


PROGRESS NOTE

RE: Howard Green

DOB: 04/02/1948

DOS: 11/14/2025
Windsor Hills

CC: Assume care.

HPI: A 77-year-old gentleman seen in his room introduced myself as his new PCP. He was pleasant and cooperative. The patient was in bed stated that he was cold, but he was cooperative to exam.

PAST MEDICAL HISTORY: Diabetes mellitus type II, hypertension, atrial fibrillation, peripheral vascular disease, chronic pain syndrome, generalized osteoarthritis with unsteady gait, chronic hepatitis C, depression, unspecified dementia severity not determined, and no BPSD.

PAST SURGICAL HISTORY: Right shoulder surgery. He could not be more specific.

MEDICATIONS: Lidocaine patch to low back q.d. off h.s., Norvasc 10 mg q.d., Prozac 20 mg h.s., metformin 500 mg one tablet b.i.d. a.c., and Jardiance 10 mg q.d.

ALLERGIES: NKDA.

CODE STATUS: Full code.

DIET: Diabetic diet.

SOCIAL HISTORY: The patient is his own POA. He is a retired oil field worker. He is married. His wife lives in their home and she does visit him. He has one son from a previous marriage with whom he has little contact. He was a smoker about two packs a day for 30 plus years so a minimum of 60 pack year smoking history. Positive ETOH use, which is decreased with me and facility.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: He does not know his baseline weight, states that it is usually he thinks about 170 pounds.

HEENT: He wears reading glasses. He had dentures, but he states that his dog chewed them up so he has native dentition with several missing but that is how he gets by he states that he is able to chew and swallow without difficulty.

CARDIAC: He denies chest pain or palpitations.

RESPIRATORY: He occasionally has shortness of breath at rest and with exertion. The patient is continent of both bowel and bladder.
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His baseline weight it is 178 pounds. When asked about his last fall he states that it was a long time ago and he cannot remember when. He gets around with a wheelchair. He is weightbearing and self transfers. He sleeps without any problem. As to pain he states that he is okay in that arena and feels that his health at this point is stable for him

PHYSICAL EXAMINATION:
GENERAL: The patient lying comfortably on his bed. He stated that he was cold and he was dressed in street close with a blanket over him.
VITAL SIGNS: Blood pressure 138/64, pulse 88, temperature 97.7, respirations 18, O2 saturation 97%, current weight is 219.8 pounds.

NEURO: He makes eye contact. His speech is clear. Content is coherent. He is able to voice his need. He seemed to understand questions asked based on his answers if he could not remember he just said so. He was a little guarded initially and then seemed to relax and was able to laugh about a couple of things. CN II through XII grossly intact. He is soft spoken.
HEENT: He has full thickness hair. EOMI. PERLA. Nares patent. He has a big mustache. Native dentition with several teeth missing.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: He had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft, slightly protuberant, nontender, and hypoactive bowel sounds. No masses.

MUSCULOSKELETAL: Intact radial pulses. Moves limbs in a normal range of motion, repositions himself. Looking at his feet his right foot the great toe has a large hardened callous on the lateral aspect. Betadine has colored it and there are some areas were not slightly open and his middle toe of right foot from the MCP to the distal is black and gangrenous and he is aware of that. He denies any discomfort. The dorsum of his foot there are areas of scratching whether he did it accidentally or intentionally unclear. No bleeding and he does have some scratches on both legs along the shin. No vesicles or other type lesions on the skin on his arms and abdomen are clear.

PSYCHIATRIC: The patient is quiet but cooperative. He gradually warmed up to the situation and things run smoothly.

ASSESSMENT & PLAN:

1. Foot wounds. He is followed by wound care Dr. Murphree and treatment is deferred to her.

2. Diabetes mellitus type II. A1c from 09/11/2025 is 7.4. I am increasing metformin 500 mg two t.i.d. a.c. from b.i.d. a.c.
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3. Hypertension. Review of BPs systolic is ranged from 110 to 170 with the 170 being an exception, otherwise systolic ranges from 110 to 140 and diastolic range is 62 to 90. We will leave BP meds as they are.

4. Pain management. The patient states that he is okay in that arena with his lidocaine patch being his primary pain treatment.
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Linda Lucio, M.D.
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