


PROGRESS NOTE

RE: Jimmie Moore
DOB: 06/18/1951
DOS: 10/21/2025
Windsor Hills
CC: Lab review and followup on general care.

HPI: A 74-year-old gentleman who was seen for the first time on Friday, 10/17/25. Labs were ordered and talked to him about behavioral issues. So, I have followed up with staff. He can be a bit demanding. The name calling has decreased a bit, but still does continue at some level. The patient is bed bound to his hospital bed and spends all day in his room. When seen today, he looked at me. He remembered that he had met me. I reminded him of my name and my role. The patient has a good appetite. He sleeps well through the night. When I asked about pain, he just gave me a blank look. He does have pain medication and he did not complain of any pain when seen today.

DIAGNOSES: Unspecified dementia with behavioral issues, diabetes mellitus type II, colostomy, generalized anxiety disorder, hypertension, hyperlipidemia, unspecified depression, ASCVD, CKD, anemia, GERD, and chronic pain syndrome well managed.
MEDICATIONS: Prasugrel HCl 10 mg one tablet q.d., Trelegy Ellipta one puff q.d., metoprolol 25 mg b.i.d., MVI q.d., ASA 81 mg q.d., Omega-3 1000 mg one q.d., B12 1000 mcg one q.d., folic acid 1 mg q.d., fenofibrate 145 mg q.d., Mag-Ox 400 mg q.d., Lasix 20 mg q.d., Eliquis 5 mg b.i.d., albuterol MDI one puff q.6h., insulin glargine 20 units q.d. with sliding scale, Paxil 10 mg q.d., trazodone 100 mg h.s., omeprazole 40 mg a.m. and h.s., Delsym cough suppressant 10 mL b.i.d.,

ALLERGIES: LISINOPRIL.

DIET: Liberalized diabetic diet, regular texture, and thin liquid.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is lying in his room. He made eye contact, remembered who I was.
VITAL SIGNS: Blood pressure 126/89, pulse 80, temperature 97.8, respirations 17, O2 sat 96%, FSBS 168 and weight 246 pounds.
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HEENT: EOMI. PERLA. Slightly dry oral mucosa.

NECK: Supple.

RESPIRATORY: He had a normal effort and rate. Listening to his anterolateral lung fields, there was not the gurgling that I had heard on 10/17/25 and the patient states that all that mucus is drying up and he has been able to also bring some up. He states his breathing has gotten easier.

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

ABDOMEN: Soft. Bowel sounds are present. No distension or tenderness.

NEURO: Orientation x 2. Makes eye contact. He is hard of hearing. He has to wear aids with a hearing box and then he can communicate. He behaved himself today, was not demanding. I explained his lab work to him and he seemed to understand that and I discussed things that we may change and he was in agreement.

ASSESSMENT & PLAN:
1. DM II. A1c from 10/20/25 is 7.1 which is actually quite good control. No change in the patient’s diabetic regimen. We will discontinue FSBS.

2. CBC review. H&H are 9. 3 and 28.9 with a normal MCV and MCH. Platelet count WNL at 294.

3. CMP review. BUN and creatinine are elevated at 34 and 2.55. Encourage the patient to drink more free water and that it may take some of the strain off his kidney function. We will look to find what his baseline creatinine is. Remainder of values are WNL.

4. BPSD of dementia. The patient is aggressive verbally towards staff. It happens randomly and it can be quite cruel, redirecting him can be difficult for staff as it just agitates him. I am starting Depakote 125 mg q.d. We will see benefit that it has and we will adjust dose accordingly; if we need to increase, we will do.
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