


PROGRESS NOTE

RE: Andrew Heisserer
DOB: 06/02/1935
DOS: 07/11/2025
Rivermont MC
CC: Routine followup.
HPI: The patient is a 90-year-old gentleman seen in the dining room before mealtime. Observed him walking down the hallway. He is independent in his ambulation, was not winded or tired when he got to the dining room and we visited. Overall, he states that he sleeps like a baby. He has got a good appetite. He tends to eat food that his wife brings prepared for him and, then later when I saw him in the dining room, he was eating a bowl of fruit with cottage cheese that she had brought, so his diet has much improved. He denied any pain. He is pleased that his foot care continues good. He has had a problem with fungal toenails and ingrown nails that have been treated by the podiatrist; finally, the patient feels that his feet are in good shape. He has had no acute medical events and denies anything needed at this time.
DIAGNOSES: Moderate unspecified dementia with MMSE 22; no BPSD, HTN, anxiety/depression, HOH, psoriasis and eczema of scalp and skin and asthma.
MEDICATIONS: Zyrtec 5 mg q.a.m., clonazepam 2 mg one tablet 3 p.m. and b.i.d. p.r.n., clonidine 0.1 mg at 9 a.m., doxepin 10 mg h.s., hydralazine 50 mg b.i.d., levalbuterol HFA two puffs q.i.d. p.r.n., lisinopril 40 mg q.d., Singulair q.d., Paxil 10 mg q.d., PreserVision two tablets q.d., Spiriva MDI two puffs q.d., Senna Plus two tablets 9 a.m. and 6 p.m. and antifungal foot powder q.a.m.
ALLERGIES: Multiple, see chart.

DIET: Regular with thin liquid and Boost one can MWF.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentleman pleasant and cooperative.
VITAL SIGNS: Blood pressure 171/75, pulse 71, temperature 97.6, respirations 18 and weight 176 pounds.
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HEENT: EOMI. PERLA: He wears corrective lenses. Nares are patent. Moist oral mucosa. Native dentition in good repair. He has bilateral hearing aids; at times, he can still be hard of hearing.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough. Symmetric excursion.

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

SKIN: Warm, dry and intact. He does have ruddy complexion and some areas of scaliness.

NEURO: He is alert. He is oriented x2. He can reference for date and time. His speech is clear, can make his needs known. He is a bit eccentric most likely secondary to being a double PhD in Ancient Latin and Greek history, but he gets along with other people. He is quiet, but can be conversant.

ASSESSMENT & PLAN:
1. Moderate unspecified dementia. The patient is stable. There is no evident staging. He continues to engage with other people. He comes out freely and interacts and then is good with his own company in his room reading etc.

2. Anxiety/depression. This seems actually to be doing quite well at this point in time. His relationship with his wife seems to be in a better place, which I think is comforting to him and he is medically treated, which I think also helps. Continue with current care as is.

CPT 99350
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
