


PROGRESS NOTE

RE: Charles Hatcher

DOB: 08/22/1940

DOS: 02/11/2025
Rivermont MC

HPI: An 84-year-old gentleman observed in the dining room seated quietly feeding himself appropriately. Later when I want to speak with him he smiles looks about and he really is not able to give information. He also got hearing deficit so have to speak very loudly to him needing assist from the nurse. Staff report that he will spend most of his day in his room watching television, comes out for meals, and is not particularly interactive without encouragement. He also has private sitter that comes and spends most of the day and then into the night until he is asleep. The patient has a history of chronic pain that has had improvement in control with some medication adjustments. On 02/01/25, the patient was admitted to Norman Regional Hospital. The patient was taken because of some evident shortness of breath. Imaging done showed a bibasilar pneumonia. He received a short course of IV antibiotic piperacillin/tazo along with Linezolid. He received breathing treatments and required IV hydration as he was volume contracted. The patient was returned to the facility with the diagnosis of acute pneumonia and he had staples removed from his scalp from a previous fall that had required an ER visit and he had staples and it was time for them to come out while he was on his second visit to NRH so staff report that he is not complaining of any pain or discomfort. He is quiet and his daughters still check in on him.

DIAGNOSES: Severe unspecified dementia, MMSE of 0 on 12/23/24, seizure disorder with no seizure since admit, gait instability requires wheelchair, polyarthritis in particular of bilateral knees, chronic seasonal allergies, and GERD.

MEDICATIONS: Unchanged from 01/13 note.

ALLERGIES: NKDA.

DIET: Regular with chopped meat and thin liquid.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly eating was cooperative to being seen.
VITAL SIGNS: Blood pressure 127/78, pulse 79, respirations 18, O2 saturation 92% on room air, and weight not available.

NEURO: He makes eye contact. He appears confused. He always has kind of a half smile. I asked some very basic questions and it was clear he could not give me that information so I moved on to the exam with which he was cooperative.

RESPIRATORY: With instruction, he will take deep inspiration. Lung fields with some early inspiratory wheezes and prolonged expiratory phase. No cough.

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

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

MUSCULOSKELETAL: Intact radial pulses. He has no lower extremity edema. He is in a manual wheelchair that he can propel.

NEURO: Orientation x1. Primarily nonverbal when he does speak it is generally unintelligible and not able to give information.

ASSESSMENT & PLAN:

1. History of seizure disorder. Keppra level is ordered.

2. Recent treatment for pneumonia. He appears to have results from that. His O2 saturations are all in the mid 90s. He has had no evidence of cough or fever.

3. Medication review. The patient no longer knows how to use his albuterol MDI so that it is discontinued.
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