


PROGRESS NOTE
RE: Charles Hill
DOB: 10/05/1929
DOS: 11/19/2024
Rivermont MC
CC: Lab review.
HPI: A 95-year-old gentleman seen in room seated in his recliner as per usual. He makes eye contact. He is quiet. He tends to be very testy, has an unusual personality, will occasionally growl to like tease me and is very hard of hearing and he makes that known, so things have to be spoken very loudly and often repeated. He acts as though he does not understand some things and, as I continue to repeat, he laughs letting me know that he knows what I am saying. Staff state that he stays in his room, but occasionally comes out to the DR for meals, he is quiet, will keep to himself and the labs that we were reviewing today it took second attempt by lab as the patient refused to cooperate the first time and then cooperated when they returned. No falls, reported to sleep through the night. His appetite is good as reflected in a 4-pound weight gain.
DIAGNOSES: Moderate unspecified dementia, HTN, HLD, constipation, unspecified pain management and history of CHF on anticoagulant.
MEDICATIONS: Unchanged from 10/22/2024 note.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient was seated in recliner. He was a bit gruff and testy when I told him that I was here to review his labs with him and see how he is doing. He then decreased the challenging behaviors and was more relaxed. _______
VITAL SIGNS: Blood pressure 133/76, pulse 68, temperature 98.1, respiratory rate 18, oxygen saturation 97%, and weight 134 pounds with a 1-pound weight gain from 10/22/2024.
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HEENT: Male pattern baldness. He squints to see. He has bilateral hearing aids in place. Dry oral mucosa.
RESPIRATORY: _______ Lungs are clear without cough and symmetric excursion.
CARDIAC: An irregular rhythm at a regular rate without murmur, rub or gallop.

MUSCULOSKELETAL: He is lean. He moves arms in a normal range of motion. He has no lower extremity edema. He is weight-bearing and ambulatory with the use of a walker. He has had no falls since admit.

NEURO: He is alert, oriented x 2 to 3. He will make eye contact, he squints and despite hearing aids, you have to really talk loud and he will readily let you know when he cannot hear you or does not understand.
Skin: Warm, dry, and intact. No bruising or skin tears noted.
ASSESSMENT & PLAN:
1. Anemia normochromic normocytic. H&H are 11.0 and 32.2, with normal indices and normal platelet count. _______ No intervention required.

2. Renal insufficiency. BUN 51 and creatinine 2.25. There are no available reference labs or mention of any kind of kidney disease in the limited information available. I recommended that the patient increase his water intake and then we will look at medications that he is on routinely and whether doses need to be adjusted due to renal function.
3. Hypoproteinemia. T-protein and ALB are 5.9 and 3.3. Recommend protein drink one in the afternoon on Monday, Wednesday and Friday, order is written for staff to go into room about 2 p.m. MWF and open protein drink for him. He does have them available in his refrigerator.
4. Screening thyroid testing. TSH WNL at 2.67. No intervention required.
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