


PROGRESS NOTE

RE: Arthur Newman
DOB: 12/17/1950
DOS: 04/02/2025
The Harrison AL

CC: Skin issue.

HPI: A 74-year-old gentleman seen in room. He was neatly groomed and it took me a while. Later in the day, I recognized that he had actually shaved all of his facial hair and he looked very different, but I could not figure out what it was until later. Since the patient was seen last which was 01/22/25, the patient has had further decrease in his psychotropic medications. His last remaining dose of valproic acid of 125 mg q.a.m. was discontinued on 01/30/25, so it has been a little over four weeks. I asked him if he was feeling different and if it affected his sleep, his appetite or if he was feeling in any way lonely and agitated and he said that he feels like he did before while he was on the medication. He maintains that he felt he was misdiagnosed and started on psychotropic medications that he took because his family was concerned, i.e., his daughter and he regained trust and states that he recognizes now that he was not normal and feels like he has gotten himself together and the medications were a part of that, but that he is okay now without them. I told him that I would keep an eye on him and that at any point if he started feeling different or started feeling anxious, he was to let me know and we could nip things in the bud rather than him spinning out of control, so to speak. He said that he would of course let me know, but he did not think that that would happen; at least he hoped not. I asked when he last spoke with his daughter, he stated it was over the weekend. They had just a conversation about things in general and he said it ended nicely and she is not aware of the change in medications that he has had and stated that she did not seem concerned either. 
DIAGNOSES: Schizophrenia, anxiety disorder, DM II, hyperlipidemia, benign essential tremor and anticoagulation – diagnosis for that unclear.

MEDICATIONS: Lipitor 40 mg h.s., Klonopin 0.5 mg b.i.d., Depakote 500 mg two tablets q.d., Eliquis 5 mg b.i.d. metformin 250 mg at noon, Zyprexa 10 mg h.s., and Risperdal 4 mg two tablets q.a.m. 
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ALLERGIES: NKDA.

CODE STATUS: Full code.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed and cooperative.

VITAL SIGNS: Blood pressure 115/75, pulse 72, temperature 97.2, respirations 18, and weight 229 pounds.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa. Facial skin is smooth. No redness from shaving.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

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

MUSCULOSKELETAL: He ambulates independently. He moves limbs in a normal range of motion. He has trace ankle edema.

SKIN: With Marlina, the nurse, accompanying me, did examine the patient’s GU area. On the lateral aspect of his right testicle he had what he called a blood blister that he had popped. He stated that there was some blood that drained and now looking at it, the area is dry. It is a small scab that is healing and nontender. No surrounding erythema. On his left groin, there is like a small dime-sized area where there is some superficial abrasion of skin. No drainage and nontender. Remainder of peri area skin is intact.

ASSESSMENT & PLAN:
1. Schizophrenia and anxiety disorder with a slow decrease and discontinuation of some medications, primarily the valproic acid. His antipsychotics and clonazepam remain in place. The patient appears cognitively and emotionally intact and stable. His personal care is good. He goes to each meal, participates in some activities and is cooperative to care. We will continue to monitor him. 
2. Peri area skin abrasion. I am writing for calmoseptine to be applied to his left groin area where there is a small area of breakdown – both a.m. and h.s. application until resolved.

CPT 99350
Linda Lucio, M.D.
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