


PROGRESS NOTE
RE: Arthur Wellborn
DOB: 01/23/1933
DOS: 02/10/2025
Rivermont AL
CC: General care followup.
HPI: A 92-year-old gentleman seen in room, he had just gotten himself out of bed and into his bedside chair and then had to get up and help his wife get out of bed. The patient is pleasant and cooperative. He has a file that he keeps in the room that has information regarding insurance, their medications etc., and had some questions about billing for medications that will be addressed by the ADON. Overall, he states he feels good, has had no falls or acute medical events and, when I asked if he sees changes in his wife, he was quiet and he stated that she goes to all meals with him, she sleeps through the night and, when she could not tell me when she had had a last BM, he spoke up and stated that she had had one yesterday and then smiled as he stated to the ADON that she had enough stool to make up for two days. The patient likes to get out and do activities, but he states that often his wife wants to stay in the room, so he stays in with her and I encouraged him to not be afraid to get out and do something without her. When I asked her if that would bother her if he went to an activity that she did not want to go to and she just matter of fact stated no, so I think that he is uncomfortable leaving her alone.
DIAGNOSES: Atrial fibrillation on Eliquis, HTN, HLD, hypothyroid, seasonal allergies, BPH, and lumbar spinal stenosis.
MEDICATIONS: Tylenol 1000 mg a.m., 1 p.m. and 8 p.m., ASA 81 mg q.d., Zyrtec 10 mg q.d., Eliquis 5 mg q.12h., FeSO4 one tablet q.d., flunisolide nasal spray q.d., HCTZ 25 mg q.d., Imdur 30 mg ER one-half tablet q.a.m., IBU 400 mg h.s., levothyroxine 50 mcg q.d., Toprol 25 mg q.d., MVI q.d., ramipril 5 mg q.d., Zocor 40 mg h.s., Flomax q.d., D3 1000 IU q.d., and docusate 100 mg h.s.
ALLERGIES: CODEINE and PCN.
DIET: Regular with thin liquids.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: Thin elderly gentleman who is alert and able to give information.
VITAL SIGNS: Blood pressure 127/88, pulse 77, temperature 97.1, respiratory rate 17, O2 sat 97% and weight 179 pounds.
HEENT: Male pattern baldness. Conjunctiva clear. EOMI. PERLA. He wears corrective lenses. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.

CARDIOVASCULAR: He has an irregular rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

ABDOMEN: Flat. Nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: He is ambulatory and then will use a walker and/or manual wheelchair that he propels as well as transporting his wife. No lower extremity edema.
SKIN: Thin and dry. He has a few scattered bruises that appeared to be almost like from pressure where he has pressed his arm against something or bumped against something and they are nontender.

PSYCHIATRIC: The patient is very even keel and calming. He is able to care for his wife and is reassuring to her when she seems to get anxious and I told him the thing that is important though is that he take time for himself and that sometimes just a few minutes alone is also important and while he acknowledged that he stated that he is just not always sure what she is going to do next.
ASSESSMENT & PLAN:
1. Hypothyroid. The patient had been on 200 mcg levothyroxine since admit. A TSH was checked in April 2024, and it was suppressed at less than 0.03. His levothyroxine was held for a week, then levothyroxine restarted thereafter at _______ mg and the lab that has just been checked shows that TSH is 48.64, which is elevated indicating need for more oral levothyroxine. I am increasing his levothyroxine to 100 mcg and we will recheck that in seven weeks and make changes as needed, he understands that.
2. Hypoproteinemia. Value is 5.7 slightly below 6.1, low end of normal. Recommended that he try a protein drink MWF. His albumin is WNL.

3. Volume contraction. BUN is 28. I encouraged him to increase his fluid intake specifically water. His creatinine is normal at 0.82.

4. Anemia. H&H are 10.8 and 33.3. MCV elevated 101.5 indicating B12 or folate deficiency. We will supplement with B complex and continue his FeSO4 q.d.
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