


PROGRESS NOTE

RE: Paul Hartman

DOB: 05/04/1939

DOS: 04/30/2025
The Harrison AL

CC: Caregiver fatigue.

HPI: An 86-year-old gentleman with dementia, which has steadily progressed in the last couple of months.

DIAGNOSES: COPD, asthma, GERD, HTN, BPH, HLD, osteoarthritis, and myalgias.

DIET: Regular healthy heart.

CODE STATUS: DNR.

ALLERGIES: Multiple, see chart.

MEDICATIONS: ASA 81 mg q.d., Coreg 6.25 mg b.i.d., Eliquis 5 mg b.i.d., Zetia 10 mg q.d., Farxiga 10 mg q.d., Levsin 0.125 mg t.i.d., meloxicam 15 mg q.d., Singulair 10 mg q.d., Myrbetriq 25 mg q.d., niacin 500 mg q.d. a.c., Rapaflo 8 mg q.d., Aldactone 25 mg q.d., torsemide 20 mg q.d., albuterol MDI p.r.n., and MiraLax p.r.n.

PHYSICAL EXAMINATION:
GENERAL: The patient was alert. He was at wife’s bedside leaning forward talking to her in a low tone but strong voice, unclear what he was saying. He was cooperative and smiled and was a little bit skittish about being spoken to alone without her and I just told him that I understand that this is a tough situation and there is probably a lot of stress and that is what I want to talk to him about. He then just started free flow talking about he felt bad about the fall that she had, he feels like it is because of him and that he thought he was going to be able to catch her and he could not and just let him go on about that. He states that when he is stressed he just leaves the room and he tries to find other things to do, he will go to an activity or just find somebody to visit with and I encouraged him to ask staff for assistance as it is likely not safe for him to be trying to move her, etc.
VITAL SIGNS: Blood pressure 96/64, pulse 69, temperature 97.6, respirations 18, and weight 217.4 pounds.

CARDIAC: He has an irregularly irregular rhythm without murmur, rub, or gallop.
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RESPIRATORY: Normal effort and rate. Lung fields relatively clear. Decreased bibasilar breath sounds secondary to body habitus and intermittent dry cough, which he states he finds annoying but comes and goes.

MUSCULOSKELETAL: He ambulates independently in his room, uses a walker for outside of the room. No lower extremity edema. Moves arms in a normal range of motion and trace ankle edema.

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

ASSESSMENT & PLAN: Anxiety. The patient again has been asked to let other people assist in his wife’s care. I think he is finding it harder to let go of that than he anticipated. I think starting low dose Zoloft 25 mg daily for a week then increase in it to 50 mg would be a benefit to address both depression and anxiety. We will follow up with him in two weeks.
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