


PROGRESS NOTE

RE: David Seelen
DOB: 08/24/1949

DOS: 09/18/2024
Rivendell AL

CC: Requests continued tizanidine and completion of paperwork.

HPI: A 75-year-old who I observed walking the hallways using his walker when he stopped to speak with me, told me that he was going to get his strength back and it starts with walking routinely and I encouraged him to continue that. Also, on 09/11, submitted order for an appropriate-fitting wheelchair and order is to go through my office and we will follow up on that. I am also informed by the ED that family is requesting a letter. I requested that when families need letters that they come through my office. The patient also had a UA done last week and the results returned on 09/14 positive for Enterococcus faecalis and Klebsiella pneumoniae. Sensitivities were actually very interesting as there was no antibiotic to which either organism was sensitive, the best readings were a partial response and fortunately both organisms had a response to the same antibiotic. He tells me that he is the same sleeping good at night. His appetite is good. He comes out for all meals. He will participate in certain activities. Encouraged him to start doing the morning exercises and he has started doing that.

DIAGNOSES: MCI, history of mood disturbance and psychotic disturbance, atrial fibrillation, gait instability with balance deficits, polyarthralgias bilateral shoulders, left wrist and left knee and imaging done on 09/04 supports reason for his polyarticular pain.

MEDICATIONS: Lipitor 10 mg h.s., Depakote 250 mg b.i.d., Aricept 5 mg h.s., omega-3 q.d., folate 1 mg q.d., gabapentin 300 mg q.8h., hydroxyzine 25 mg b.i.d., melatonin 10 mg h.s., olanzapine 2.5 mg q.a.m. and 10 mg h.s., Zoloft 50 mg b.i.d., omeprazole 40 mg b.i.d., MVI q.d., tizanidine 4 mg t.i.d., tramadol 50 mg t.i.d., and Trelegy Ellipta MDI q.d.

ALLERGIES: NKDA.

DIET: Regular.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and pleasant.
VITAL SIGNS: Blood pressure 142/62, pulse 80, temperature 98.9, respirations 20, and weight 197 pounds.

MUSCULOSKELETAL: Ambulates with his walker. He goes at a brisk pace. He tends to hunch over and he is trying to loosen up the grip that he normally has on it. He has trace LEE and generalized decreased muscle mass, but good motor strength.

NEURO: Alert and oriented x2-3. Speech is clear. He asked questions, understands given information. He does have short-term memory deficits affecting what he can relate. His affect is congruent with situation and he appears to becoming more social overall.

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

RESPIRATORY: He has a normal effort and rate. He has a few bilateral mid to lower lung field wheezes. No cough and symmetric excursion.

ASSESSMENT & PLAN:

1. Medication request. Tizanidine 4 mg one p.o. t.i.d. is changed to b.i.d. routine for chronic back and hip pain and we will monitor for benefit versus and side effect.

2. UTI. Dual organisms, E. faecalis and Klebsiella pneumoniae with partial sensitivity to Levaquin, 500 mg daily for seven days started on 09/14.

3. Change in POA. The patient’s youngest brother James is currently his guardian and the patient is requesting a change to POA, so someone will contact my office for the information needed to write an appropriate letter.
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Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

