


PROGRESS NOTE

RE: Ronald Chancellor

DOB: 08/26/1951

DOS: 07/17/2024

Rivendell AL

CC: Lab review and review MMSE.
HPI: A 72-year-old male seen in room. The patient again is post hospitalization for meningitis and encephalitis with the stay in skilled care afterwards and acknowledges that he is different since that experience i.e. his gait is unsteady and he just at times does not feel on balance. Prior to this hospitalization, the patient stated that his cognition he thought was normal. He is seen in room. When I knocked on the door a couple of times, there is no answer, I checked in, it was unlocked, so I opened it slightly and the patient was sitting right there in his living room couch just staring straight ahead, he then acted a bit strange, so I told him I would return and he said he would appreciate that, so I gave him about 25 minutes and went back. We reviewed his lab work and his MMSE and he appeared distractible while doing so. His speech was clear. He was animated, but there were clear memory deficits. The patient asked me to go over again why he was in the hospital and then where he went after that and I have gotten this each time that I have seen him more than once. He is quiet, keeps to himself, does come out for meals; apart from that, staff report they do not see him until they go and check on him. I then asked him about back pain as there was a comment he wanted p.r.n. Tylenol, he forgotten about that, but remembered that he had mentioned that, so I told him I would be happy to write for it.

DIAGNOSES: HTN, DM II, BPH, depressive disorder, status post hospitalization for bacterial meningitis/encephalitis.

MEDICATIONS: Unchanged from 06/28 note.

ALLERGIES: NKDA.

DIET: NCS.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, a little confuse and unsettled initially.

VITAL SIGNS: Blood pressure 124/78, pulse 72, temperature 98.0, and respirations 18.

CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: He was walking around his apartment, he is steady and upright. He does have a bit of a tremor of both of his hands and states at times he has to clap them hard together to get them to stop.

SKIN: Warm, dry, and intact with good turgor.

ASSESSMENT & PLAN:

1. Hypoproteinemia. T-protein and ALB are 5.5 and 3.4, reassured him that with continued appropriate diet and occasional protein drink that that will be brought up.

2. Hypocalcemia. His calcium is 8.3, one-tenth of a point low. I told him that that is not a concern at this time.

3. Screening TSH WNL at 2.81.

4. Normochromic normocytic anemia. H&H are 11.7 and 35.1, no intervention required.

5. History of DM II. A1c is 6.7, he is not on medication and we will not initiate.

6. MMSE. The patient scored 20/30, which is mild cognitive impairment. I told him that there may still be some recovery left in him after his extended hospitalization, without saying anything further to him I told him just to allow himself time and rest.

CPT 99350

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

