


PROGRESS NOTE

RE: George Nixon
DOB: 10/27/1927
DOS: 01/04/2024
HarborChase AL
CC: Fall followup.

HPI: A 96-year-old gentleman who had a fall in his room. He hit his head and is on Eliquis. So, he was sent to NRH where he was evaluated on 01/03/24. Head CT ruled out any acute changes and he was returned with the diagnosis of closed head injury and skin tear with no new orders. This is the recommended followup. He was seen sitting in his recliner napping. His wife was in her recliner napping and the television on quite loud as he is very hard of hearing. He did awaken. He made eye contact and smiled. I asked him how he was feeling and he said okay. He denied headache or change in vision. No ear ringing and did not feel dizzy. Since his return, the patient had just laid quietly in his recliner and stated that the headache had gotten better after he was given Tylenol in the ER. He could not quite tell how the fall occurred, but stated that he needs to be more careful which I agreed with him. He has significant bruising and abrasion on his face.
DIAGNOSES: Mild cognitive impairment with progression, hypertension, COPD, GERD, hypothyroid, atrial fibrillation on anticoagulant, and sleep disorder.

MEDICATIONS: Lipitor 20 mg h.s., Eliquis 2.5 mg b.i.d., Lasix 40 mg b.i.d., Imdur 30 mg q.d., Xyzal 5 mg q.d., levothyroxine 50 mcg q.d., Mag Ox 400 mg b.i.d., metformin 250 mg q. breakfast and dinner, Toprol 50 mg b.i.d., Remeron 7.5 mg q.d., Prilosec 40 mg q.d., KCl 20 mEq q.d., PreserVision b.i.d., Carafate 500 mg b.i.d., and vitamin C 250 mg q.d.
ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly gentleman seated quietly who is pleasant.

HEENT: He has abrasions on his forehead across the bridge of his nose and his left side of cheek down to his mouth. There is bruising as well as abrasion. No evidence of hematoma to palpation and slight tenderness.

RESPIRATORY: Decreased respiratory effort with a normal rate. Breath sounds relatively clear. A few scattered wheezes midfield bilateral decreased slightly with cough.

CARDIAC: He has in a regular rhythm. No murmur, rub, or gallop. PMI nondisplaced.

SKIN: Thin and dry. Scattered bruises apart from his face. These are old, but skin is intact.

ASSESSMENT & PLAN:
1. Facial abrasions due to fall. Staff to cleanse his face with normal saline in the morning and h.s. x 1 week with a thin film of TAO in the a.m. only.

2. DM-II. His last A1c was on 10/05/22 at 5.8. We need to recheck that. I do not know that he needs to be on metformin, but we will verify that with labs.

3. Renal insufficiency. Last creatinine was 1.98. I am ordering a CMP.

4. Mild anemia. Hemoglobin of 9.5 and hematocrit of 26.8 with normal indices. CBC ordered and we will review all of these when available with the patient.
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