


PROGRESS NOTE
RE: William Hollis
DOB: 01/29/1950
DOS: 11/05/2025
Tuscany Village
CC: Lab review.
HPI: A 75-year-old gentleman with diagnoses of hypertension, hyperlipidemia, diabetes mellitus type II, gout, unspecified depression, BPH, slow transit constipation, ASCVD, diabetic neuropathy, and status post CVA with mild hemiplegia/hemiparesis non-dominant side. The patient who has told me last week that he was having loose stools, I reviewed his medications, which included Senna two tabs q.d. routine and Colace one capsule q.d. p.r.n. and the Senna was discontinued and left the Colace in place and reminding the patient that if he did have any since a constipation he would have to ask for this medication. Today, he tells me that he is still having loose stools. He is also on Linzess for irritable bowel syndrome. Explained to him some people tend to be more on the constipation side and others more on the loose stool side, which he diagnoses himself as. There are no changes in his other medications or diet. This issue is not new.
Review of vital signs show the only thing that has been documented are couple of FSBS generally done once daily ranging from 148, 158, 222, and 301.

MEDICATIONS: Unchanged from previous note and reviewed today with the patient.
ALLERGIES: BENADRYL, ALLEGRA, MELOXICAM and PSEUDOEPHEDRINE.
CODE STATUS: Full code.

DIET: Low-carb and diabetic diet.
PHYSICAL EXAMINATION:

GENERAL: Alert gentleman cooperative interested in medication review.
CARDIAC: He has regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.
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MUSCULOSKELETAL: The patient has a manual wheelchair that he propels himself around in and he also has a walker that he uses. Moves arms in a normal range of motion. No lower extremity edema.

NEURO: Makes eye contact. Speech is clear. Voices his needs, understands given information. We will ask for clarification if he does not and has a good understanding of his medical history.
SKIN: Warm, dry, intact with fair turgor. He is fair skinned.

ASSESSMENT & PLAN:
1. CBC review. H&H WNL, platelet count low at 149K. Remainder of CBC within normal.
2. Hypoproteinemia. T-protein is 6.2, albumin 3.9, well within normal. Encouraged the patient increase protein in his diet and will write for Prostat and then remainder of CMP WNL.
3. Hyperlipidemia. The patient is on Lipitor 40 mg h.s., TCHOL is 101.5 with other three factors within normal limits. No change in statin use.
4. Diabetes mellitus type II. A1c is 7.9. He is currently on Basaglar 39 units h.s. and Humalog sliding scale b.i.d. a.c. and Jardiance 25 mg q.d.  We will increase Basaglar to 44 units q.d. with goal of one having his A1c 7 or less and hopefully being able to decrease his FSBS.

5. Screening thyroid function. TSH WNL at 1.82. The patient is not on supplement.
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