapy for him if he felt it would benefit him, but I told him I do not take direction from staff from other services so I was going to ignore what she had done and he winked at me and said he understood what I was saying and he was okay with that. The patient brings up that he is having a hard time sleeping. He will go to bed, lie there for a little bit, fall asleep for a few hours, wakes up about 3 in the morning and then just lies there and by the time he is ready to sleep again it is time to get up.

5. Anemia. Even though indices are normal, I am going to do a trial of FeSO4 one q.d. for three months and then discontinue.

6. Insomnia. Trazodone 50 mg h.s. If patient is not sleeping in an hour, can re-dose him another 50 mg.

7. Hypoproteinemia. Boost one can q.d. 2 p.m. Staff will remind.

8. Gait imbalance. PT and OT with Focus on Function.

CPT 99350 and directs POA contact with Fred 15 minutes

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

