


PROGRESS NOTE
RE: Edwin Skalla
DOB: 11/23/1935
DOS: 11/21/2025
Windsor Hills
CC: Monthly check.
HPI: An 89-year-old gentleman, seen in his room, he was lying in bed, he was alert and very talkative; much of what he was saying was random and not related to any questions asked. I asked the patient how long he had been here and he stated that this was all new for him and just needed more help than he was getting. As it turns out when the nurse came in, he has been here over five years and his issue today was wanting the nurses to come in and help him, but not using his call light, which was actually out of his reach. So, he was given the call light, he is aware of how to use it and hopefully will do so.
DIAGNOSES: Chronic ischemic heart disease, diabetes mellitus type II, vitamin D deficiency, hyperlipidemia, senile debility, morbid obesity, GERD, BPH, HTN and frontotemporal dementia.
MEDICATIONS: Nystatin powder to groin area t.i.d., atenolol 25 mg q.d., Miralax h.s., MVI q.d., Eliquis 2.5 mg b.i.d., ASA 81 mg q.d., Drisdol capsule 1.25 mg 50,000 IU q.d., cinnamon tablet 500 mg two tablets b.i.d., vitamin C 500 mg one tablet q.d., Namenda 10 mg q.d., Claritin 10 mg q.d., Omega-3 one capsule q.d., CranCap 250 mg q.d., Flomax q.d., Pepcid 20 mg q.d., metformin 500 mg b.i.d. a.c., and levothyroxine 25 mcg q.d.
ALLERGIES: NKDA.
DIET: Liberalized diabetic diet regular texture with thin liquid.

CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: Obese gentleman lying in bed who was very squirmy and did not seem to know what he wanted.
VITAL SIGNS: Blood pressure 123/70, pulse 61, temperature 97.1, respiratory rate 18, O2 sat 93% and weight 294.4 pounds.
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CARDIAC: He has regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

ABDOMEN: Protuberant. Nontender. Bowel sounds present.

NEURO: Orientation to self and then occasionally Oklahoma. He is verbal, makes eye contact. His comments were random; even when asked specific questions, gave nonsensical answers. No recollection of how long he has been here and how to use the call light. His comments about family again did not make any sense. He was cooperative when directed to just be quiet and relaxed and is compliant with medication.
SKIN: Warm, dry, and intact with good turgor. No bruising or breakdown noted.

PSYCHIATRIC: He has evident short and long-term memory deficits that do not seem to bother him when he is made aware that what he is asking or saying, is impertinent to the current situation. He did seem quite surprised when he was told that he has been here five years.

ASSESSMENT & PLAN:
1. Frontotemporal dementia appears evident. His comments are nonsensical and random, which is consistent with FTD. The goal is just to watch him and keep him safe.

2. DM II. Most recent A1c was 06/18/2025, with result of 6.8. The patient is due for quarterly A1c, order is written.

3. Hypothyroid. The patient is on levothyroxine and 04/11/2025, thyroid profile shows a TSH of 2.34 and FT4 of 0.68, so both values are well within normal, continue with current dose of levothyroxine.
4. CBC review. H&H are 18.3 and 57.0 with an elevated MCV, so he has a macrocytic anemia. For now, we will just follow, it does not seem to be bothersome and it is still manageable. The patient’s platelet count is low at 91,000. He has no evidence of easy bruising or bleeding, so we will follow.
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