


PROGRESS NOTE

RE: Henry Hanna
DOB: 03/10/1934
DOS: 04/15/2025
Rivermont AL
CC: Increased frailty.

HPI: A 91-year-old male seen in room that he shares with his wife. They were sitting on the couch as per usual. Yesterday, when I saw the patient for the first time, I was struck by his frail appearance. He was walking with his walker. He was more hunched over than I have noticed and it looked as though he has lost weight. Facially yesterday and then today, he looks fatigued. Staff report that they still try to get him to let her do some things for herself such as propel herself in her manual wheelchair which she is capable of doing, but he insists on transporting her. He enjoys her dependence on him and she enjoys having him take care of her. So, they both are gratified. He states that he sleeps fine. Appetite good. Denies any pain, but wants to tell me about his wife’s pain in particular her knee.
DIAGNOSES: Osteoporosis, gait instability; uses walker, BPH, HTN, hypothyroid, allergic rhinitis and OSA; uses O2 overnight.

MEDICATIONS: MVI q.d., levothyroxine 175 mcg q.d., melatonin 5 mg h.s., Toprol 25 mg q.a.m., Pravachol 20 mg q.a.m., Reguloid q.a.m., D3 1000 units q.d., and vitamin C 500 mg q.d.
ALLERGIES: ACE INHIBITORS, BACTRIM, LISINOPRIL and SULFA.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, quite talkative. He generally speaks for both of them.
VITAL SIGNS: Blood pressure 126/64, pulse 69, temperature 97.6, respirations 18, O2 sat 96%, and weight 137 pounds.
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HEENT: He has full-thickness hair. Corrective lenses in place. Sclera are clear. Nares patent. Moist oral mucosa.

RESPIRATORY; Normal effort and rate. Lung fields are clear. He has no cough. Symmetric excursion and no noted DOE.

CARDIAC: He is in a regular rhythm at a regular rate. No MRG. noted.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He ambulates with the use of a walker. He has adequate muscle mass and motor strength to propel her in a manual wheelchair. He has more sloping forward of his shoulders and a stoop to his posture now.
NEURO: He is alert and oriented x3. His speech is clear. He has a sense of humor and affect is congruent with situation.

ASSESSMENT & PLAN:
1. Anemia. H&H are 12.5 and 38.9. This is part of his annual lab. Indices are WNL and other values are also WNL. No intervention required.
2. Hypoproteinemia. T-protein and ALB are 5.6 and 3.2. I encouraged him to try a protein drink at least three days a week and talked to him about the value of these two numbers.
3. Hyperlipidemia. The patient is on pravastatin 40 mg q.d. and his numbers are all well controlled. We will continue as is.

4. Hypothyroid. The patient is on levothyroxine 175 mcg. TSH is suppressed at 0.06. I am decreasing levothyroxine to 100 mcg q.d. x 7 weeks. We will then check a TSH and assess what further needs to be done.
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