


PROGRESS NOTE

RE: George Reed

DOB: 10/21/1930

DOS: 10/14/2024
Jefferson’s Garden AL

HPI: A 93-year-old gentleman seen in room. He was in his recliner and he has caretakers daily from 10 a.m. to 6 p.m. who feed him and do all transfer assist. The patient was quiet did open his eyes and just had a blank expression on his face. There was no indication of recognition of anyone around him. The patient had a bland affect and it remained that way throughout the visit. He maintains verbal ability but speaks infrequently and it is just a word or two when he does. He is full assist for all activity. He has had no recent falls but a clear decline. He continues to be followed by Valir Hospice.

DIAGNOSES: Advanced to end-stage vascular dementia moderately severe, senile debility, gait instability, no longer ambulatory, CAD, CHF, atrial fibrillation, hyperlipidemia, and GERD. Advanced to end-stage cognitive impairment, gait instability, no longer ambulatory, CAD, CHF, atrial fibrillation, hyperlipidemia, and GERD.
MEDICATIONS: Amiodarone 50 mg q.d., Plavix 37.5 mg q.d., metoprolol 100 mg b.i.d. with parameters, tramadol 50 mg b.i.d., lidocaine patch to knee q.d., and Baza Protect cream to coccyx b.i.d.

ALLERGIES: Multiple see chart.

CODE STATUS: DNR.

DIET: NCS with shellfish allergy. 

HOSPICE: Valir hospice.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly male eyes closed napping off and on and when he did open his eyes no evidence of recognition of who is around. He did not speak or attempt to. Affect generally bland it did just spontaneously change a few times to surprise.
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VITAL SIGNS: Blood pressure 112/65, pulse 62, temperature 98.9, respirations 14, O2 saturation 94%, and weight 138.6 pounds on 08/05 weight was 147.2 pounds and weight loss of 8.6 pounds.
NEURO: Orientation x1. He maintains verbal ability but speaks infrequently only a word or two at a time soft volume. He did not speak but made random utterances. He cooperates with care offered from caregiver.

SKIN: Warm and dry. He has some skin tears on his right arm one uncovered and another one that had a pressure dressing on it that was removed and there is eschar formation. No active bleeding but requires being redressed. He has a few pressure bruises scattered on legs and a distal forearms bilateral.

ABDOMEN: Scaphoid, hyperactive bowel sounds, and nontender.

PSYCHIATRIC: He just appeared to be present not uncomfortable and was cooperative without any questioning or resistance.

ASSESSMENT & PLAN:

1. Vascular dementia with progression to end-stage. He has decrease limitation in all capacities assistance for all ADLs and limited ability to voice needs. He does not appear to be anxious or afraid. He continues to have someone with him and reassurance that he is being taken care of.

2. Pain management it appears actually to be quite good with just b.i.d. 50 mg tramadol. He has had no negative side effects from the pain medication and we will adjust that as need is indicated.

3. Cardiac issues. There are multiple HTN, atrial fibrillation, HLD, and we have minimized the medications for all those issues. Heart rate and BP appear to be controlled.

4. Social. Contact with family regarding all of the above they were appreciative of the contact and no requests at this time they are more realistic now than previously.

CPT 99350 and direct POA contact 15 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

