


PROGRESS NOTE
RE: Charles Hill
DOB: 10/05/1929
DOS: 01/19/2026
Rivermont MC
CC: Routine check.
HPI: A 96-year-old gentleman seen in his room sitting in his recliner he was quiet initially and then perked up. He asked me how old he was so I told him what his date of birth was and that that made him 96 years old. He appeared astonished and said there was no way that he was 96 and I told him that was a good thing he was living a long life he was still able to walk and talk and take care of himself to some extent and he was here with us for we would make sure he would live long and so he liked that. The patient remains unusual, but he is becoming a bit more interactive. He will come into the dining room for all meals now and he started to sit while the activities are being done so the next step will be him participating. He has had no falls or other acute medical issues.
DIAGNOSES: Moderate unspecified dementia without BPSD, HTN, HLD, afib, left eye ectropion, depression, and senile frailty.
MEDICATIONS: Citalopram 10 mg q.d., Eliquis 2.5 mg 11 a.m., 6 p.m., EES ophthalmic ointment thin-film to left eye at h.s., KCl 10 mEq ER one tab, MWF, docusate one tab Monday, Thursday and Saturday, torsemide 20 mg Monday through Friday, and vitamin D3 2000 IUs one tablet q.d.
ALLERGIES: NKDA.
DIET: Regular mechanical soft with thin liquid and protein shake b.i.d.
PHYSICAL EXAMINATION:
GENERAL: Tall thin gentleman with a quirky sense of humor who has become more engaging. He is seen in his room initially.
VITAL SIGNS: Blood pressure 116/78, pulse 65, temperature 97.7, respiratory rate 18, O2 saturation 98% and 137 pounds.
CARDIAC: In a regular rhythm at a regular rate. No murmur, rub or gallop.

ABDOMEN: Scaphoid. Nontender. Bowel sounds present. No masses or HSM.
MUSCULOSKELETAL: The patient is ambulatory. Does not use a walker though he is encouraged to. Moves arms in a normal range of motion. He has no lower extremity edema. He goes from sit to stand and vice versa without assist.
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NEURO: He makes eye contact. He makes funny faces to see whether will leave or stay and we stayed he is able to give some information, but his memory deficits impede him telling much. He will make eye contact when he speaks it is clear. He will acknowledge what he can and cannot recall. He is cooperative to taking his medications in any other care the staff needs to provide.
SKIN: Thin and dry. He has solar keratoses on sun exposed areas of face and hands and has no bruising or breakdown noted on exposed skin and is fair complected.

PSYCHIATRIC: The patient likes to joke around, but he is capable of intelligent conversation. He was a University Librarian for decades not here at the University of Oklahoma. He makes that clear and when I asked if he likes to read he states that he likes it less than he used to.

ASSESSMENT & PLAN:
1. Moderate dementia without BPSD appears stable. No evidence of recent staging.
2. Atrial fibrillation. The patient takes his Eliquis regularly. He does not have any evidence of increased bruising. Denies any chest pain or palpitations though he does have an irregular heart rhythm at a regular rate.
3. Senile frailty. The patient does continue to walk from his room into the dining room. He goes independently. Have encouraged him to try a walker, but he is not very keen on using one. He had labs done recently actually on 08/20/2025 a mild anemia that had actually improved after being given FeSO4 so will check that after the beginning of next month.
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