


PROGRESS NOTE

RE: Frederick Wellborn
DOB: 01/23/1933
DOS: 01/20/2026
Rivermont AL

HPI: The patient is a 92-year-old gentleman who despite different medical issues is fairly stable. The patient is in his room with his wife Peggy and was present today when she started having these episodes of altered level of consciousness, inability to talk properly or appropriately and he has been by her side seeing what she needs but also taking care of himself to eat and to rest. I spoke with him frankly about where she is at and given her age in these episodes that have increased today that hospice would be appropriate and helping to care for her having an extra set of nursing eyes on her and he was in agreement. He also suggested that physical therapy be discontinued as she has not really made any gains and he commented that she hasn’t walked in years and she is not can start at this point. He has also had meals and I told him it was important that he is eats and stay hydrated and that he get his rest as well. We discussed hospice and but depending on how things turn out that we may get them to provide hospital bed so that would be for her and then he could have the bed to himself as he states that she has been harder to sleep with because recently she has just started doing a lot of moving. As to physical pain, the patient had an L1 compression fracture that had been bothersome but I think he is doing much better with that.

DIAGNOSES: L1 compression fracture 08/12/25, atrial fibrillation, HTN, HLD, lumbar stenosis with chronic back pain, chronic left knee pain, BPH, and hypothyroid.

ALLERGIES: CODEINE and PCN.

DIET: Regular with mechanical soft and thin liquid.

CODE STATUS: DNR.

MEDICATIONS: Unchanged from 11/13 note.
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PHYSICAL EXAMINATION:
GENERAL: The patient is at his wife’s side asked appropriate questions of myself and ADON and does not seem overly distressed but is aware that this is a serious issue going on with the patient.

VITAL SIGNS: Blood pressure 108/52, pulse 44, temperature 97.0, respirations 19, O2 saturation is 96%, and weight 180 pounds, which is weight gain of 10 pounds from 12/11.

HEENT: Male pattern baldness. EOMI. PERLA. Wears corrective lenses. Hard of hearing and has bilateral hearing aids in place.

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

RESPIRATORY: Normal respiratory effort. Lung fields clear. No cough and symmetric excursion.

MUSCULOSKELETAL: The patient is thin with generalized decreased muscle mass and motor strength. The patient has a walker that he uses occasionally in the room but for distance he is now propelling himself about in his manual wheelchair. He has no difficulties using it. No lower extremity edema. Moves arms in a normal range of motion. Self transfers and has had a decrease in his back pain.

ABDOMEN: Flat, nontender, and hypoactive bowel sounds. No masses or HSM.

SKIN: Thin, dry, and intact. He has no breakdown noted.

NEURO: The patient is alert and oriented x3. Speech is clear can give information. He is soft spoken in general very considerate of his wife and understands given information. He has a calm demeanor.
ASSESSMENT & PLAN:
1. Care taking. The patient is at his wife’s side seems to be taking this in stride and seems to understand that she is setting a new baseline.

2. Pain management appears stable at this point in time for both his back and his knee. He continues with tramadol, which is effective.

3. History of atrial fibrillation with CHF. He is doing well. He takes Jardiance for that for the CHF component and it appears to be a benefit for him.

4. Hypothyroid. The patient had an increase in his levothyroxine at the end of September and TSH needs to be rechecked so that is ordered.

5. Anemia it was relatively stable and actually had improved so no recheck needed.
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