


PROGRESS NOTE
RE: Robert Stem
DOB: 10/05/1928
DOS: 05/31/2024
Jefferson’s Garden AL
CC: Rhonchi and thinks he has ear cancer.
HPI: A 95-year-old gentleman seen in room, he was seated in his wheelchair waiting for me. When I asked how he was feeling, he said that he had been having cough with congestion. Denies having any fevers or chills. He has fair PO intake of both food and fluid. No difficulty chewing or swallowing. Then, on the left ear pinna, he holds his ear and states that he thinks he has got skin cancer of the ear. I asked if he had ever had it before, he stated no and could not tell me why he thought it was skin cancer of the ear. Overall, he comes out for three meals a day. He sleeps at night without difficulty, wears his O2 at h.s., and can get through the day without supplemental O2. He has had no falls. He then brings up also that he just will get this random urge that he has to urinate and has to go right then in there and often when he gets to the bathroom and has not urinated on himself that it is just a very small amount that comes out. He denies any pain or discomfort with urination and no fevers or chills.
DIAGNOSES: Congestion with bilateral rhonchi; the patient has supplemental O2, OAB symptoms new, insomnia, DM II, CAD, HLD, hypothyroid, asthma, COPD, history of CHF and BPH.
MEDICATIONS: Lipitor 20 mg q.d., Os-Cal q.d., Plavix q.d., Eliquis 2.5 mg b.i.d., glipizide 5 mg q.d., Imdur 30 mg q.d., Januvia 50 mg q.d., levothyroxine 50 mcg q.d., metoprolol 25 mg b.i.d., Singulair q.d., Mucus Relief one tablet t.i.d., MVI q.d., KCl 10 mEq q.d., Flomax q.d., and torsemide 20 mg q.d.

ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.

Robert Stem
Page 2

PHYSICAL EXAMINATION:
GENERAL: The patient was alert. He was waiting for me when I came to their apartment and begins telling me what his concerns are.
VITAL SIGNS: Blood pressure 158/78, pulse 78, temperature 97.6, respiratory rate 20 and weight 180 pounds.

HEENT: Left ear the top part where the thick cartilage is, it was dark pink, edematous. Skin was intact. No lesions or vesicles noted. There is no drainage.

RESPIRATORY: Mild conversational dyspnea. Normal respiratory effort and rate. Bilateral rhonchi with wheezing. There is some improvement with cough. No expectorant and no nasal drainage. The patient has O2 that he can wear throughout the day, but he chooses to use it only at h.s.
GU: Palpation of his lower pelvic area, there is no pain. There is a little discomfort overlying the bladder area as he states that he had to urinate, but otherwise no significant findings.

NEURO: He makes eye contact. Speech is clear. He is able to voice his needs and understands what I relate to him. He does help his wife and he gets a bit frustrated with her, but is able to just take a step back and not try to be the one to take care of her medical problems.
ASSESSMENT & PLAN:
1. Left ear redness with edema. I think that he has chondritis, so Augmentin 500/125 mg one tablet q.8h. x 7 days and keep the area clean.
2. Respiratory wheezes with rhonchi. Prednisone 10 mg tablets, it will be 30 mg p.o. q.d. x 4 days, then 20 mg q.d. x 1 week and then we will decide whether I can discontinue or need to leave him on a lower maintenance dose of 10 mg q.d.
3. Overactive bladder symptoms. Detrol 2 mg one p.o. b.i.d. and we will see how he does. Followup in three weeks.
CPT 99350
Linda Lucio, M.D.
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