


PROGRESS NOTE

RE: Monty Hoeflein
DOB: 07/24/1952

DOS: 08/01/2024
The Harrison AL

CC: A 90-day note.

HPI: A 72-year-old gentleman seen in room he was lying on his bed for step report he usually is watching the news however he stopped and engaged for exam. The patient’s baseline is Parkinson’s disease and he has peripheral neuropathy tells me that he went to see Dr. DeSousa, neurology at Mercy Clinic and saw her PA who refilled his Rytary, which he had been out of for several weeks. Discussion during that visit was about his gait. He states that he cannot feel his feet in relation to the ground and B12 level was drawn. He states it was low and he was started on B12 1000 mcg q.d. When I went to examine him, there was a pill on the ground I picked it up and he quickly identified it as gabapentin I told him that medication was more of benefit when taken rather than lying on the ground. The patient self-administers his medication, he did pass the evaluation from a cognitive perspective. I told him there may be component of the ability for him to hold his medication until he gets it in his mouth. Going down checklist patient states that he sleeps without difficulty. His appetite is good. He generally stays in his room for all of his meals. His appetite is good. He asked about mobility he has kind of a state-of-the-art light wheelchair that he uses to get around. He does leave his room for safety in his room he has a walker that he uses. He denies any recent falls. As to asking for staff assist patient stated that staff implied by what they say that he is bothersome when they request assistance. He cited today as an example when he was asking for help to get up and go to the toilet the aide stated that she be back and did not return for at least half an hour. Told the patient that he needs to ask for assist and if there are problems with a particular staff, I will check periodically and he can let me know and will address it that way.

DIAGNOSES: Parkinson’s disease, DM II, HTN, tachycardia, and gait abnormality.

MEDICATIONS: Gabapentin 300 mg t.i.d., losartan 100 mg q.d., Rytary 48.75/195 mg one p.o. b.i.d., and B12 1000 mcg q.d.

ALLERGIES: NKDA.
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DIET: Regular and DM II diet.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Fairly well developed and nourished male lying on his bed covered with watching television nurse was present.
VITAL SIGNS: Blood pressure 116/74, pulse 79, temperature 98.2, and respirations 18.

HEENT: The patient has full thickness hair. EOMI. PERLA. Anicteric sclera. Nares patient. Moist oral mucosa with native dentition with fair repair.

CARDIAC: Regular rate and rhythm. No murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Lungs fields are clear. No cough and symmetric excursion. There are decreased bibasilar breath sounds.

ABDOMEN: Flat, nontender, and bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. He has fairly maintained some muscle mass and motor strength.

NEURO: CN II through XII grossly intact. He makes eye contact. He has hypophonia. Content of his speech is clear and coherent. He has appropriate questions. He is able to give information. Facial affect is blunted.

ASSESSMENT & PLAN:

1. Parkinson’s disease and recent visit with neurologist Dr. DeSousa. B12 level drawn low started on B12 p.o. q.a.m. and I am writing order for supplement to be in room.

2. Peripheral neuropathy. He continues with gabapentin 300 mg t.i.d. and at this point there is minimal improvement noted by patient.

3. Polycythemia and baseline lab from 07/06/2024. H&H show is 17.6 and 51.4 with normal indices and platelet count WNL at 300 2K. Asked patient if he recalls ever having an abnormal CBC or heard there were polycythemia regarding his blood work. He stated no and will contact family to see whether or not there is any recollection of this. At this point, no phlebotomy indicated.

4. CMP review. T-protein 6.1 otherwise all values WNL.

5. History of gout. Uric acid checked and is 6.7. The patient was on allopurinol 100 mg q.d. but states that he quit three months prior to the lab draw. He denies any joint discomfort and by physical exam no red and inflamed MCPs or PCPs.

6. DM II. The patient had been on metformin and states that he stopped at a couple of years ago. He was fine with a baseline A1c drawn and it is 6.2, which for his age if he were on medication would be an acceptable value so we know what it is and I told him we will just keep track of it periodically and no medication to be initiated at patient’s request.
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7. General care. The patient is still cognitively fairly intact and able to voice his needs. Mobility is an issue but he does get up self-transfers. He has had no falls. The patient administers his own medication having passed the questionnaire by the DON. The other issue is addressing the staff that patient does have a genuine physical need at times for assist regardless of his appearance of a relatively healthy younger patient. We are putting a request for maintenance to hang his artwork. The patient has four large pieces of artwork to be done by a friend and the other two done by him as he is an artist and so he said he would like that but he has been here a month and a half and nothing has happened while I told him we will try to make that happen.
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Linda Lucio, M.D.
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