


PROGRESS NOTE

RE: Tom Morgan
DOB: 11/23/1938
DOS: 07/23/2025
The Harrison MC
CC: Declined, approaching eminent status. 

HPI: The patient is an 86-year-old gentleman with advanced dementia. He has also had dysphagia which for a period led to a puréed diet with thickened liquid, but the patient did not like it and was refusing to eat or drink. So, at family’s request he resumed a regular diet – minced, moist with gravy or sauce on side and mechanical soft vegetables, etc. He was able to consume at least 50% of that for a while, but with his current decline, he is not chewing or swallowing. Staff reports that when they give him pills, they just come out of his mouth or he spits them out and when he coughs or has sneezed, that food will come out; that he has food pocketed instead of thinking that he was eating. So the point at this time is to keep him comfortable. Family including the patient’s wife and daughter came to the unit after speaking to their hospice nurse that he was declining rather quickly. So, they are with him in the room trying to just soothe him. He is not talking or really making eye contact with them, but he is just kind of a little bit lost or bewildered, but he does not seem to be in pain.

On 06/27/25, the patient had a fall at the facility. He was sent to INTEGRIS ER and was found to have a subarachnoid hemorrhage with a basilar skull fracture, intraventricular hemorrhage and face laceration which was Steri-Stripped and it has been since that fall that his decline has hastened. 

DIAGNOSES: End-stage major neurocognitive disorder and dysphagia to food and fluid.

ALLERGIES: PCN and CHICKEN DERIVED PRODUCTS.

PHYSICAL EXAMINATION:

GENERAL: The patient seen in room. He was in his wheelchair just staring straight ahead, intermittently opening his eyes. He did not speak; in fact he did not really acknowledge anyone who was around him.
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VITAL SIGNS: Blood pressure 112/65, pulse 74, temperature 97.5, respirations 18, and O2 sat 92%.

RESPIRATORY: Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: He has an irregular rhythm at a regular rate without murmur, rub, or gallop.

ABDOMEN: Soft, full and nontender. Bowel sounds present.

MUSCULOSKELETAL: He is weightbearing, but he has been unsteady, so we have kept him seated and he has mild ankle edema bilateral.

ASSESSMENT & PLAN: Declined eminent status. The patient has Ativan Intensol 2 mg/mL 1 mL SL q.4h. p.r.n. and I have written for Roxanol 20 mg/mL 0.25 mL (5 mg) to be given SL q.8h. routine and q.4h. p.r.n. The patient is followed by Family Legacy Hospice and I have spoken with the nurse about getting this ASAP for the patient, so he can be kept comfortable. 
CPT 99350 and direct family contact/POA contact 30 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
