


PROGRESS NOTE
RE: Charles Wyatt
DOB: 04/03/1932
DOS: 01/17/2024
Jefferson’s Garden AL
CC: Right hip fracture.
HPI: The patient is seen today. He and his wife went to Texas to visit relatives for Christmas and on the way back they were near Edmund stopped to get gas and he fell by the gas dispenser and ended up breaking his right hip. He was taken to Integris Edmond and underwent ORIF. The fall on 12/27/2023 and ORIF was on 01/03/24. His orthopedist was Dr. Zane Uhland and he stated that postop was last time he saw and there is no plan for him to return. He has a wheelchair that his wife transports him around the facility for short distance he propels himself. He tells me that hip bothers him to the point that sometimes it is all you can think about he cannot find a position in bed that is comfortable. He is not able to sleep. He gets up and goes to the couch and tries to modify pillows around him so that he can get some rest. He was sent from the hospital with just a three-day supply of Norco 5 mg, which he has taken. He has a couple left and states they helped but he has not used them routinely because he is afraid of running out. I told him that we could take care of that and he is in agreement with having more and I told him that I would recommend that he take them routinely. He also told me that his oncologist is retiring and he has not had any lab work in several months and wants to know if he can get that through me or if he has to go find another oncologist now reassured him we can just do it here. The last time that he was seen was about 3 to 4 months ago and the patient has not achieved remission; however, his blood cell counts have remained stable. His oncologist was Dr. Charles Hollen.
DIAGNOSES: New right hip fracture with pain, gait instability and wheelchair receives therapy, anxiety, insomnia, B-cell chronic lymphocytic leukemia, HTN, HLD, nocturia and hard of hearing.
MEDICATIONS: Coreg 3.125 mg b.i.d., lorazepam 1 mg h.s., MVI q.d., and PreserVision q.d.
ALLERGIES: NKDA.
DIET: Regular;
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert and seated with wife out in the day area. He was alert and able to give information.
VITAL SIGNS: Blood pressure 130/80, pulse 80, temperature 98.1, respiratory rate 18, oxygen saturation 96%, and weight 176 pounds.
NEURO: Orientation x3. Clear coherent speech.
ASSESSMENT & PLAN:
1. He brought up the issue of pain and would like to have his medication refilled stating that he is not able to rest because of the pain and the patient is not one to use pain medication. I have not had him use it before actually.

2. B cell CLL. CBC and CMP are ordered.

3. Anxiety. This is addressed with his evening lorazepam and it is remained at 1 mg since admission so that is stable.

4. General care. We will review labs with him in a couple of weeks in my follow up visit.
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