


PROGRESS NOTE
RE: Gerald Hall
DOB: 01/23/1938
DOS: 09/16/2025
Radiance AL
CC: Lab review.
HPI: The patient is an 87-year-old gentleman who was admitted to facility 08/26/25, so he is here now three weeks and continues to adjust. The patient spends a lot of his time standing up and walking around the facility slowly and looking around people. He likes to be at the front desk and talk to staff and whoever may come through the doors. Today, I encountered him walking down the hall, but as he passed me I told him I wanted to talk with him and go over his lab work. He was kind of unsure and I explained to him again and so he stated he was going to his room and I told him I would meet him, I did and he was actually patient with going through his labs. When they had initially been seen, his WBC count was noted to be 12.7; the DON questioned whether he had a UTI as the cause for his elevated white count. It is unclear whether he does or does not as we did try to get a UA from him either using a hat on the toilet or having him urinate into a cup and he just could not do that, so no UA was obtained. I asked the patient today if he was having any problems getting to sleep, he stated he has never had a problem sleeping; his appetite, he states is good and he eats at each meal, but he only eats as much as he wants and then he stops and stated he does not understand how people can eat so much food. He is soft-spoken, generally quiet. His interaction is more with staff and slowly starting to at least say hello when other residents speak to him. His son and daughter-in-law Greg and Emily do come to visit him and in fact this afternoon I saw Emily getting ready to leave as he was walking her to the door to say goodbye, so I was glad that she got to come visit with him.
DIAGNOSES: Moderate dementia with MMSE score of 11 and hypothyroid.
MEDICATIONS: Aricept 5 mg q.d., Namenda 5 mg b.i.d., and levothyroxine 50 mcg q.d.
DIET: Regular with thin liquid.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Petite older gentleman who was a little quiet when I first told him I wanted to sit down with him and go over labs and then he seemed to relax once we started talking. The patient was quiet. I went over things with him making it brief and explaining the importance of it. His labs were overall normal and I told him that he was actually quite healthy in a physical perspective for his age and that that was a really good thing.
VITAL SIGNS: Blood pressure 124/81, pulse 80, temperature 98.0, respiratory rate 17, O2 sat 96%.
HEENT: Male pattern baldness. EOMI. PERLA. He does not wear corrective lenses. Nares are patent. Moist oral mucosa. He has native dentition.

NECK: Supple. He has some mild hearing deficit. His speech is soft, but clear.
CARDIAC: He has regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Lung fields are clear. No cough. Symmetric excursion. No SOB with conversation.
ABDOMEN: Flat, nontender. Hypoactive bowel sounds.
MUSCULOSKELETAL: Independent ambulation. Moves arms in a normal range of motion. Intact radial pulses. No lower extremity edema.

NEURO: The patient is soft-spoken. Speech is clear. He talks slowly and he will convey his need. He seems to listen when spoken to though he is hard of hearing and often things need to be repeated. The patient is very limited in information he can give, his short and long-term memory deficits are significant. He will start talking and just kind of ramble and there is really not an answer to the question asked in all of what he is saying. He will go off on tangents about where he lived before and when he was growing up and the work he used to do. There is no attempt to avoid answering questions, I do not think he actually realizes that he is not answering what was asked. Slowly, he is starting to relax with me and today saw me out after having seen him, spent time with him earlier today and just talked for a little bit and he then pardoned himself and stated he would not bother me anymore, which I assured him he was not, but I did need to finish work, so just want to encourage him and hope that he comes to that place of feeling comfortable where he is living.

SKIN: Somewhat weather-beaten and he has solar keratoses notable on his face, nape of his neck and dorsum of hands, but skin is intact. No bruising or breakdown noted.
ASSESSMENT & PLAN:
1. Moderately advanced dementia without behavioral issues. We will continue with Aricept and Namenda for now. I think after the Aricept is out, that we will let that order run out, then discontinue. I just do not think there is any benefit to be gained from it as advanced as his dementia is.
2. Hypothyroid. TSH is right in the middle of the normal range 2.67 on levothyroxine 50 mcg q.d., continue with no change.
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3. CMP review. All values are WNL and especially happy that his T-protein and ALB are 6.9 and 4.2. He is thin and was concerned that those might be quite low.
4. CBC. All values are WNL with the exception of his white cell count, which is 12.7 with a mild increase in neutrophils of 88.9, which could also help point to infection. So, we will see if he is able to give a UA; if not, we will empirically treat him for UTI with Cipro 500 mg b.i.d. x 3 days.
CPT 99350 and direct POA contact with DIL when she came here and asked how he was doing, so I spoke with her briefly and that would be 10 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

