


PROGRESS NOTE

RE: Jim McLendon
DOB: 02/18/1948
DOS: 07/24/2025
Radiance AL

CC: Followup on respiratory status.

HPI: A 77-year-old gentleman with a history of asthma, allergic rhinitis, and went through a period of refractory cough and post antibiotic therapy for URIs. The patient did well after receiving two Medrol Dosepaks separate in time and is at a place now where he believes that he is breathing probably the best that he has done in sometime without cough, nasal congestion or SOB. I suggested that he be on maintenance dose of prednisone 10 to 15 mg q.d. The patient is in agreement with that. Overall, things are going well for him. He did have a neuro-ophthalmology appointment earlier this week. He was taken there by his son Trey and returns with no change in his overall vision. The patient had a stroke during a cardiac ablation about three years ago and there was at that time at a change in his peripheral visual field and in the time that he has been followed there has been slight improvement, but then stabilization of where the deficit is. Overall, the patient states he feels good. He has no complaints. 

DIAGNOSES: Atrial fibrillation – on Xarelto, vascular dementia stable, pulmonary interstitial fibrosis, hypertension, and senile frailty improved.

MEDICATIONS: Zyrtec 10 mg q.d., Imodium 2 mg q.d., Namenda 10 mg b.i.d., memory health supplement q.d., Ofev capsule 150 mg q.12h., Protonix 40 mg q.d., Crestor 10 mg q.d., trazodone 50 mg h.s., Effexor 75 mg q.d., B12 1000 mcg q.d., Xarelto 20 mg q.d., and Tylenol ES 500 mg q.6h. routine.

ALLERGIES: KEFLEX.

DIET: Regular with one can Ensure q.d. 

CODE STATUS: Advance directive with no heroic measures. DNR not in place.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, seen in room, earlier had been observed doing activity in dayroom.
RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

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

MUSCULOSKELETAL: Ambulates independently. Moves limbs in a normal range of motion. He appears actually physically stronger than I have seen him in some time and no lower extremity edema.

NEURO: CN II through XII grossly intact. He is alert and oriented to person, place and date. Speech is clear. He maintains a sense of humor and he is interactive with other residents.

SKIN: Warm, dry and intact with good turgor. 

ASSESSMENT & PLAN:
1. History of asthma and allergic rhinitis. I am starting on physiologic dose of prednisone 10 mg q.d. and we will monitor. 
2. Social. I spoke with his daughter/POA Brooke regarding the above. She also tells me that she is on vacation currently, but on return, will need to have a handicap parking sticker form filled out. The current handicap sticker is expired over a year. I told her just to bring it by and I will address it.
CPT 99350 and direct POA contact 10 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
