


PROGRESS NOTE

RE: Eric Anderson
DOB: 08/29/1955
DOS: 12/05/2025
Windsor Hills
CC: Initial contact.
HPI: A 70-year-old gentleman who is propelling his manual wheelchair down the hall and staff requested that I speak to him and he willingly did speak with me. The patient told me that he needs something for his anxiety and requested Ativan and states that being here is like a nightmare and he wants something that will make him forget where he is at, so that he can walk through his time here in a trance. I asked him how long he has been here and he tells me he does not remember anything before Halloween. He then goes on to tell me that he had a brain bleed and since then his memory is not intact and he cannot tell me when the brain bleed was. After I was done speaking with him, the hall nurse wanted to speak with me. She told me that she felt that he was really depressed that she has watched it increased over the past couple of months. The patient was willing to spend a few minutes with me going over some of his medical history that which he could remember and reiterated more than once needing something for his anxiety.
DIAGNOSES: Status post nontraumatic intracerebral hemorrhage, diabetes mellitus type II, unspecified anemia, major depressive disorder, dry eye syndrome, hypertension, seizure disorder, COPD, postherpetic polyneuropathy, GERD, BPH and unspecified dementia.
PAST SURGICAL HISTORY: Appendectomy and left ankle surgery.

MEDICATIONS: Prozac 10 mg q.d., Effer-K 10 mEq q.d., glargine insulin 28 units q.d., B12 1000 mcg IM q. Monday, gabapentin 600 mg one tablet t.i.d., Benadryl 25 mg one tablet q.8h, Systane ophthalmic drops two drops OU q.12h., lispro insulin sliding scale, Norco 10/325 mg one tablet q.6h. p.r.n., Keppra 500 mg one tablet b.i.d., hydralazine 50 mg t.i.d., Aricept 10 mg h.s., terazosin 10 mg h.s.
ALLERGIES: NKDA.

DIET: Regular.
CODE STATUS: Full code.
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SOCIAL HISTORY: The patient was living on his own when the brain bleed occurred. He was hospitalized and ended up here after that. He is a retired respiratory therapist. He has been a past smoker, states he is not smoking now because he does not have the money that the facility takes his money. He has an older brother who visits occasionally bringing him things that are needed though he denied family visits, staff tell me otherwise and the patient brings up the issue of depression.
REVIEW OF SYSTEMS: The patient wears corrective lenses. His hearing is good, no hearing aids needed. He is edentulous and has some difficulty swallowing as he is not able to chew properly. The patient wears adult briefs. He states that he has no choice in that and that he can control his urine for the most part, but there are times that he has leakage that he cannot control and when asked, he states that he is continent of bowel.

MUSCULOSKELETAL: The patient is in a manual wheelchair that he can propel. He is also able to self-transfer. He states that he generally feels weak and not able to ambulate any significant distance safely.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated in his manual wheelchair. He willingly came over to speak with me and was engaging.
VITAL SIGNS: Blood pressure 136/66, pulse 82, temperature 97.7, respirations 18, O2 sat 98%, FSBS 203 and weight 170 pounds.
HEENT: He has short cropped hair. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. Edentulous.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

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

ABDOMEN: Soft. Slightly protuberant and nontender. Hypoactive bowel sounds present.

SKIN: Warm, dry and intact. I found no bruising, breakdown or abrasions.

MUSCULOSKELETAL: He has good neck and truncal stability in his seated position. Moves arms in a normal range of motion. He is weight-bearing for transfers. No lower extremity edema and some generalized decreased muscle mass.

NEURO: The patient is alert. He is oriented to person, knows that he is not at home, did not say the name of the facility and states that he has no recollection of anything after his head bleed or anything after Halloween. The patient makes eye contact. His speech is clear, content coherent. His affect is appropriate to situation. He did appear to be frustrated.
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ASSESSMENT & PLAN:

1. Major depressive disorder with anxiety component, which the patient stresses has really been consuming for him recently. The patient is receiving fluoxetine 10 mg q.d. With the patient stressing the anxiety component, he SSRI Zoloft is indicated to treat both depression and anxiety, so that is what I would try for him as the current SSRI does not appear to be managing his symptoms. Hold on fluoxetine x2 weeks once the Zoloft arrives; I am starting it at 25 mg q.d. x1 week, then increase to 50 mg q.d. thereafter and we will evaluate and go from there as to dosing.

2. DM II. On 10/15/2025, A1c is 7.1 on current insulin doses. I am increasing the glargine to 30 units SC q.d.
3. Anemia. H&H are 11.6 and 33 with a normal MCV and MCH and platelet count WNL; we will monitor for now, this is acceptable.
4. CMP review. All values with the exception of T-protein of 6.3 are WNL. TSH is also WNL.
5. General care. The patient is informed of his admission date and the duration of time that he has been here. I also reviewed the medication changes that are in place.
6. Seizure disorder. The patient is on Keppra 500 mg twice daily. In February, his Keppra level was checked and it was 21.9, so it is in target range and he has been seizure-free, no changes in dosing.
7. B12 level. The patient is receiving IM B12 and has been on it for two months. We will check a level and, if he is in target range, we will then discontinue the IM and change to oral.
________
Linda Lucio, M.D.
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