


PROGRESS NOTE

RE: Norman Stevens
DOB: 05/27/1936
DOS: 04/29/2025
Rivermont AL

CC: Routine visit.

HPI: An 88-year-old gentleman seen in the room. He is seated in his recliner watching television. He is alert and cooperative. I had spoken with the ADON who was rounding with me and we discussed the patient’s hospice status and the question of what is the diagnosis that qualifies him for hospice. There is no chart available from Choice Hospice and I did actually call their office and wanted to speak with his case manager so that I better understand how it is that he qualifies for hospice given his independence and his own questioning as to why is he a hospice patient. I left my phone number and six hours later, I have not received a call back. The patient states that he sleeps well; pain is managed; he becomes out for meals; occasionally opts to stay in his room and family check in with him regularly. The patient denied any pain. He states that he has a fair appetite. He has some p.o. intake at each meal and denies any untreated pain. 
DIAGNOSES: Centrilobular emphysema, chronic seasonal allergies, AAA, BPH, gait instability – uses a wheelchair, B12 deficiency, and mild cognitive impairment.

MEDICATIONS: Tylenol ER 650 mg p.o. 9 a.m., 9 p.m. and b.i.d. p.r.n., NTE 3 g q.d., ASA 81 mg q.d., azelastine nasal spray 9 a.m. and 9 p.m., Lasix 20 mg q.a.m., metoprolol 25 mg q.12h., Myrbetriq 25 mg q.a.m., and omeprazole 40 mg q.a.m. 
ALLERGIES: MOTRIN and PLAVIX.

DIET: Regular mechanical soft.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and well-nourished gentleman seated watching television. He was alert and cooperative.
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VITAL SIGNS: Blood pressure 114/73, pulse 77, temperature 97.5, respirations 18, O2 sat 96%, height 5’9” and weight 170 pounds.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breast sounds, but lung fields are clear. He has an intermittent nonproductive cough. No rales or rhonchi.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: The patient is ambulatory with use of walker. He tends to lean forward on it. He can be a bit unsteady, but to date has had no falls. He has no lower extremity edema. He elevates his legs intermittently throughout the day. He has fairly good upper extremity strength. His grip strength allows him to hold a cup, use utensils, etc. 

NEURO: He makes eye contact. His speech is clear. He understands given information. He voices his needs. Questions are appropriate. He makes eye contact when speaking and affect congruent with situation and he also questions why he is on hospice. 
SKIN: Warm, dry and intact. He has some senile keratoses on back of his hands and his neck, but not excessive or worrisome. 
ASSESSMENT & PLAN:
1. Centrilobular emphysema appeared stable. The patient has O2 available, but does not frequently use it and does not require breathing treatments. He is actually doing quite well on his own. 
2. Gait abnormality. The patient has had PT. He is actually much more stable than he was a year ago. He has a wheelchair and will decide if he needs to use a wheelchair versus his walker and again no falls to date. 
3. Hypertension. Review of BPs recorded for the month to date shows actually good control. There is only two outlined systolic pressures – one of 221 and the other one of 154. There is no comment as to whether the 221 systolic pressure was rechecked and I question its validity. His heart rate is generally well controlled as well. 
4. Pain management. Between Tylenol and topical analgesics, his arthralgias seem to be well controlled and he denied any today. He gets the Icy-Hot and the Tylenol routinely. So, it seems that we are able to preempt any pain occurrence.
CPT 99350
Linda Lucio, M.D.
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