


PROGRESS NOTE

RE: Ralph Jones
DOB: 03/02/1928

DOS: 07/08/2024
Jefferson’s Garden AL

CC: Routine followup.

HPI: A 96-year-old gentleman walking about the facility using his walker. He came to the dining room area where I was with charts and he just made eye contact with me, so I went out and spoke with him and asked him how he was doing and then he proceeds to tell me that this morning he thought he was having a stroke. He described having pain that started in the middle of his chest and then radiated from the left side through to the right side. He did not lose consciousness. He could hear and see everything. He said he just tried to keep still hoping that it would pass. I asked if he had told staff about this and he said no because he did not want to go to the ER or any restrictions put on him. I told him that anything medical that is of importance to him is important to us so just to let someone know. He said the stroke as he labeled it started about 9 a.m. this morning as he was getting ready to go out for breakfast. Unclear whether the patient has had a previous CVA.

DIAGNOSES: MCI, DM II, HTN, CKD stage III, gait instability – requires a walker, suprapubic catheter in place due to BLO and very hard of hearing - wears hearing aids.

MEDICATIONS: ASA 81 mg q.d., levothyroxine 88 mcg q.d., Toprol 25 mg q.d., MiraLax q.d., temazepam 15 mg h.s., and trazadone 150 mg h.s.

ALLERGIES: NKDA.
DIET: NCS.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Thin elderly gentleman who is very engaging when seen.
VITAL SIGNS: Blood pressure 124/71, pulse 97, temperature 97.7, respirations 12, and weight 167.3 pounds.
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HEENT: Male pattern baldness. Sclerae clear. Glasses in place. Nares patent. He has hearing aids on, but you must have to yell at it for him to hear you and primarily the right ear. When he understands, he can give answers or will respond accordingly.

MUSCULOSKELETAL: The patient is ambulatory with the use of a walker. He has a brisk gait. He has not had a recent fall, but has had falls in the past. He has no lower extremity edema. He moves his arms in a normal range of motion. Good grip strength.

SKIN: The middle of his upper chest he has a raised round area with a central core that looks like dried blood. It is tender to forceful touch but no warmth. No current drainage at this time. The patient states that it has been there approximately three months, but then tells me it has gotten worse over the past three months. When the lesion first came up, the patient states he woke up in the middle of the night and just pulled the raised area and was able to get it off and he wanted to see if I could do that for him with this lesion and I said no. We will send fax for wound care to assess and remove.

ASSESSMENT & PLAN:

1. Assess risk factors for CVA. Age is one with a long history of HTN, HLD, and DM II. DM II is in control for the patient’s age with an A1c of 8.2. The patient receives Basaglar insulin 15 units q.d.

2. HTN review. BPs show that systolics generally run 120s to 130s and heart rate all less than 100. We will monitor for such symptoms should they recur. I have encouraged the patient to let staff know when this is going on.
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