


PROGRESS NOTE
RE: Gary Wilcox
DOB: 09/25/1950
DOS: 11/11/2025
Rivermont MC
CC: Review of medications and met with wife.
HPI: A 75-year-old gentleman seen in Memory Care, his wife was present; she had questions regarding medications and some other things that she was nonspecific about. This was my first 30-day visit with the patient after the initial H&P on 10/20/2025. The patient was admitted to Memory Care on 10/15/2025, following hospitalization in June 2025, when he suffered a traumatic brain injury with bifrontal subarachnoid hemorrhages from a ground-level fall. His behavior began to decline. He had MRI followup. There were no new acute findings apart from the already noted bifrontal subarachnoid hemorrhages. The patient was not able to function at home without wife’s full supervision. He was also having hallucinations and dysphagia.
DIAGNOSES: Status post bifrontal low subarachnoid hemorrhages, hypertension, DM type II, GERD, depression, disordered sleep pattern with night terrors, allergic rhinitis, hyperlipidemia, gout, CAD, history of MI, prostate cancer status post RTX, chronic left cerebral artery occlusion, chronic hyponatremia, and cervical stenosis.
MEDICATIONS: Unchanged from 10/20/2025 note.
ALLERGIES: PCN.
DIET: Regular with thin liquid.

CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: A gentleman who appeared stated age, was seated next to his wife. He stared at me intently, spoke in a low voice. Speech was clear, but content varied from sensical goal to random. His wife asked about questions regarding the fact that he is now having diarrhea and he is on metformin and she has read that it can cause that. I reminded her that the medications he is on now are those that he was admitted here on.
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I also had reviewed his blood pressure since he has been here and there are several where the systolic was elevated. I explained to her that we did not have to add another medication, but rather could go up on the low dose of the current medication he takes. The patient is on lorazepam 0.5 mg b.i.d. She states that when he was admitted to the hospital for the second time in rehab that he was on the same medication, but at a lower dose at which she thought he did better with, she thinks that the 0.5 mg makes him dull to what is going on around him, just does not seem like himself. Staff state that the patient is cooperative to coming out for meals, but he often just appears confused and has to be walked through each time that it is lunchtime and this is where you can sit and needs reassurance. The patient has not had falls that I am aware of. He is reported to sleep through the night and wife does check in on him frequently.
VITAL SIGNS: Blood pressure 155/76, pulse 90, temperature 97.7, respiratory rate 18, O2 sat 98% and weight 144 pounds; a weight gain of 3 pounds.
HEENT: He has well-groomed hair. EOMI. PERLA. He just stared intently at me or whatever he was looking at. His affect was flat. He has soft voice, content random.

RESPIRATORY: Normal effort and rate. He had to be reminded not to talk while I was listening.
CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

PSYCHIATRIC: The patient appeared intent and just looking around. Affect bland or blunted. He did not understand why he had to be here any longer and I just explained to him that it is helping him to get stronger and he needs to talk to his wife about anything else related to going home.
ASSESSMENT & PLAN:

1. Diabetes mellitus type II. Quarterly A1c is 6.8 on metformin one tablet p.o. t.i.d. a.c. Reassured wife that I would discontinue the metformin given the GI issues it has caused and she is in agreement with that. We will start Actos 15 mg one tablet p.o. q.d. and when that starts discontinue metformin.

2. Anemia. H&H are 11.6 and 35.0. Remainder of CBC is WNL. Wife is not sure whether he has had anemia in the past.

3. Hyponatremia. Sodium is 131. I explained to wife that hyponatremia can cause or increase confusion, the treatment is sodium capsules starting with 1 g capsule q.d. and she is okay with that.

4. History of hypomagnesemia. Magnesium is checked on current labs and is 1.6. We will start magnesium citrate capsule 200 mg one p.o. b.i.d.

5. Hypoproteinemia. T-protein is 5.9. Albumin WNL at 3.9. I told her that we will try to see if his PO intake per meal does not improve and, if it does not, then we will look at supplementing with a protein drink.
6. General care. A CMP to include magnesium and a lipid profile will be done in five weeks.
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7. Medication review. Four medications were discontinued as nonessential and Ativan was discontinued at its current dose of 0.5 mg b.i.d. routine and instead he will have a 0.25 mg tablet q.a.m. only per wife’s request.

8. Hypertension. Coreg is increased to 12.5 mg one tablet q.a.m. and h.s. with BP to be monitored daily.

CPT 99310 and advance care planning 83.17 and time spent with POA reviewing the patient’s current medications, labs and in general how he is doing and what she can expect was 40 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

