


PROGRESS NOTE
RE: Gregory Williams
DOB: 07/22/1957
DOS: 02/10/2026
Tuscany Village
CC: Followup on abdominal pain.
HPI: A 68-year-old gentleman who I was contacted about last week with complaints of abdominal pain and then feeling hot from his stomach up into his chest despite the fact that he had not eaten or drank anything other than water; that discomfort began approximately 02/05/2026. The patient had stated that Tylenol No.3 worked good for pain management and this was after I saw him a week ago today and he requested to have pain medication available if needed and I thought that was reasonable. So, a Tylenol No.3 order was placed and filled. I had spoken with the nursing staff requesting that they start patient on Prilosec 40 mg b.i.d. for one week and then we will go to 20 mg b.i.d., but that does not appear to have happened. Then, toward the end of the last week, the patient found out that his girlfriend’s son died, so he left the facility for the weekend to attend services and then returned to the facility. Seen in his room today, he was seated quietly, remembered who I was and then was interactive. He also had a big plastic bag of medications that were his that he was allowed to take home; there were no controlled substances included. The patient had been started on gabapentin and he stated that he felt like it was helpful, so he wants to continue with it. Regarding his GI issues, he was able to eat though he states he is cautious about what he eats and eats more slowly. He has had normal BMs and the burning pain that he was having in his chest has decreased.
DIAGNOSES: Nicotine dependence, long history of ETOH abuse, BPH, HTN, COPD, large ventral hernia without obstruction, peripheral neuropathy, depression, anxiety, and RLS.
MEDICATIONS: Unchanged from note approximately one week ago.
ALLERGIES: NKDA.
CODE STATUS: Full code.
Gregory Williams
Page 2

PHYSICAL EXAMINATION:

GENERAL: Older gentleman who was thin, seen in room, remembered who I was and was cooperative.
VITAL SIGNS: Blood pressure 101/61, pulse 67, temperature 97.8, respiratory rate 18, saturation 94%. The patient is 5’9”, weighs 134 pounds with a BMI of 19.8.
CARDIAC: He had an occasional irregular beat with a normal rhythm, could not appreciate murmur, rub, or gallop.

ABDOMEN: While continues with the large ventral hernia, it visually did not appear as full as when I first met him and, today to palpation, it is much softer and with no discomfort. He has bowel sounds present. As to bowel movements, he had one today and states that he has had no problem with that. Constipation had been an issue.

MUSCULOSKELETAL: In his room, he ambulates independently; outside of the room, he has a manual wheelchair that he can propel without difficulty.

NEURO: Made eye contact. Soft-spoken. Clear coherent speech. He maintains his sense of humor when it is appropriate.
ASSESSMENT & PLAN:
1. Burning abdominal pain thought to be related to reflux, so I am starting Prilosec 40 mg a.m. and h.s. times two weeks, then we will decrease to 20 mg a.m. and h.s. going forward.
2. Labs were ordered last week, but I do not see that they have been put into the system, so I am going to reiterate that they be drawn.
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