


PROGRESS NOTE
RE: Charles Hill
DOB: 10/05/1929

DOS: 02/11/2025
Rivermont MC
CC: Routine follow-up.
HPI: A 95-year-old gentleman seen in the dining room. He was sitting with other male residents, but not interacting with any of them. He was just stern in his appearance eating and afterword when we spoke with him he is someone whose sense of humor is very dry and almost spooky, but he seems to enjoy it and will laugh, which shows that he wants to interact. The patient was agreeable to seeing me and wants to stay in the dining area, which I found surprising, but was fine with it. Overall, when I asked him if he is doing okay. Has yet he has any falls or other illnesses that I do not know about he looked at me like I was crazy and he just said no, which he had not. Overall, the patient generally stays in his room and had been that way for quite some time up until recently when he started coming out for meals and will occasionally now sit and watch an activity not yet participating. He has had no falls or other acute medical issues. The patient’s POA is his nephew James Hill and he has a family friend Julie Comber who lives here in Norman who will occasionally check in on him.
DIAGNOSES: Moderate unspecified dementia, HTN, HLD, CHF on anticoagulant, and constipation.
MEDICATIONS: Citalopram 10 mg q.d., Eliquis 2.5 mg b.i.d., Senna plus one tab q.d., KCL 10 mEq q.d., torsemide 20 mg q.d., B12 1000 mcg q.d., vitamin C 500 mg q.d. and D3 2000 IUs q.d.
ALLERGIES: NKDA.

DIET: Regular.
CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Thin older male who can appear cranky, but is interactive if others initiated and he has a very unusual sense of humor.
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VITAL SIGNS: Blood pressure 155/79, pulse 66, temperature 97.0, respirations 15 and weight 131 pounds. Weight loss of three pounds in four weeks.
HEENT: Male pattern baldness. EOMI. PERRLA. Some facial hair, but decrease from previous visit.

CARDIAC: Regular rhythm at a regular rate. No murmur, rub or gallop.

RESPIRATORY: He has normal effort and rate. He does deep inspiration. Lung fields clear. No cough. Symmetric excursion.

ABDOMEN: Scaphoid. Bowel sounds present without distention or tenderness.

MUSCULOSKELETAL: The patient is thin. He ambulates with a walker. He does stoop over it. His gait is slow, but steady. No lower extremity edema. He has had no falls. Moves arms in a normal range of motion.

SKIN: Thin and dry. He has multiple senile keratoses and some skin tags on face, neck and solar keratoses on his hands and sun exposed areas.

ASSESSMENT & PLAN:
1. Ectropion left eye. Erythromycin ophthalmic ointment 0.5% thin ribbon to be applied to left eye h.s.
2. Weight loss. We will have patient weighed weekly for the next four weeks. BMI is 18.3, so he is underweight. I am going to write for Ensure one can MWF and see if he takes to that and continue.
3. Medication review. There were multiple medications that patient has not used in some time, so for nonessential medications were discontinued.
4. History of renal insufficiency with elevated creatinine on admission lab as well as established anemia I am ordering a follow-up BMP and CBC.
CPT 99350
Linda Lucio, M.D.
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