


PROGRESS NOTE

RE: Charles Hill
DOB: 10/05/1929
DOS: 12/10/2025
Rivermont MC
CC: Routine check.

HPI: A 96-year-old gentleman seen in his room sitting in his rocker per usual. The patient was alert, looking at us, made eye contact, did not speak and then just smiled. Around him he had a pile of cellophane wrappers from mint candies that he had eaten. He has bags of them in store. Overall the patient is status quo, sleeps at night, comes out for meals, will occasionally come to activities, he will look at what is going on and assess whether he wants to do and if not he is back in his room. He is generally quiet. He does not say a whole lot in a group setting. Staff states he is cooperative with taking his medications. If he needs help or need something, he will ask. He has an unusual demeanor. He was a librarian at university for 45 years, o he is used to sitting in quiet and not interacting and it has been different for him to be social. He does seem to enjoy being with other people and interacting. He has had no falls. He sleeps at night. He has a good appetite.
DIAGNOSES: Moderate unspecified dementia without BPSD, HTN, HLD, atrial fibrillation, left eye ectropion, depression and senile frailty.

MEDICATIONS: Unchanged from 11/11/25 note.

ALLERGIES: NKDA.

DIET: Mechanical soft regular diet with thin liquid and a protein shake b.i.d.

CODE STATUS: DNR.

HOSPICE: Inhabit Hospice.

PHYSICAL EXAMINATION:

GENERAL: Thin elderly male seated in his recliner. He was smiling and receptive to being seen.
VITAL SIGNS: Blood pressure 134/68, pulse 74, temperature 97.7, respirations 18, O2 sat 93%, and weight 134 pounds, up 2 pounds.

HEENT: He has male pattern hair loss. EOMI. PERRLA. Nares patent. Moist oral mucosa with native dentition in fair repair. The patient is hard of hearing and wears hearing aids.
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RESPIRATORY: He has a normal effort and rate. His lung fields are clear. No cough. Symmetric excursion. No evident SOB with mobility.

CARDIAC: An irregular rhythm at a regular rate. No M, R, or G.

ABDOMEN: Scaphoid and nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: The patient moves arms and legs in a normal range of motion. He is weightbearing and ambulatory. No lower extremity edema. Generalized decreased muscle mass but adequate motor strength to get around.

NEURO: He is alert and oriented x2. He has to reference for date and time. He is generally quiet, but can be dramatic in his facial expression or the tone of his voice. He likes to tease people and he will socialize when he is in the dining room. He will ask questions though hesitantly understands given information and can be very pleasant.

SKIN: Quite thin and dry. He has solar keratosis and sun exposed areas of face and hands; otherwise there are no bruises, abrasions or breakdown noted of his exposed skin.
PSYCHIATRIC: The patient is acclimated really well to being around other people and getting out and doing things within the community. So the socialization has been good for him and that is also agreed upon by his POA.
ASSESSMENT & PLAN:
1. Dry flaky skin. We will continue with staff placing CeraVe cream on face, neck, hands, etc., a.m. and h.s.
2. Moderate unspecified dementia. This appeared stable with no recent staging and no BPSD.

3. Left eye ectropion. The lateral left lower lid is mildly injected without any evidence of drainage and erythromycin ophthalmic ointment is placed in the lower lid at h.s.

4. Atrial fibrillation. He is on Eliquis low dose twice daily at 2.5 mg. We will continue with that.
5. Anemia. He had CBC done that shows an H&H of 11.1 and 34.8 with the normal MCV, MCH and normal WBC count and platelet count. No intervention required.
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Linda Lucio, M.D.
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