


PROGRESS NOTE
RE: Carl Carden
DOB: 10/16/1950
DOS: 01/02/2026
Windsor Hills
CC: Quarterly note.
HPI: A 75-year-old gentleman seen in room, he is lying in his bed television on and he requests cups of ice. Staff tell me that he is always wanting ice, which he wants it all day long if able and later he also then wanted coffee and I told him that he probably just needs to drink more water. I asked the patient if he would give me some information about his baseline health and himself and he was cooperative, but at times he was tangential requiring redirection.
DIAGNOSES: Status post CVA with sequelae of hemiplegia of left side and non-ambulatory, diabetes mellitus type II, insomnia, constipation, unspecified anemia, ASCVD, COPD, depression, history of convulsions status post CVA, delusional disorder, senile debility, chronic pain syndrome, hypothyroid, GERD, BPH, HTN, peripheral neuropathy and vascular dementia.

PAST SURGICAL HISTORY: Right hip replacement, bilateral cataract extraction, tonsillectomy, cholecystectomy, brain surgery secondary to ischemic CVA with a clot formed and removed and a heart stent the patient stated and then later he stated he was not sure. For his right lower extremity fracture, it was cast with conservative measures for healing.

MEDICATIONS: ASA 81 mg q.d., Depakote 250 mg h.s., Flomax one capsule h.s., metformin 1000 mg one tablet b.i.d., Namenda 10 mg b.i.d., Proscar one tablet q.d., Keppra 250 mg two tablets b.i.d., duloxetine 20 mg one capsule b.i.d., Miralax q.d., probiotic one capsule q.d., MVI q.d., DuoNeb q.8h. p.r.n., trazodone 50 mg h.s., FeSO4 one tablet b.i.d., Synthroid 200 mcg q.d., melatonin 10 mg h.s., and formoterol MDI 2 mL b.i.d.

ALLERGIES: DOXAZOSIN and TETRACYCLINE.

DIET: Liberalized diabetic diet, regular texture, thin liquids.
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CODE STATUS: DNR.

SOCIAL HISTORY: The patient has never been married, has no children. He has two brothers one lives in Texas and other in Virginia and he emphasizes that they are both married, he has not seen them in some time, they do not call or visit. The patient worked for the FAA and the Oklahoma Historical Society. He also worked at the Poteau Library, states that he was let go from that job as he was told that he was too slow. The patient is a nonsmoker and nondrinker. He had previously lived at home, but was hospitalized due to a fall wherein he fractured his right lower leg, had to go to Grace Rehab, was there and it was determined that he could not take care of himself at home.

REVIEW OF SYSTEMS: The patient wears glasses, which he did not have in place. He has left side hearing decreased, does not wear hearing aids. Native dentition. He is incontinent of both bowel and bladder, wears adult briefs. His baseline weight is 247 to 255 pounds. He denies having any pain. His appetite is good. He eats a lot of ice every day. He has difficulty getting to sleep in the face of both trazodone and melatonin. The patient is non-ambulatory. He can sit up in a wheelchair, but has to be transported, states he cannot propel himself. His last fall was some time ago, he could not tell me and it was trying to get out of bed on his own, but denies any injury.

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 138/81, pulse 85, temperature 98.4, respirations 20, O2 sat 93% RA, FSBS 154, and weight is 215 pounds, so 30+ pounds lower than his lowest baseline weight.

HEENT: He has full-thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition appeared to be in fair repair.
NECK: Supple. No LAD.
CARDIAC: He had a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

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

ABDOMEN: Protuberant. Nontender. Bowel sounds present.

MUSCULOSKELETAL: No lower extremity edema. He can move his legs. Did not observe weight-bearing. Moves his arms in a normal range of motion. Intact radial pulses.

NEURO: He is alert and oriented to person and place. He can make his needs known. He is persistent if he does not get what he wants. His speech is clear. Affect tends to be blunted and just does not seem to be bothered by much. There is a certain level of being withdrawn evident.

SKIN: Warm, dry, and intact with fair turgor.
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ASSESSMENT & PLAN:
1. Pagophagia. The patient consumes ice daily and is persistent and wanting more per staff and I witnessed that today. His last CBC was 07/15/2025, with an H&H of 10.3 and 35.5 with microcytic MCV and MCH. He is on FeSO4 b.i.d. started after this last CBC by previous provider. I am ordering a CBC and we will see if there is any improvement in the value cited.
2. DM II. The patient’s last A1c was on 09/08/2025, at 5.2 and he is on metformin 1000 mg b.i.d. I am ordering a past due quarterly A1c and, based on the value, we will make a decision about decrease needed in the metformin.
3. Hypothyroid. The patient is on 200 mcg of levothyroxine and in review of past labs dating back to 01/24/2025, no TSH or thyroid profile has been done, so I am adding a thyroid profile.
4. Seizure disorder. The patient is on Keppra and there is no Keppra level that has been checked since admit, so that will also be ordered.
5. General care. I have talked to the patient about getting up and going to meals rather than lying in bed all day as it is clear that he has no motivation to get out of bed and do anything.
6. Insomnia. The patient is on 10 mg of melatonin, we will continue with that and have ordered that it be given at 7 p.m. so that it has time to become effective. I am increasing trazodone to 100 mg to be given at h.s. I have also talked to him about the fact that he lies in bed all day, he does nothing, so it is not unexpected that he cannot sleep at night, he needs to get up and move during the day.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

