


PROGRESS NOTE

RE: Andrew Heisserer

DOB: 06/02/1935

DOS: 06/03/2026
Rivermont

CC: Fall followup and assess current asthma status.

HPI: A 91-year-old gentleman who was seen in his room. He opened the door today not reluctantly like last time he seemed in good spirits. I asked patient how he was doing and he stated that he is so glad that the inhalers he has are working really good for him and appreciated the change in his medication. I asked patient if he had any falls in the past month and he stated that he slipped on the floor in his room but did not have any injury he did not report to staff. The patient’s wife continues to visit him bring the personal items he may need. Staff report that he comes out for all meals and is compliant with care and enjoy staying in his room by himself they have to work at getting him to come out for activities.

DIAGNOSES: Moderate unspecified dementia, gait instability, anxiety/depression, HTN, asthma, and history of psoriasis/eczema, which is improved.

MEDICATIONS: Cetaphil cream applied to affected areas b.i.d., Zyrtec 5 mg four days weekly, clonazepam 2 mg one tablet at 3 p.m. he has a p.r.n. additional x2 doses, clonidine 0.1 mg at 1 p.m. and 6 p.m. with parameters of when to give, Allegra 180 mg that tablet is giving on the three days that he does not receive Zyrtec, hydralazine 50 mg 9 a.m., 2 p.m., and 8 p.m., Incruse Ellipta one puff q.d., DuoNeb nebulizer t.i.d. p.r.n., Levalbuterol HFA two puffs q.a.m., lisinopril 40 mg q.a.m., MOM 30 mL q. Monday, Tuesday, Wednesday, and Thursday, Singular one tablet at 5 p.m., Paxil 10 mg q.a.m., PreserVision AREDS two tablets q.d., Senna plus two tablets q.d., and Flomax one capsule at 7 p.m.

DIET: Mechanical soft regular with thin liquid.

ALLERGIES: Multiple see chart.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and engaging.
VITAL SIGNS: Blood pressure 143/75, pulse 70, temperature 97.8, respirations 18, O2 saturation 96% and weight 165 pounds, which is stable.

HEENT: He wears a stocking cap and wears corrective lenses. Clear conjunctivae. Nares patent. Moist oral mucosa.

NECK: Supple.

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

RESPIRATORY: He has a good respiratory effort with clear lung fields. No cough and symmetric excursion.

ABDOMEN: Slightly protuberant, nontender, and bowel sounds present.

MUSCULOSKELETAL: He ambulates independently. He has a brisk gait. Moves limbs in a normal range of motion. No LEE.

SKIN: He has actinic keratosis scattered on his arms and dorsum of his hands. He is very fair complected does not pick it with things but Cetaphil is applied and has help with that.

NEURO: He is oriented to self in Oklahoma. He can reference for date and time. His speech is generally clear. He gets faster in his speech when he is anxious or excited and encouraged to slow down and take his time, which he will. Affect can congruent to situation. He is very pleasant. He is able to express his needs.

ASSESSMENT & PLAN:

1. Asthma/chronic allergy symptoms appeared to be well-managed with his current treatment or regimen. We will leave as is. He has a handheld nebulizer, which is made it much easier to do DuoNeb breathing treatments.

2. Gait instability. Talk to him about to slowing down his pace of walking in the room is always very hurried and he did not seem to understand and told him walking a little slower will help him prevent falls and he seemed to catch that.

3. General care. Wife continues to be involved as far as seeing patient bringing him what he needs and that seems to make him happy and he does well just coming out when he is ready to engage in when he wants to with activity and we will continue with that.
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