


PROGRESS NOTE

RE: Lawrence Jones
DOB: 05/30/1950
DOS: 09/19/2025
Windsor Hills Skilled Care
CC: Routine followup.

HPI: A 74-year-old gentleman who was seen last week for the first time. He had recently returned from the hospital status post ORIF (displaced intertrochanteric fracture of the right femur). The patient also had GI bleeding. He has a colostomy and it was quite evident he was transfused and it is unclear how many units of PRBCs. He was also treated for sepsis that led to septic shock. Today, the patient was seen in the dining room. He is sitting up in his wheelchair. He tells me that he can propel it. He has enough of body strength. He says that it can go a little bit slow, but he does require assistance with all transfers. The patient states his pain is managed, he takes Extra Strength Tylenol 500 mg one b.i.d. He states his appetite is good. No difficulty chewing or swallowing. He is doing therapy. He states it is coming along so so. He is not yet weightbearing on his left lower extremity. He states his goal is to be able to walk again.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert, appears to be enjoying himself with others in the dining room.

VITAL SIGNS: Blood pressure 100/50, pulse 83, temperature 97.6, respirations 17, O2 sat 95%, and weight on 09/15/25 was 142.8 pounds and that compares to 09/08/25 which was prior to hospitalization of 167.3 pounds which is a weight loss of approximately 24 pounds.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. The patient is slightly hard of hearing, but communicates without difficulty.

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

CARDIAC: He has a regular rate and rhythm with short systolic ejection murmur heard at the left and right second ICS. No rub or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. Slight distention and nontender. Colostomy bag has soft green colored stool. No evidence of blood.
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MUSCULOSKELETAL: He has intact radial pulse. No lower extremity edema. The incision site at his right hip on 09/17/25, 17 staples were removed and the area is covered with gauze dressing for protection and there has been no bleeding and some scant drainage.

ASSESSMENT & PLAN:
1. Status post right femur fracture with ORIF. The patient is involved in PT five times weekly for a total of 30 days and that will be the goal and he has just started that and he states that his goal is to walk again. He is in a manual wheelchair that he can slowly propel short distance and is not yet weightbearing on his left lower extremity. So, he is a full transfer assistant and will call as needed.
2. Status post GI bleed. CBC drawn on return on 09/18/25 shows an H&H of 9.7 and 29.2. I will continue to follow. The patient does receive FeSO4 supplement.
3. Renal insufficiency. Creatinine is 1.60. I have not found comparison creatinine. The patient is aware that he has chronic kidney disease and is not frightened or upset by it. He is aware that he has to watch some of the things that he takes like aspirin, etc. and we will just make sure that we assess dosages on any medications he will be given. 
4. He has a diagnosis of protein-calorie malnutrition that has improved. His most recent total protein and albumin were within normal on 09/18/25. He does receive protein snacks.
CPT 99310 and 99351
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
