


PROGRESS NOTE

RE: Tom Morgan
DOB: 11/23/1938
DOS: 06/25/2025
The Harrison MC
CC: Fall followup.

HPI: An 86-year-old gentleman with advanced dementia, had a fall early morning 06/24/2025. He sustained a laceration above his right eyebrow. It was a seeping blood for 90 minutes, stopping finally with ice and a pressure dressing. The patient takes an adult aspirin 325 mg daily, but Coumadin was stopped when he went on to hospice, in part because of his gait instability with multiple falls. Family deferred sending him out knowing the potential risks of things that could have happened, but deferred again having him checked out. Today when I went to see him, his wife was coming down the hall from his room and she was glad that I was there to see her husband and stated that his right eye had Steri-Strips and he was unable to close his eye and her nephew who is an optometrist had recommended that he get eye drops to keep his cornea moist. So, I told her I could write for that. She gave me the eye drops and went from there. The patient was seen in his room. He was sitting in his recliner. He was sleeping, but did awaken when I spoke to him and I noted that his right upper lid was half open whereas his left was closed. 
DIAGNOSES: Advanced dementia unspecified, BPSD of aggression and a history of psychotic disorder, chronic left occipital lobe infarct, chronic small vessel ischemic disease, hypothyroid, hypertension, and BPH.

MEDICATIONS: Flomax one q.d., Zyprexa 5 mg b.i.d., Depakote Sprinkles 750 mg h.s., ASA 325 mg q.d., Lipitor 20 mg h.s., docusate one q.d., levothyroxine 125 mcg q.d., Namenda 5 mg b.i.d., Toprol 12.5 mg q.d. Demadex 40 mg q.d. and metolazone 5 mg q.d. 
ALLERGIES: NKDA.

HOSPICE: Legacy Hospice.

CODE STATUS: Full code.
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DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and well-nourished gentleman, reclining in his chair. He was resting comfortably.

VITAL SIGNS: Blood pressure 112/65, pulse 74, temperature 97.5, respirations 18, O2 sat 92%, and weight 185 pounds.

HEENT: He had noted dressing with Steri-Strips to a laceration above his right eye. The placement of the Steri-Strips and the Band-Aid kept his upper eyelid right side half open; he could not close it. He had a black eye. Conjunctivae remain clear. There was violaceous bruising down the right side of his cheek down to his chin. I removed the Band-Aid from his right eye and he sighed, stating it felt better already. I then removed the Steri-Strips which allowed him to close his eye and replaced other Steri-Strips with a different position, still bringing the laceration together without the tension.

RESPIRATORY: He had normal effort. Lung fields clear. No cough. Symmetric excursion.

CARDIAC: He has in a regular rhythm at a regular rate without murmur, rub, or gallop.
ABDOMEN: Slightly protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: He has fair muscle mass and motor strength. He is weightbearing for transfers. He is in a manual wheelchair that he can propel short distances. He has to be transported for a longer and he has trace bilateral lower extremity edema.

ASSESSMENT & PLAN:
1. Fall with right eye laceration with right side facial violaceous bruising. The area is clean and dry. Steri-Strips repositioned so that he can close his right upper eyelid. I have written for Refresh Tears lubricating eye drops two drops to right eye three times daily for five days, then p.r.n. x 1 week. 
2. Anticoagulant. I am going to change his aspirin to 81 mg q.d. We will discontinue the 325 mg q.d. 
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
