


PROGRESS NOTE

RE: Sam Castleberry
DOB: 06/19/1935
DOS: 07/08/2024
Jefferson’s Garden AL
CC: Request cough syrup.

HPI: An 89-year-old gentleman seen in room. DON tells me that he has had an intermittent cough nonproductive that he attributes to allergies. Given that it was interrupting him at bedtime and eating, DON gave him Robitussin cough suppressant which today he tells me helped rather quickly. With the cough intermittent, he denied any headache, chest pain or SOB and no significant cold symptoms and that he had no runny itchy eyes, no ear pain or congestion and again no expectorant. At baseline, the patient is very hard of hearing. He has one hearing aid and recently went shopping for new hearing aids which he purchased. He states that the feel is awkward as far as how they fit and he has contacted them with plan to go and readjust them or possibly get different hearing aids.
The patient continues to do PT. He has set of exercises that he does in room on his own. He continues to walk with the walker. He has had no falls and has chronic left lower extremity pain started with a growth at the back of his left knee which seem to rupture and go away on its own possibly a Baker cyst. But he states since that occurrence which was a few years back, he has had the discomfort with ambulation. He denies any numbness or tingling and his knee does not give out from under him. No falls this past 30 days.

DIAGNOSES: DM-II, HTN, CAD, BPH, atrial fibrillation on Eliquis, depression, and gait instability continues to work on this.

MEDICATIONS: ASA 81 mg q.d., Eliquis 2.5 mg b.i.d., Lipitor 10 mg h.s., Coreg 3.125 mg b.i.d., losartan 25 mg q.d., spironolactone 25 mg q.d., glipizide 5 mg at 8 a.m., Senna Plus one q.d., Zoloft 50 mg q.d., D3 5000 IUs q.d., and B12 5000 mcg q.d.

ALLERGIES: PCN, DOXYCYCLINE, HYDRALAZINE, GLUTEN, and LEXAPRO.
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CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient seated comfortably in his room. He is alert and engaging.

VITAL SIGNS: Blood pressure 148/74, pulse 69, temperature 98.1, respirations 20, and weight 153 pounds.

HEENT: Full thickness hair and groomed. Sclerae are clear. Glasses in place. Bilateral hearing aids in place. I did have to repeat myself a few occasions as he could not hear. Native dentition in fair repair.

NECK: Supple.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. There is decreased bibasilar breath sounds.

CARDIAC: He had a regular rate and rhythm. No M, R. or G. PMI nondisplaced.

NEURO: He is alert and oriented x 3. Speech is clear. He can voice his need. He understands given information if he can hear it and remains compliant with care. He is self motivated and wants to be as independent as possible which he is doing here.

ASSESSMENT & PLAN:
1. Intermittent cough. Robitussin 10 mL p.o. q.6h. p.r.n. and the patient is able to ask for medications.

2. Left leg and foot discomfort. The patient has p.r.n. Tylenol 500 mg one tablet q.6h. p.r.n. and IBU 400 mg q.8h. p.r.n. For now, the patient defers to scheduled medications or other pain medication.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
