


PROGRESS NOTE

RE: William Hollis
DOB: 01/29/1950
DOS: 04/02/2026
Tuscany Village

CC: Fall followup.
HPI: A 76-year-old gentleman who was seen after a fall on 04/01/26. The patient was out on the patio and had walked out with a Rollator walker that he has, but only uses occasionally. He stated that he was going back to sit down and did not lock the break on the Rollator and it rolled out in front of him and he fell flat on his bottom. He stated that he had some soreness around his left hip. So, he was amenable to my examining him. He denied hitting his head.
DIAGNOSES: Hemiplegia and hemiparesis of left side status post CVA, HLD, HTN, DM II, gout, depression, BPH and ASCVD.

MEDICATIONS: Allopurinol 100 mg q.d., alogliptin 25 mg one tablet q.d., ASA 81 mg q.d., Lipitor 40 mg h.s., Basaglar insulin 44 units h.s., duloxetine 30 mg q.d., gabapentin 400 mg t.i.d., Jardiance 25 mg q.d., melatonin 3 mg two tablets h.s., Natural Tears two drops per eye p.r.n., Protonix 40 mg q.d., Proscar 5 mg q.d., Flomax one capsule q.d., Tums 500 mg two tablets q.6h. p.r.n., and B complex MVI.

ALLERGIES: BENADRYL, ALLEGRA, MELOXICAM and PSE.
DIET: CCHO/RCS, thin liquids.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient was observed walking down the hall with his non-rolling walker. He has noted drag of his left foot. He ambulates with the use of a walker. He does not use a wheelchair. Palpation of his left hip was not noted to be painful. His left buttock he stated was sore and deep pressure made him wince and he stated that that is where it was sore, but there was no palpable evidence of a hematoma. He moves arms in a normal range of motion. He has fair grip strength. He is right-hand dominant. He can hold utensils and glasses. The patient goes from sit to stand and vice versa on his own, self-transfers as well.
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VITAL SIGNS: Blood pressure 129/69, pulse 61, temperature 97.5, respirations 18, O2 sat 96%, FSBS 166, height 5’8” and weight 186 pounds with a BMI of 28.3.

NEURO: He is alert and oriented x2, has to reference for date and time. His speech is clear. He can give information and understands given information. Affect generally congruent to situation; at times, he can be a bit stern with other residents.

SKIN: Warm and dry with fair turgor. He does have an abrasion the left side of his lower back lateral to the midline and going down over his flank. It is red. There is no warmth or tenderness, but he states that palpation around that area elicits soreness.

ASSESSMENT & PLAN:
1. Fall landing on his bottom on concrete, did not hit his head and there were two other residents out with him who witnessed it and stated that his Rollator walker got away from him and he just went down on his bottom, but did not fall backward. After physical exam, I told him that he has got muscle tenderness or tightness and that it will just take a little bit of time for the soreness to wear off. I discussed with the patient his mobility devices and he agrees that the Rollator is not a safe walker for him to use and he will stay with his non-Rollator walker.
2. DM II. January A1c was 8.2. Basaglar insulin was unchanged at 44 units h.s., but increased insulin aspart from 2 to 7 units b.i.d. He will be due for his A1c this month; so, it will be ordered and we will make any needed adjustments in his insulin doses.
3. General care. CMP, CBC and lipid profile are ordered.
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