


PROGRESS NOTE

RE: Henry Hanna

DOB: 03/10/1934

DOS: 08/12/2025

Rivermont AL

CC: Lab review.
HPI: A 91-year-old gentleman seen in apartment that he shares with his wife, they are both seated on the couch and they are aging. Initially started with the focus on Mrs. Hanna, Mr. Hanna was right in there giving information regarding how she was doing and often before she would answer a question she looked to him and then answered. He became very upset when talking about placement of compression hose i.e. staff is not doing it in the morning or coming to remove it at night as they have been instructed to do and he feels that it is allowing her lower extremity edema to worsen. He was reassured that would be addressed, the ADON present specifically went out of the room and came back letting them know what she was having staff do. The patient is sleeping through the night. He comes out for meals. He has got a good appetite. No problems with urination or constipation. He has a CPAP machine that he uses at h.s. and has gotten to where he does not necessary wears it every night. He has had no falls still some occasional dizziness secondary to Ménière’s disease.

DIAGNOSES: OSA with the CPAP, HTN, allergic rhinitis, Ménière’s disease, gait instability requires a walker, BPH, osteoporosis, and hypothyroid.

MEDICATIONS: Unchanged from 07/08 note.

ALLERGIES: ACE INHIBITORS and BACTRIM.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Older gentleman seated comfortably on his couch. He was alert a bit impatient when receiving information.

VITAL SIGNS: Blood pressure 119/59, pulse 66, temperature 98.0, respirations 18, O2 saturation 97%, and weight 146 pounds.
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HEENT: EOMI. PERLA. Anicteric sclerae. Corrective lenses in place. Conjunctivae mildly injected. Nares patent. Moist oral mucosa. Native dentition in fair repair. Clear carotids.

CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

ABDOMEN: Soft, slightly protruding, nontender, and bowel sounds present.

MUSCULOSKELETAL: Moves limbs in a normal range of motion. He has trace ankle edema extending to mid pretibial area. Weightbearing and ambulatory with use of walker. He has a stooped over posture when ambulating with his walker. No falls to date. He goes from sit to stand and vice versa without assist.

SKIN: Warm, dry, and intact. No bruising or breakdown noted.

NEURO: He is alert and oriented x2-3. Makes eye contact. Speech is clear. He ask questions seeks clarification when he needs it, he does understand given information. His affect depends on his mood.

ASSESSMENT & PLAN:

1. Thyroid disease. The patient is hypothyroid has been on levothyroxine replacement therapy and getting the appropriate replacement dose has been an issue. The patient’s previous TSH was 0.21 while on 125 mcg, which suppressed his TSH. The current dose will be decreased to 0.88 mcg of levothyroxine after holding his thyroid medication for one week then will start replacement for seven weeks and then order a followup TSH.

2. Disordered sleep pattern. He is doing well with trazadone 50 mg at h.s. Denies next day drowsiness, we will continue.

3. HTN. Reviewed BPs for the last three weeks show a systolic range from 119 to 151 with a 151 being an outliner otherwise the systolics are 119 to 137 and diastolic 59 to 71. No change in the metoprolol ER 25 mg at 8 a.m.
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