


PROGRESS NOTE

RE: Tom Swyden
DOB: 10/23/1927
DOS: 07/11/2024
The Harrison AL
CC: 90-day note.

HPI: A 96-year-old male with advanced unspecified dementia seen today for a 90-day note. The patient was in the game room sitting by himself. So, I approached him with another staff member and introduced myself and asked him if I could just check on him to make sure that everything was doing well. He stared at me with a blank expression. He is very hard of hearing and it is unclear that he heard much of what I was saying. The other staff member present basically yelled into his ear and he could understand and he was agreeable. Overall, the patient is a quiet gentleman. He tends to keep to himself in room where he watches TV. Family brings snacks for him and he will consume those. He comes out for meals generally three times a day and will sit at a table by himself. His son or daughter one will visit every day. So, he has someone to play shuffleboard with or who will just spend time with him. The patient is quiet. He did not have much to say to the basic questions that I asked him. Staff reports that he has had no falls. He is cooperative with care to include taking medications and his p.o. intake has decreased previously. He was going through a period of just over voracious appetite with weight gain. He is now eating more normal sized meals.

DIAGNOSES: Advanced to severe unspecified dementia, DM-II no longer on medication, history of acute blood loss anemia, dysphasia with occasional postprandial cough which is significantly decreased, and gait instability has an electric wheelchair for transport.
MEDICATIONS: Allopurinol 100 mg MWF, Norco 5/325 mg one tablet q.h.s., MiraLax MWF and p.r.n. Tylenol.

PHYSICAL EXAMINATION:

GENERAL: Elderly male seated in his electric wheelchair. He was quiet, just looking about randomly.

VITAL SIGNS: Blood pressure 120/70, pulse 68, temperature 97.1, respirations 16, and weight unavailable.
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RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to effort. Lung fields are clear. No cough.

CARDIAC: He has a regular rate and rhythm without murmur, rub, or gallop. Heart sounds are distant.

ABDOMEN: Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Overall, he has a stooped posture. He has limited weightbearing capacity in room. He will try to walk a short distance holding onto things. Encouraged to use the call light. Trace ankle edema. Intact radial pulses.

NEURO: Very hard of hearing. So communication is limited. Orientation is to self and Oklahoma. He can speak. He does so infrequently. He has a change in the volume of his speech, it is gruff and family states that they have a difficult time understanding him now. He is able to get his point across if he needs to. Affect is generally bland, but can brighten depending on the activity or whose presence. He can be coaxed into cooperating and he seems to be okay with having company every day of the week.
SKIN: Good turgor. Senile keratoses scattered. No significant lesions, bruising or skin tears.
ASSESSMENT & PLAN: 90-day note. The patient has had no acute medical events to include falls this period. He is followed by Valir Hospice who whose care has helped keep the patient stable and also spend time with him when family is not available. No current changes in medication and family not around. So, we will address any questions they may have when seen in facility.
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