


PROGRESS NOTE

RE: Lonnie Fink
DOB: 11/20/1950

DOS: 01/28/2026
Somerset AL

CC: Assume care.

HPI: A 75-year-old gentleman seen for the first time. The patient was cooperative to being seen. The patient was able to give some information and fortunately there is information in his chart with which he concurred.

PAST MEDICAL HISTORY: Hyperlipidemia, CKD, anxiety disorder, diabetes mellitus type II, history of CHF, history of CVA, GERD, polyneuropathy, obstructive sleep apnea, and osteoarthritis. The patient also has bladder outlet obstruction and currently has a Foley catheter.

PAST SURGICAL HISTORY: Negative.

ALLERGIES: METFORMIN.

CODE STATUS: Full code.

MEDICATIONS: ASA 325 mg q.d., Lipitor 40 mg h.s., docusate one capsule q.d., Proscar 5 mg q.d., losartan 50 mg q.d., Singulair h.s., Actos 45 mg one tablet q.d., Flomax two capsules h.s., Lantus 40 units at 5 p.m.

SOCIAL HISTORY: The patient has never been married has no children. He was employed by AT&T and Lucent for a total of 32 years. He has a 10 pack year smoking history. He is a veteran having served in the Army National Guard. urologist is Ross P Gillum and he scheduled to see patient in April. The patient had COVID in December 2025 was quarantined to his room. He was diagnosed and hospitalized for COVID on 12/19/25. The patient had his CVA on 06/10/2025.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient wears corrective lenses. His hearing is good. Does not require hearing aids. Speech is clear.

GU: The patient has bladder outlet obstruction. He has a catheter in place is followed by urology with whom he has an appointment later this year.
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GI: The patient has no difficulty chewing or swallowing. His appetite is good. He has no problem with constipation or incontinence. He is able to feed self, good appetite, eats in the dining room, and sleep pattern. The patient sleeps through the night. He denies any pain. The patient has native dentition in fair repair. General care, the patient does his own personal care is able to shower without standby assist. Diet is regular NCS.

MUSCULOSKELETAL: The patient uses a walker and ambulates without difficulty. He has had no falls since admit. He self transfers.

NEURO: The patient is alert and oriented x3. He can voice his needs, understands given information.

SKIN: He has good turgor. Skin is warm, dry, and intact. No bruising noted.

GU: The patient has an indwelling Foley. I checked the bag and the urine is clear and a dark yellow.

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 144/80, pulse 74, temperature 97.1, respirations 16, and weight 212.2 pounds.

ASSESSMENT & PLAN:

1. DM II. The patient is currently taking Actos 45 mg q.d. and Lantus 40 units q.d. His recent A1c was 11/11/25 at 8.6 at the time of that value it reflects that he was on 30 units of Lantus q.d. with the 40 units being started as a result of the 8.6. He will be due for A1c February 11th.

2. Renal insufficiency. Creatinine is 1.38 with the GFR 54, which is in stage III CKD.

3. Hypoproteinemia. T-proteins is 4.8 and albumin is 2.8 would recommend a protein drink at least Monday, Wednesday, and Friday.

4. Hyperlipidemia. TCHOL is 145 with LDL and HDL 84 and 43 all values in target range.

5. Anemia. H&H are 9.5 and 27.5 with a normal MCV and MCH for now we will monitor.

6. Bladder outlet obstruction with Foley catheter. There has been no problems to date. Urine is clear. Encouraged to drink more water he states that he drinks a lot of water so we will just periodically check on it. Overall, the patient is doing well.
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