


PROGRESS NOTE
RE: Charles Hill
DOB: 10/05/1929

DOS: 06/02/2025
Rivermont MC
CC: Medication review.
HPI: A 95-year-old gentleman seen in room. He is sitting in his recliner as per usual. When he saw the ADON, they both start making faces at each other; it is an interaction that he can only have with her. He just then stared at me when I spoke to him and did not say anything. I just asked how he was doing and he makes a weird face and then looks at the nurse like “what the hell is she talking about?” Essentially, I was able to examine him. If I asked if he was feeling okay, sleeping at night, was he pain-free or having pain, in his answer he said was yes, yes, yes, no. Overall, he remembered what I had asked and responded accordingly. The patient stays in his room much of the time, he does come out for meals and occasional activity. I am told that if the director goes to get him he cooperates and comes out and then seems to enjoy himself. He has had no falls or other acute medical issues.
DIAGNOSES: Moderate unspecified dementia, HTN, HLD, intermittent constipation and history of CHF.
MEDICATIONS: Citalopram 10 mg q.d., Eliquis 2.5 mg b.i.d., EES ophthalmic ointment to left eye at 6 p.m., lorazepam 0.5 mg p.r.n., KCl 10 mEq q.d., torsemide 20 mg q.d., stool softener 100 mg q.a.m. on Monday, Thursday and Saturday, B12 1000 mcg q.d., vitamin C 500 mg q.d. and D3 2000 IU q. a.m.
ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.
HOSPICE: Enhabit.
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PHYSICAL EXAMINATION:
GENERAL: The patient is seated quietly in his apartment. He was cooperative, but did his typical scary faces that he directed toward the nurse.
VITAL SIGNS: Blood pressure 145/81, pulse 81, temperature 97.2, respirations 14 and weight 135 pounds.
HEENT: He has male pattern baldness. EOMI. PERLA. Mild ectropion on the left lateral lower lid with some injection of both eyes. No matting or drainage noted. Nares patent. He has native dentition fair at best in repair.

NECK: Supple. Clear carotids.

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

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

ABDOMEN: Scaphoid. Bowel sounds present without distention or tenderness.

MUSCULOSKELETAL: The patient is weight bearing. Ambulates with a walker. No LEE and has generalized decreased muscle mass and motor strength, but is able to get where he needs.

SKIN: Very thin and dry across face, neck and limbs. There is some flaking, but he has had cream that is ordered CeraVe to be used daily at h.s.

ASSESSMENT & PLAN:
1. Cachexia. The patient has a BMI of 19.4. Encouraged him to drink his protein drinks at 2 p.m. and 6 p.m. as they are given to him.
2. Left eye ectropion appears better today. There is still some evident pinkness and some mild drooping of the lateral lower lid on left, so we will continue with daily application.
3. Medication review. The patient feels that he is swallowing too many pills, so I am looking at nonessentials and have written that when current supply is out we will then discontinue order for vitamin B12 and vitamin C and we will decrease potassium to MWF only.
4. Weight. Today’s weight of 135 pounds is stable to include a weight gain of 1 pound from last month and his BMI is 19.4.
CPT 99350
Linda Lucio, M.D.
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