


PROGRESS NOTE
RE: Charles Hill
DOB: 10/05/1929
DOS: 09/03/2025
Rivermont MC
CC: Routine followup. Lab review.
HPI: A 95-year-old gentleman was observed in the dining room. He was seated at the table with other residents and quietly eating. He seemed to enjoy the other people at his table and was saying a few words here and there so first time that I have really seen him interact with other people. The patient is compliant with care, he comes out for all meals. He can be coaxed to come out to certain activities. Otherwise, he stays in his room watching television. He appears comfortable just being quietly in his room. He does have some people that call and check in on him and he acknowledges talking to them occasionally. He was in good mood and cooperative with exam he likes to tease, which he did of course today. He has had no acute medical issues in the last month.
DIAGNOSES: Moderate unspecified dementia, HTN, HLD, left eye ectropion, atrial fibrillation, senile frailty, and history of depression.
MEDICATIONS: Citalopram 10 mg q.d., Eliquis 2.5 mg b.i.d., EES ophthalmic ointment thin-film to left eye h.s., KCl 10 mEq one tablet MWF, docusate one tab q. Monday, Thursday, and Saturday, torsemide 20 mg q.d., and vitamin D3 2000 IUs q.d.
ALLERGIES: NKDA.
CODE STATUS: DNR.
DIET: Mechanical soft regular thin liquid.
PHYSICAL EXAMINATION:

GENERAL: Elderly gentleman seated in the dining room. He was interacting with people at his table and has smile on his face.
VITAL SIGNS: Blood pressure 126/70, pulse 66, temperature 97.7, respiratory rate 18, O2 sat 98% and 134 pounds, which is stable.
CARDIAC: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.
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MUSCULOSKELETAL: The patient ambulates independently moving limbs in a normal range of motion. He has no lower extremity edema. Good grip strength of both hands. He can hold a cup use utensils without difficulty. He is thin and lean, but mobility appears safe and steady.

NEURO: when I spoke to him he knew who I was. He makes eye contact. He laughs. He likes to tease, which he did initially acted like he did not know who I was. His speech is clear. He can give information. He understands what is said to him. He is actually quite intelligent and cooperated with being seen. The patient is alert and oriented to person and place. He recognizes who I am and that I am his doctor but he will tease and act like he is never seen me. He likes to get directly to the point and again jokes with an appropriate sense of humor.
SKIN: Thin, dry with senile keratoses scattered around also unexposed areas. It is fair complected.
ASSESSMENT & PLAN:
1. Anemia. H&H are 11.1 and 34.8, with normal indices. He has a normal WBC and platelet count. We will monitor his CBC. There is no supplementation that is indicated at this time.
2. Renal insufficiency. BUN and creatinine are 54 and 2.30 with GFR of 28. The patient’s creatinine is the explanation for the anemia that was previously reviewed. The patient is aware of his renal function from when I talked to him in August and he was to follow up with a nephrologist weather he plans to follow through on that or address at next visit.
3. Electrolyte review. Potassium is 3.7 and the patient receives 10 mEq of KCl three days weekly so I think that should be adequate to maintain an appropriate potassium level in the face of torsemide 20 mg q.d. This was all reviewed with the patient when asked if he had any questions. He stated he did not and so will continue with care as is.
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