


PROGRESS NOTE

RE: David Seelen

DOB: 08/24/1949

DOS: 06/19/2024

Rivendell AL

CC: Medication change requested and followup on family visit.

HPI: A 74-year-old male seen in the room. The patient had Candidiasis of the groin and perirectal area secondary to poor hygiene. Since he has been showering routinely and had care with Nystatin cream and powder, the Candida has resolved and he states that his skin looks and feels like normal skin again. The patient’s brother/guardian James visited the patient today. The patient brought that up and acknowledged that he had been here to see him. The patient continues to voice that he wants to go home and wants to know when he can do that. He feels fully capable of taking care of himself and I just asked him to be realistic about the way that he was living prior to coming here and that he required lockup in a Geri-psych facility prior to AL. He was quiet and did not challenge that. The patient also acknowledges that he comes out for all meals. He does activities and named the activities that he likes doing and has been physically taking better care of himself. I then contacted the patient’s brother James who was initially POA and he has gone to court and then named as his brother’s legal guardian which is a step more of responsibility. He also brought up that the patient has vehicles that still have money owed on them and there are buyers for those vehicles and James is looking at what to do with his brother’s assets at this point in time. He acknowledged that his brother looked healthier and he seemed more clearheaded than the last time that he saw him and after talking, he stated he felt he got the information that he needed and that it is in his brother’s best interest that he remain here.

DIAGNOSES: MCI, history of daily marijuana use for 60 years, HTN, HLD, peripheral neuropathy, anxiety disorder and COPD.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

David Seelen
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MEDICATIONS: Lipitor 10 mg h.s, Depakote 250 mg b.i.d., Aricept 5 mg h.s, Omega-3 q.d., folic acid 1 mg q.d., gabapentin 300 mg q.8h., hydroxyzine 25 mg b.i.d., melatonin 10 mg h.s., olanzapine 10 mg 8 p.m. and 2.5 mg at 8 a.m., omeprazole 40 mg q.d., and MVI q.d.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and interactive.

VITAL SIGNS: Blood pressure 118/70, pulse 68, temperature 97.4, respirations 16, and weight 135 pounds.

MUSCULOSKELETAL: Independent ambulation. No lower extremity edema. 

NEUROLOGIC: Orientation is x 2-3. Speech is clear. Voices his needs. Understands given information. He has limited insight and judgment as regards himself and his previous lifestyle but he is honest and he does listen when spoken to.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Cutaneous candida resolved. Nystatin powder is changed to p.r.n. and the patient is able to ask for what he needs.

2. Social: I spoke with his brother/guardian James for 30 minutes regarding the patient’s current status and he would like him to stay here for the duration. He said I believe that he has found home and then he needs to deal with the patient’s assets and let him know what he is doing.

CPT 99350 and direct POA contact 30 minutes

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

