


PROGRESS NOTE

RE: Millard Lindsey
DOB: 03/10/1938
DOS: 06/06/2024
HarborChase AL
CC: UA followup.
HPI: An 86-year-old gentleman seen in room. He was in bed with his CPAP in place, but awake. I asked the patient how he was feeling and he said that he was okay. I talked to about the UA that was done and I asked him if he knew why it had been ordered. He said he did not. In any event, the UA was negative that I reviewed with him and told him that there was nothing that needed to be done. I asked him about his level of activities, getting out of bed, going to the dining room, etc. He is wanting to just stay in his room, have meals brought to him increasingly though the staff is encouraging him to come to the dining room. When he does not feel like doing that he just would not eat. I reminded him that he is a diabetic with insulin and if he is having weight loss due to decreased intake, I am going to have to adjust his insulin and he did not have any comment. In general, he seems very calm and comfortable. He acknowledges that he just wants to lie in bed. He does not state or acknowledged that he has significant pain as a reason. He just wants to be in bed.
DIAGNOSES: DM-II, OSA with CPAP use, HTN with CHF, MCI, and depression.

MEDICATIONS: MVI q.d., Pepcid 20 mg q.d., Proscar q.d., Prozac 20 mg q.d., glimepiride 4 mg q.a.m., lidocaine patch to low back, MiraLax q.d., spironolactone 25 mg q.d., Flomax b.i.d., torsemide 100 mg q.d., oxycodone 2.5 mg q.8h. p.r.n. and barrier protectant to specific skin areas.

ALLERGIES: SULFA, ALBUTEROL, CODEINE, PCN, and COMBIVENT.

CODE STATUS: DNR.

DIET: Regular, low-carb.
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PHYSICAL EXAMINATION:

GENERAL: The patient in bed with CPAP pushed up on forehead. He was alert and cooperative.

VITAL SIGNS: Blood pressure 114/72, pulse 83, temperature 97.9, respirations 17, and weight 219 pounds.

RESPIRATORY: Slight decrease in bibasilar breath sounds secondary to decreased respiratory effort, but rate is normal. Lung fields are clear. No cough.

CARDIAC: The patient has regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Slight protuberant and nontender. Bowel sounds present.

EXTREMITIES: Intact radial pulses. No lower extremity edema. He moves all limbs. He is weightbearing, but limited to pivot transfers. He propels a manual wheelchair.

NEURO: The patient makes eye contact. His speech is clear. He can make his point. He understands given information. Orientation is x 2. He has to reference for date and time. At times, his affect is just bland, but he is not rude or inappropriate.

SKIN: Dry. There are just areas of scaling and few old scattered bruises.

ASSESSMENT & PLAN:
1. Decreased p.o. intake with subsequent weight loss. I think that the weight today is from last month and probably higher than his actual weight. So, I have requested that he be re-weighed. I encouraged him to at least eat small amounts at each meal or drink a protein drink which he has available, but does not. The patient is staying hydrated. He has a small icemaker and a water dispenser in his refrigerator.

2. DM-II. Last A1c was on 04/25/24 at 7.8 on current medications. We will order A1c next month. The patient is on 10 units of Humalog in the morning as well as glimepiride.
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