


PROGRESS NOTE
RE: Millard “Don” Lindsey
DOB: 03/10/1938
DOS: 06/13/2024
HarborChase AL
CC: Multiple issues.
HPI: The patient’s daughter/POA Michelle Lindsey requested that the patient’s pain medication oxycodone IR 5 mg be changed to p.r.n. it is currently given on a b.i.d. routine dose schedule. I explained this to him he seemed aware of it. Apparently she had spoken with him so there was no resistance. He asked me why he just stayed in bed all day and did not want to get out of bed and I told him there may be some component of depression and he is already on fluoxetine, but he states he has been on it for years and I told him that it was time to change it up and he is open to that and then I told him he needs to get up and start going to the dining room none of this continued eating in his room and that he needs to start being social. He was now resistant to that idea, but I told him he is going to start doing it and that it will make a difference for him.
DIAGNOSES: Depression, HTN, history of CHF, MCI, DM II, and history of hypokalemia.
ALLERGIES: SULFA, CODEINE, PCN, ALBUTEROL and COMBIVENT.
CODE STATUS: DNR.

MEDICATIONS: Unchanged from previous note.
PHYSICAL EXAMINATION:
GENERAL: Well-developed and nourished male lying in bed in the same position as always with CPAP on his forehead.
VITAL SIGNS: Blood pressure 114/72, pulse 83, temperature 97.0, respiration rate 16 and 219 pounds.

HEENT: Sclerae clear. He has got a scruffy facial hair growth. Makes eye contact when he speaking to me.

CARDIAC: Regular rhythm at a regular rate. No rub or gallop noted.

ABDOMEN: Hypoactive bowel sounds. No distention or tenderness. Abdomen is slightly protuberant.
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MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. He is weightbearing, but assist using a wheelchair that I believe is electric that he can operate. He has no LEE.
ASSESSMENT & PLAN:
1. Depression. I am changing the patient’s antidepressant from fluoxetine 20 mg, which he has been on. He said for too long to remember and starting him on Effexor 37.5 1 mg daily for three days then increase to 37.5 mg b.i.d. and will follow up in two weeks.
2. Lethargy and isolation. The patient is to be in the dining room for all meals. No meals to be brought to his room and activities person to get the patient for at least two activities per week.
3. Social. I spoke with his daughter/POA Michelle Lindsey she was very happy to hear about all of the above and thanked me.
4. Pain management. The patient’s oxycodone IR 5 mg is now p.r.n. b.i.d. and still to be given with one tablet of 325 mg Tylenol.
CPT 99350 and direct POA contact 10 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

