


PROGRESS NOTE
RE: Tom Swyden
DOB: 10/23/1927
DOS: 07/26/2024
The Harrison AL
CC: 90-day note.
HPI: A 97-year-old gentleman who was in Bingo and finally we were able to get to him to examine him and speak with him. The patient generally does not like to have to sit and talk about his medical staff and he made it clear he wanted to go in the game room and I had a time limit. The patient is hard of hearing so there was some loud talking going on and when he could hear and understand what I was saying, he would give an answer or grunt or roll his eyes. When I asked if he had any pain that he wanted treated, he looked at me like I was crazy and he said “if I had any pain” he said “I would tell you” and so that was good enough and regarding sleep, he stated he sleeps and he stated probably too much. His appetite is always good and he eats whatever he wants. Family brings snacks that they had decreased because of how much he was eating and weight gain. The patient had no falls or other acute medical events this past 90 days.
DIAGNOSES: Advanced unspecified dementia, history of anemia secondary to acute blood loss anemia, gout, chronic pain management, and constipation issue.
MEDICATIONS: Allopurinol 100 mg MWF, Norco 5/325 mg one tab p.o. h.s., MiraLax q. MWF, and Calmoseptine ointment to his bottom a.m. and h.s. and after any bowel movement.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Well-developed and nourished male in his manual wheelchair, going into game room. He had a mission and I had a time limit with him.
VITAL SIGNS: Blood pressure 125/64, pulse 80, temperature 98.1, respiratory rate 18, and weight not available.

HEENT: He has full-thickness gray hair. He wears corrective lenses. EOMI. PERRLA. Nares patent. Moist oral mucosa. He also has facial hair that is trimmed.
CARDIAC: Distant heart sounds. Regular rate and rhythm. Did not hear a murmur, rub or gallop.

ABDOMEN: Slightly protuberant, nontender. Hypoactive bowel sounds. No masses or distention.

RESPIRATORY: Normal respiratory effort and rate. Lung fields clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: He has a manual wheelchair that he propels with his feet and his hands. He stops to rest as needed. He has no lower extremity edema. He moves arms in a normal range of motion. He has some senile keratoses scattered – face, neck and dorsum of hands.

SKIN: Dry. There are a few scattered bruises resolving, but no breakdown or skin tears noted.

ASSESSMENT & PLAN:
1. 90-day note. No acute medical events to include falls. The patient continues to come out of room to for all meals though he does sit alone, does not interact with anyone, but then he likes going into the game room and eventually there will be someone come in and socializes during that time. Family remains an active part of his life with visiting him and bringing what he needs.
2. History of anemia secondary to procedure with resultant internal bleeding and he had multiple transfusions for up to six months. His last CBC was 09/22/2023. We will redraw a CBC to assure that he is within the fairly normal range.

3. Hypoproteinemia at 5.9 and hypoalbuminemia at 2.9. We will recheck CMP to assess that value.
4. History of DM II. He was off metformin 250 mg b.i.d. for three months and then and A1c was checked and it was 7.0 so will do a followup on that.
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