


PROGRESS NOTE

RE: Charles Hill
DOB: 10/05/1929
DOS: 08/11/2025
Rivermont MC

CC: Routine followup.

HPI: A 95-year-old gentleman who was seated quietly in his room. He was actually on the phone with someone and while observing him, he was not doing any talking just listening and later when I asked if he had a good phone call, I just got a blank stare. The patient is generally quiet and will look to myself for the DON to do the talking. He was cooperative to exam. It did not have much to say otherwise. Staff report that he does come out for meals. He has a good appetite. Occasionally, he will come and observe in activity, but most of the time he is spending in his room watching television.
DIAGNOSES: Moderate unspecified dementia, HTN, HLD, depression, left eye ectropion, atrial fibrillation, and senile frailty.

MEDICATIONS: Citalopram 10 mg q.d., Eliquis 2.5 mg b.i.d., erythromycin ophthalmic ointment thin film to left eye h.s., KCl 10 mEq q. MWF, Docusate one tablet q. Monday, Thursday and Saturday, torsemide 20 mg q.d., and vitamin D3 2000 IUs q.d.
ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with chopped meat and protein shakes 2 p.m. and 6 p.m.

PHYSICAL EXAMINATION:
GENERAL: Frail older gentleman seated comfortably in his apartment. He was his usual quiet self and then his sense of humor came through.

VITAL SIGNS: Blood pressure 135/68, pulse 71, temperature 97.5, respirations 18, O2 sat 98%, and weight 134 pounds.

HEENT: He has male pattern baldness. EOMI. PERRLA. His left eye ectropion is less noticeable and not as bright red in color. He has mild injection of both conjunctivae. Nares patent. Moist oral mucosa.

NECK: Supple.
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RESPIRATORY: Normal effort and rate with clear lung fields. No cough and symmetric excursion.

CARDIAC: He has a regular rate and rhythm without murmur, rub, or gallop.
ABDOMEN: Scaphoid. Hypoactive bowel sounds without distention or tenderness and no palpable masses.

MUSCULOSKELETAL: He is thin and lean. He goes from sit to stand and vice versa without assist. He ambulates independently. He moves arms in a normal range of motion. No lower extremity edema.

NEURO: He is alert and oriented to person and place. He speaks when specifically addressed, not a big talker. He is a joker and does have a sense of humor.

SKIN: Thin and dry with senile keratosis scattered face, neck and dorsum of both hands. Very fair complected.
ASSESSMENT & PLAN:
1. Weight gain. The patient’s weight in July when seen was 127 pounds, was current weight of 134 pounds, it is a 7-pound weight gain and his BMI is now 18.2. He is in the underweight category, but it is an improvement of where he has been. Encouraged him to continue with his protein shakes.
2. Renal insufficiency. The patient’s BUN and creatinine were 42 and 2.22 on 03/03/25. He is on diuretic and potassium and I am ordering a followup BMP.
3. Anemia. H&H on 03/03/25 were 10.3 and 33.1 most likely affected by his renal insufficiency. We will do a followup CBC.
CPT 99350
Linda Lucio, M.D.
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