


PROGRESS NOTE

RE: Henry Hanna
DOB: 03/10/1934
DOS: 06/17/2024
Rivermont AL

CC: Constipation.

HPI: A 90-year-old gentleman seen in room. His wife was also present and he was the first to be seen. Overall, the patient comes out for meals. He is sleeping at night. He uses his walker to get around and has had no falls. He brings up the only issue that he feels he has his constipation telling me that he will go several days with just small amount of BM and then he will have one big BM that requires a lot of straining, is uncomfortable, and feels like he fully evacuates them. He currently takes MiraLax twice daily. He states he has good fluid intake and then tells me that he had purchased Senokot-S over the counter and wonders whether he should take that. I explained to him how MiraLax works as a fiber bolus, but now he needs something to stimulate bowel motility and that is why the Senokot-S would come in. So, I encourage that he add that to his regimen. Also, the patient had prednisone and meclizine that had been ordered at my last visit and for whatever reason it got here late, his symptoms have abated but he wanted to be able to take to keep some of the meclizine. I am returning the rest and I told him it does not work that way we cannot tamper and then return so he opts to keep, but we would like to have some meclizine that he can carry on his person for when needed.

DIAGNOSES: Ménière’s disease with occasional vertigo, gait instability, uses a walker, osteoporosis, BPH, HTN, hypothyroid, and allergic rhinitis.

MEDICATIONS: MVI q.d., levothyroxine 175 mcg q.d., melatonin 5 mg two tablets h.s., Toprol 25 mg q.d., pravastatin 20 mg q.d., D3 1000 IUs q.d., and vitamin C 500 mg q.d.
ALLERGIES: AMOXICILLIN, ARBs, SULFA, and LISINOPRIL.
DIET: Regular with thin liquid.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and interactive.
VITAL SIGNS: Blood pressure 126/69, pulse 58, temperature 98.1, respirations 17, O2 saturation 98% on 4 L and weight 141 pounds.

HEENT: Sclerae clear. Wears glasses. Nares patent.
CARDIAC: He has an irregular rhythm without murmur, rub, or gallop.

RESPIRATORY: He had bibasilar rales that extend to mid lung field. No cough or SOB noted.

ABDOMEN: Slightly protuberant, hyperactive bowel sounds slightly distended, nontender.

MUSCULOSKELETAL: Ambulates independently in his room. He uses a walker outside of room. No lower extremity edema. Moves arms in a normal range of motion.

ASSESSMENT & PLAN:
1. Constipation. Continue with MiraLax a.m. and h.s. and about three in the afternoon take two Senokot tablets and continued drink plenty of fluid.

2. Lab review. The patient’s TSH is WNL at 0.71, on levothyroxine 175 mcg q.d. he was previously on 200 mcg q.d. with over suppression of TSH now normalized.

CPT 99350
Linda Lucio, M.D.
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