


PROGRESS NOTE

RE: Walter Gilcrease
DOB: 06/06/1935

DOS: 08/21/2024
Rivendell AL

CC: Request to self-administer medications.

HPI: An 89-year-old gentleman seen in his apartment. He was alert, well groomed, and in good spirits. The patient is very active and tells me that he goes out twice a day by 6 in the morning to go to the men’s breakfast club, which meets at 7 o’clock. He states that he is out of the facility 6 a.m. at least 2 to 3 mornings a week and spends the day out with friends. He has a vehicle so he gets himself around. At home, he administered his own medications and for period of time administered his wife’s medications to her while she was ill. I told him that he would have to have the nurse go over with him to assess his ability to safely administer on medications and he is comfortable with doing that.

DIAGNOSES: Parkinson’s disease, unspecified dementia stable, HTN, HLD, CAD, glaucoma, peripheral neuropathy, BPH, DJD of L-spine, and CKD III.

ALLERGIES: Multiple see chart.
CODE STATUS: Full code.

DIET: NAS.

MEDICATIONS: 5 mg q.d. and this is a recent decrease from 10 mg per his cardiologist, Lipitor 40 mg q.d., Sinemet 25/100 mg one tablet t.i.d., Plavix q.d., Aricept 10 mg h.s., FeSO4 q.d., Flonase two sprays OU q.d., Lasix 20 mg q.d., gabapentin 300 mg q.a.m., and 300 mg capsules x3 to equal 900 mg at h.s., latanoprost OU q.p.m., losartan 100 mg q.d., Namenda 10 mg b.i.d., nadolol 20 mg q.d., Protonix 40 mg q.d., KCl 10 mEq q.d., ranolazine 500 mg b.i.d., Flomax q.d., MVI q.d., trazodone 50 mg h.s., D3 2000 IUs q.d., and B12 1000 mcg q.d.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed, and very spirited.
VITAL SIGNS: Blood pressure 118/66, pulse 54, temperature 97.1, respirations 16, and weight 155 pounds.

Walter Gilcrease

Page 2

NEURO: He makes eye contact speech is clear can voices need understands given information. He does have some short-term memory deficits. Affect congruent with situation.

MUSCULOSKELETAL: Ambulates independently. Moves all limbs in a normal range of motion. No lower extremity edema.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

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

ASSESSMENT & PLAN: Medication administration. The patient requests to self-administer. He will have to be evaluated by the nurse reviewing medications and his understanding of purpose and proper dosing and if all is well he will have medications in his room and we will refill as needed.
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