


PROGRESS NOTE
RE: Eric Anderson
DOB: 08/29/1955
DOS: 05/22/2026
Windsor Hills
CC: Nocturia, lab review and followup on pain management.
HPI: A 70-year-old male seen in his room. I had gotten information from dietitian about patients with noted weight gain and Mr. Anderson was one patient. Told him that his current weight of 199 pounds puts him at a BMI of 33.1, which is obese and not something that he has been at previously. The patient also has insulin-dependent diabetes and we talked about his diabetic control; they wake him up for nighttime fingersticks. He goes to bed early and would like for that to not occur any longer and I told him I would just write an order that he is not to receive a fingerstick after 6:30 in the evening. He also relates that he has had a Dexcom 7 in the past prior to coming to Windsor Hills and it helped him manage his diabetes much better, he would like to have one ordered. His insurance then is the same as it is now and it was covered. The patient also has BPH. He has had a problem with getting urinary stream initiated, so he was started on Flomax one capsule q.d. right after I started working with him that has been helpful in that he is able to urinate with less discomfort, but now he is having nocturia that awakens him several times in night. So, I have discussed keeping the Flomax; otherwise, he has difficulty with urinary stream flow, but we will give him something at nighttime to help with the overactive bladder symptoms and he is agreeable with that.
DIAGNOSES: Status post CVA with sequelae of generalized muscle weakness, mild cognitive impairment without BPSD, occasional seizures, DM II, anemia, major depressive disorder, dry eye syndrome, HTN, COPD, allergic rhinitis, GERD and BPH.
MEDICATIONS: Unchanged from recent note within the last six weeks.
ALLERGIES: NKDA.
DIET: Regular with thin liquid.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL. The patient was alert and cooperative, able to give information.
VITAL SIGNS: Blood pressure 141/66, pulse 70, temperature 98.6, respiratory rate 18, O2 saturation 98%, FSBS 148 and weight 199 pounds with a BMI of 33.1.
CARDIAC: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Lung fields are clear. No cough and symmetric excursion.

MUSCULOSKELETAL: The patient has a wheelchair that he was using when I first met him, but he started physical therapy about six weeks ago and he is now ambulating independently. He is able to self-transfer. If he feels tired, he will resort to using his wheelchair, but that has happened infrequently. No falls have occurred.

NEURO: Oriented x 3. Clear coherent speech. Makes eye contact. Affect appropriate to situation. He is generally quiet and keeps to himself.
SKIN: Warm, dry, and intact with fair turgor. No bruising or breakdown noted.

PSYCHIATRIC: The patient is quiet. Affect appropriate. He seems comfortable and in good spirits.
ASSESSMENT & PLAN:

1. DM II. Dexcom glucometer is ordered and hopefully will get here within the next week or two. Continue with coverage as is. On 04/13/2026, A1c was 7.2, so no change in diabetic medications.

2. Weight gain. His current weight of 199 pounds has increased from 184 pounds approximately two months ago, so encouraged him to look at his eating pattern as well as his physical activity.

3. General care. He will be due for CMP, CBC and TSH in October when annual labs are due.
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