


PROGRESS NOTE
RE: Jerry Gaines
DOB: 08/26/1942
DOS: 01/26/2026
Tuscany Village
CC: Lab review.
HPI: An 83-year-old gentleman seen in his room sitting at bedside watching television. He was well groomed. He is alert and cooperative to being seen. I asked the patient how he was doing and he told me he thought he was doing good. He spends lot of his time in his room where he also has all three meals brought to him. He states that he sleeps good. His PO intake eats most of everything that he is fed. He denies any falls when asked about pain or constipation. He denied having any significant issues in those arenas. When asked if there was anything in particular that he thought he needed he said no that he was being taken good care of.
DIAGNOSES: Hypertensive heart disease, hypertensive kidney disease, atrial fibrillation, prostate cancer, CKD stage IIIB, non-rheumatic mitral valve prolapse, bilateral sensorineural hearing loss with tinnitus.
MEDICATIONS: Eliquis 2.5 mg q.12h. and metoprolol 25 mg one half tab q.d.
ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with thin liquid.

PHYSICAL EXAMINATION:
GENERAL: Alert older gentleman, pleasant, and cooperative.
VITAL SIGNS: Blood pressure 109/70, pulse 81, temperature 97.2, respiration 18 and O2 sat 97%. The patient is 5’6” tall, weighs 125.4 pounds with BMI of 20.2.
NEURO: He makes eye contact. He is soft-spoken and can give information. Does have long-term memory deficits noted and he explains his daily routine, which he has down to when medications are brought and then each meal and how he goes about his daily grooming schedule. He denies any falls and overall feels comfortable for his. Orientation x2. He appears to listen, asked appropriate questions and affect congruent to situation.
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HEENT: Bilateral I conjunctiva are injected. There is no drainage. He denies any change in vision. No discomfort to the eye itself. Nares patent. Moist oral mucosa. Good dentition.

CARDIAC: He has an irregularly regular rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort in rate. His lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He has walker with which he uses for distance in his room. He ambulates without it, but does hold onto things. He has no lower extremity edema and good bilateral grip strength.
ASSESSMENT & PLAN:
1. Conjunctivitis. Polymyxin B one drop per eye at 8 a.m., 12 p.m., 1 p.m., and 8 p.m. for seven days if not resolved at that time will extend to 10 days.
2. CBC review all is WNL with the exception of MCV mildly elevated at 95.1, which could be indication of B12 or folate deficiency. I am ordering a One-A-Day MVI proactive 65+ two tabs p.o. q.d. with meal.
3. Hyperkalemia mild potassium is 5.2, so 1/10th of point higher. The patient does not take potassium nor is he on an ACE inhibitor. We will monitor.
4. Hypoproteinemia. T protein is 6.3 1/10th of a point lower than low end of normal. Albumin is well within normal 3.9 just encouraged him to increase his protein intake and gave examples of what that would include.
5. Renal insufficiency. The patient has diagnosis of CKD IIIB. His creatinine is 1.40 with BUN to creatinine ratio of 27.8 this is in surprise and actually fairly well controlled.
6. Hyperlipidemia. The patient is not on statin his TCHOL is 205.9 with HDL and triglycerides being in target range. LDL is elevated at 140 discussed statin use and patient defers starting that medication, which I totally agree with.
7. Screaming A1c and TSH both values are WNL.
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