


PROGRESS NOTE
RE: Henry Hanna
DOB: 03/10/1934
DOS: 01/14/2025
Rivermont AL
CC: Routine followup.
HPI: A 90-year-old gentleman seen in room. He began talking right away and he stated that the only thing he needed to talk about with his wife. After we were done with her then I started the focus on him and he said that there was nothing wrong with him that he had no issues. Looking at him I told him that in fact he did have issues and that I could see by looking at him that he had lost weight and was able to track a 5-pound weight loss in 30 days and told me he just looked gaunt and that his eyes looked very heavy and tired. He got quiet. He did not resist it and I told him that he needed to take care of himself instead of just focusing on his wife or she would continue on without him. He is also a man of faith so I told him to remember who is ultimately in charge and he got even quieter, but I just told him that I wanted him to take care of himself so that he could continue being the partner to his wife. He states he is sleeping okay. His appetite is fair and he acknowledged that. He does worry about her and it affects his sleep and his eating as well as the fact that he stays by her side continually. He wants to make sure that I looked at the labs that were from Dr. Krodel’s office and then made it clear that he wanted that I continue follow both he and his wife as it is difficult getting to see Dr. Krodel and that appointments are 3 to 4 months out.
DIAGNOSES: Osteoporosis, uses a walker, gait instability, BPH, HTN, hypothyroid and allergic rhinitis.
MEDICATIONS: MVI q.d., levothyroxine 175 mcg q.d., melatonin 5 mg h.s., Toprol 25 mg q.d., Pravachol 20 mg q.d., D3 1000 IU q.d. and vitamin C 500 mg q.d.
ALLERGIES: Multiple, see chart.
DIET: Regular, no modification.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Elderly male who looks tired and not feeling well.
VITAL SIGNS: Blood pressure 126/68, pulse 81, temperature 97.4, respiratory rate 19, O2 sat 96% and weight 140 pounds down 5 pounds over two months.
HEENT: Full thickness hair is combed. Glasses in place. Eyes look a bit bleary. No drainage. Nares patent. Moist oral mucosa. He does have some dark circles under both eyes.

MUSCULOSKELETAL: He looks as though his neck is somewhat hollowed out. He walks around independently in the room. Uses a walker outside of it. Moves arms in normal range of motion. No lower extremity edema.

CARDIAC: Regular rate and rhythm. No murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. He had clear lung fields, no cough and symmetric excursion.

ABDOMEN: Soft and nontender. Bowel sounds present.

ASSESSMENT & PLAN:
1. Weight loss. I told him that stress and anxiety will burn calories in a negative way and where down here is energy in his body so he needs to get some perspective on things and just trust god for both of them.
2. HTN. BPs by review are in good control, no changes.

3. Social. Again discussed the choice of PCP in whatever choice they make is fine as that his prerogative, but to understand and he made it clear that he wanted to keep their care here in house so we will see.

4. Chest review this was done on 12/09. The patient was out visiting his wife during her hospitalization for pneumonia and so the review of his x-ray flattening of both in the diaphragms, increased AP diameter of the chest and cardiomegaly and I told her these are things that he can address with his cardiologist.
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