


PROGRESS NOTE
RE: Raymond Jansen
DOB: 06/08/1949
DOS: 02/17/2026
Rivermont AL
CC: Followup on PT/OT.
HPI: A 76-year-old gentleman seen in his room OT therapist was present I asked how he was doing and she stated that he was doing really well that he put effort in to all the exercises had improved his mobility endurance and his core strength and was improved in his balance during toileting and transfers. Told the patient that was really good to hear and that it was all for his benefit and his independence. The patient tells me that he has been having a cough that has been going on for about a month now it is nonproductive. He denies having fevers or chills and does not recall any symptoms consistent with sinus infection or respiratory infection. When asked about it occurring at night time he said it kept him awake at night even if he elevated his head. He has had some OTC cough suppressant and said it had not worked. I told him that there is a cough suppressant that has got some narcotic in it. We could try that and see if it is effective to be used only at night and he is in agreement with that.
DIAGNOSES: Advanced Parkinson’s disease, orthostatic hypotension, restless leg syndrome, DM type II, HLD, D3 deficiency, gait instability has a lightweight wheelchair.
MEDICATIONS: Lipitor 20 mg h.s., metformin 500 mg one tab with dinner, midodrine 5 mg two tabs 9 a.m., 9 p.m., MVI q.d., ropinirole 3 mg two tabs q.a.m., B12 500 mcg q.d. one tab, D3 2000 IUs q.d. and Rytary cap 95 mg two capsules q.i.d., and three capsules at 5 p.m.
ALLERGIES: NKDA.
CODE STATUS: Full code.
DIET: NCS and PT/ OT is through Select.
PHYSICAL EXAMINATION:
GENERAL: The patient seated in his wheelchair. He was alert and engaging, which is a pleasant surprise and asked appropriate questions.
VITAL SIGNS: Blood pressure 124/76, pulse 69, temperature 98.3, respiration 18, oxygen saturation 98%, and 164 pounds weight gain of 7 pounds.
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CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: He has a normal effort and rate. Clear lung fields and no cough.

ABDOMEN: Soft, bowel sounds are present. No distention or tenderness.

NEURO: He is alert and oriented x3, clear coherent. Speech makes intermittent eye contact it is improved from before and his affect is generally serious. He was more lighthearted talking about that he feels stronger with therapy that he is receiving and that he has a neurology appointment for April, but he requested to be put on the cancellation list so that if somebody cancels prior to his scheduled appointment that he be contacted. I told him that it was really good how he was taking action on his own behalf.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear and no cough.

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

EXTREMITIES: He propels himself around in his manual wheelchair and weight bears for transfers. He has no lower extremity edema.

SKIN: Noted on his facial skin along the eyebrow line nasolabial fold and around his chin that there was increased dryness in those areas with notable flaking of the skin. There were no actual lesions anywhere on his face. I asked patient about this he is aware of that states that it just seems to come up and he puts cream on it, which makes it appear as though it has gone, but by the next day it is back to how it was before the cream. It was an OTC cream.
PSYCHIATRIC: He overall is in general more relaxed. He still is his own advocate, which I encourage and told him that I would always work with him to get what he needed and he continues to have a good relationship with a friend who lives here his patient’s father and his friend’s father were long time best friends and so patient father being deceased this guys kind of stepped in to be his POA.

ASSESSMENT & PLAN: 
1. Diabetes mellitus type II. Early A1c is now available and is 9.6. The patient has been on metformin 500 mg with evening meal. I asked if he has had increased thirst and he stated yes with the polyuria. Told him that we are going to move his Metformin 500 mg to lunch time and then at dinner time he will start on Actos 30 mg at 5 p.m. and explained to him how it worked. I just did a double check to make sure that he was not having GI symptoms with metformin, which is not.

2. Anemia. H&H are 12.9 and 39.8 so he is just a little low nothing significant MCV and MCH are WNL as are the other components of the CBC.
3. Dry flaking skin. This is around the eyebrows and nasolabial folds as well as around his chin triamcinolone cream 0.1% thin film to be applied to those areas morning and night and again stressed that it should be clean, dry skin before applying and will allow him to keep it at bedside to self administer. He is capable of doing that.
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4. Previously generalized weakness. The patient has had a lot of physical therapy when living in California and stated that he really missed it felt like he is gotten a little weaker and so PT and OT were started. He is enjoying. He states he feels benefit from that and the therapist stated that he is really putting in a lot of effort to include having pronounced the exercises they recommend and he has got them placed on a wall and uses them to do his a.m. and h.s. exercises by.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

