


PROGRESS NOTE

RE: Robert Stamm

DOB: 10/05/1928

DOS: 02/04/2025
Jefferson’s Garden AL

CC: ER followup and transition to hospice.

HPI: A 96-year-old gentleman seen in apartment that he shares with his wife. He tends to spend his free time in room watching television or just looking about. He was cooperative and engaging, but did seem a little quieter than usual. The patient had been followed for a few years both at home and then in AL by Complete Home Health and then after experiencing falls and finally having one with injury that sent him to the ER the decision was made that he was already for hospice care. Family opted for Valir hospice who has a presence in the building. The patient had a fall on 01/17 in his room and sustained a scalp laceration sent to the ER with sutures placed. Sutures have subsequently been removed. Order for hospice to evaluate and follow patient written on 01/22 and they began following patient on 01/24. Talking with patient, he continues with nocturia and instead of being upset about it he seems to have accepted that it is just a routine part of his night. After hospice admission, O2 was ordered for patient use with either shortness of breath or dyspnea.

DIAGNOSES: COPD/asthma now has O2 at 2 liters per nasal cannula for p.r.n. use, OAB with nocturia, increased daytime urinary leakage, CAD, HLD, hypothyroid, and DM II.

MEDICATIONS: Plavix q.d., Eliquis 2.5 mg b.i.d., albuterol nebulizer q.d., Imdur 30 mg ER q.d., Januvia 50 mg q.d., levothyroxine 50 mcg q.d., metoprolol 25 mg b.i.d., Singulair q.d., MVI q.d., KCl 10 mEq q.d., Senna plus two tablets q.d., Detrol at 2 mg q.a.m., torsemide 20 mg q.a.m., KCl 10 mEq q.d., glipizide 5 mg q.a.m. a.c., and hydroxyzine 25 mg q.a.m. and h.s.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular and NCS.

HOSPICE: Valir.
Robert Stamm
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PHYSICAL EXAMINATION:

GENERAL: Alert gentleman seated, he appeared to have lost some weight since I last saw him and states he has not been weighed since my last visit.
VITAL SIGNS: Blood pressure 136/80, pulse 78, temperature 98.4, respirations 16, and weight 174.2 pounds.

HEENT: He has full thickness hair. EOMI. PERLA with mild conjunctival injection. Glasses in place. Nares patent. Slightly dry oral mucosa.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: He has an irregular rhythm at a regular rate without murmur, rub, or gallop.

RESPIRATORY: He has a normal effort and rate. Lung fields clear. No cough. Symmetric excursion. He has O2 per nasal cannula available at 2 liters both in room and at h.s. as well as a portable tank.

SKIN: Thin, dry, and intact. There are few scattered bruises on dorsum of hands and shin of one leg.

NEURO: He is oriented x2-3 varying the day. His speech is clear. He voices his needs. Understands basic given information. He has HOH but does wear hearing aids. He will often serve as an interpreter for his wife who is also hard of hearing but with hearing aids there is not much improvement.

ASSESSMENT & PLAN:

1. Generalized progression of general state. Family has opted for hospice care it has been a brief amount of time but he does not seem to make much of the issue. I reassured him that of the change in cares to provide everything he needs to keep him going for as long as he wants to.

2. COPD/asthma. The O2 is new and he is using it at h.s. and not so much during the free time in his room and uses his portable occasionally outside of the room. He denies any DOE that is increased.

3. Gait instability with falls. He continues to use his walker outside of the room so I have just encouraged him to be steady go slow if he feels he cannot make it that he can turn around and sit in his wheelchair or in his walker and they will propel him to the table.
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Linda Lucio, M.D.
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