


PROGRESS NOTE

RE: Henry Hanna
DOB: 03/10/1934
DOS: 10/14/2025
Rivermont AL
CC: Early morning awakening.
HPI: A 91-year-old gentleman seen in apartment he shares with his wife. I have been told earlier that he got new supplies for his CPAP machine that he uses at h.s. He stated that it actually was delayed as it was too soon to send it, but he would be receiving it in a few days. He continues to use a CPAP. He sleeps through the night. He does not have any negative experience or side effects from its use which is good. I asked the patient how he was doing overall, he said things are good. He has no complaints or concerns. He then looks to his wife and starts to kind of tell me things are going on with her that she seems to be sleeping more and he is concerned because he does not know why and that she used to be able to get herself to the dining room when pushed to do so and now she just will sit in the wheelchair and let someone push her. Something I discussed with him before, his wife will push herself if he does not and so I talked to him by just not bailing her around and enabling her to be less physically active which is his concern. He told me outright later that he does not want to be stuck with an invalid. I understand he loves her and does not want to see her struggling, but she is not going to get stronger unless she is doing something with her arms that she is already getting PT and has had increase in her lower extremity strength. He did acknowledge that.
DIAGNOSES: OSA with CPAP, HTN, allergic rhinitis, gait instability requires walker, BPH, osteoporosis, and hypothyroid.

MEDICATIONS: Centrum Silver one q.d., melatonin 5 mg h.s., metoprolol 25 mg 8 a.m., Myrbetriq 25 mg 8 p.m., Pravachol 20 mg 8 a.m. Reguloid 8 a.m., trazodone 150 mg h.s., vitamin D3 1000 IUs q.d., and vitamin C 500 mg q.d.
ALLERGIES: ACE INHIBITORS and BACTRIM.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Older male, pleasant and articulate.

VITAL SIGNS: Blood pressure 149/66, pulse 60, temperature 97.5, respirations 18, O2 sat 97%, and weight 148 pounds.

HEENT: Full thickness hair. Wearing his glasses. Eyes clear. Nares patent. Moist oral mucosa. He hears without problem.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.
CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Little protuberance and nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: He ambulates with the use of a walker, steady gait. He is strong enough that he can push his own walker and push his wife’s wheelchair at the same time. He has no lower extremity edema. He moves arms in a normal range of motion.

NEURO: Alert and oriented x3. Clear coherent speech. He continues to read newspapers daily and comes up with these little funs and mind teasers that he will use on mean the ADON.

ASSESSMENT & PLAN:
1. OSA with supplies that will be needed. I reassured him he will be getting it and just to wait few days that they said that it would then be sent thereafter. I do not need to contact him at this point.
2. Hypothyroid. The patient is on replacement therapy of 0.88 mcg one q.d. that was supposed to be started on roughly 08/14/25. The patient tells me he just received the new dose of thyroid medication. It is ordered through express scripts and he had blood work drawn the day before checking his TSH so I told him that is not to be valid and he needs to just let certain medications come through the institutional pharmacy used by the facility. The ADON talked to him about this and he can continue with other medications or express scripts that things that he needs when they run out does not have a window of a week to two weeks to wait, need to come through the house pharmacy. He agreed and so he is to continue taking his new dose for six to eight weeks and then we will have his TSH check to see TSH level is.
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