


PROGRESS NOTE
RE: John Grace
DOB: 10/03/1947
DOS: 09/26/2025
CNH
CC: Routine followup.
HPI: The patient is a 77-year-old gentleman seen in his room. The patient was sleeping soundly, I was able to examine him without difficulty. Later, passed by and he had awakened and I just told him that I had checked in on him and that things look status quo, nothing that I was concerned about and he was just glad that there was nothing to be worried about. Overall, despite having multiple medical issues, the patient is quiet, but pleasant, nothing negative to be stated. The patient had a history of sepsis several years ago that resulted in having bilateral high AKAs and ended up with a colostomy secondary to dead bowel and a urostomy. He spends his days in bed. He sleeps, watches TV and eats. He is compliant with care and family still check in on him.
DIAGNOSES: Diabetes mellitus type II, seizure disorder, vascular dementia, bilateral high AKAs, recurrent UTIs, GERD, iron-deficiency anemia, multiple sclerosis and colostomy.
MEDICATIONS: Hiprex 1 g q.12h., Pepcid 20 mg q.d., Colace one capsule q.12h., Keppra 250 mg q.12h., iron tablet 325 mg one t.i.d., Norco 7.5/325 mg one tablet q.12h., MiraLAX q.d. p.r.n. and Lantus 36 units q. 6 a.m.
ALLERGIES: NKDA.
DIET: Regular mechanical soft with ground meat and thin liquids.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: The patient was lying comfortably in bed, he was napping and I was able to examine him without difficulty.
VITAL SIGNS: Blood pressure 116/64, pulse 79, temperature 97.9, respirations 18, O2 sat 96% and weight 140 pounds, which is a weight loss of 5 pounds.
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HEENT: Nares patent. Moist oral mucosa.

SKIN: Facial skin is warm, dry and intact. Overall, the patient’s skin is warm and dry with good turgor.
RESPIRATORY: Anterolateral lung fields are clear. No cough. Symmetric excursion.

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

ABDOMEN: Soft. Slightly distended. Nontender. Colostomy bag in place with soft light brown stool, no evidence of blood or mucus and then indwelling urostomy with Foley bag containing a small amount of urine; it was yellow-brown, clear and there was sediment in the tubing.
ASSESSMENT & PLAN:
1. DM II. Last A1c was 6.60 on 07/03/2025, so he will be due next month and we will review. His control appears quite good with the last A1c.
2. Anemia. H&H on 01/22/25 was 8.6 and 30.4 with MCV and MCH that were low. He is on iron one tablet t.i.d.; when he has his next lab, which will be at the end of year, hopefully, we can reduce the frequency of that.
3. Seizure disorder. We will request a Keppra level. He did have one in this past January and it was 12.0 on the current dose. He was right on the very cusp of low end of normal, but despite that he has been seizure-free, so we will go from there.
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