


PROGRESS NOTE

RE: Ron Nicholson
DOB: 06/19/1944
DOS: 06/07/2023
Rivendell AL
CC: Quarterly note.
HPI: A 78-year-old with a history of Alzheimer’s disease; when seen previously, there was mild progression noted, in addition he has chronic anxiety which is addressed with low-dose SSRI and alprazolam. The patient comes out for meals, he participates in activities, he is quite social and there is a female resident that he helps her get around in her wheelchair and he spends time with her, they are clearly just friends and had both stated that. Today, when seen, she wanted to come with him and I told her that it was his visit and he stood that ground and so I told him that it is okay and in fact a good thing to have boundaries around yourself. He has had no falls or acute medical events this quarter. His daughter and POA Sarah Janco still checks in on him and he talked about her and her role as a teacher. We reviewed his medications and there is a couple he does not feel he needs to continue taking. When I reviewed his past labs and told him about upcoming labs that we would need to just check in on, he seemed to track with that. His CBC will be repeated because he has an iron-deficiency anemia and he seemed to understand that I was just wanting to make sure that it had not gotten worse. It was notable that he had more word finding and sentence formation difficulty; while his words were clear, they were out of context and that was not the case in February.

DIAGNOSES: Alzheimer’s disease with progression and new word apraxia, anxiety disorder stable, seasonal allergies stable, ASCVD, BPH, HLD, HTN and chronic tinnitus.
MEDICATIONS: Alprazolam 0.125 mg 8 a.m., 2 p.m. and 8 p.m., citalopram 20 mg q.d., Flonase q.d., Singulair q.d., torsemide 40 mg q.d., KCl 10 mEq q.d., Exelon patch 13.3 mg q.d., Flomax b.i.d. and trazodone 25 mg h.s.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient alert, makes eye contact, is engaging.
VITAL SIGNS: Blood pressure 109/65, pulse 62, respirations 14, and weight 165 pounds.
CARDIAC: Regular rate and rhythm. No MRG. PMI non-displaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough, symmetric excursion.

MUSCULOSKELETAL: He ambulates independently. He is able to transport another resident in her wheelchair around the facility. Moves his limbs in a normal range of motion. He does have a slight stoop to his posture. No edema noted at his ankles or distal pretibial leg.
NEURO: Orientation x2. Speech is clear. He spoke in these extended sentences that did not really make any sense, but that he seemed to feel it was communicating his point. He appeared to understand basic questions and giving appropriate responses.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Alzheimer’s disease, evident progression in the area of speech while it is clear sentence formation is run-on and it does not necessarily make sense. He still maintains independence in his ADLs, does have standby assist when showering. Otherwise, does his own laundry, remains socially engaging.

2. Chronic seasonal allergies appear stable with current medications, which do not appear to sedate him or affect gait.

3. Lower extremity edema controlled with current diuretic and KCl. A BMP is ordered to assess electrolytes and renal function.

4. Iron-deficiency anemia. CBC ordered to check for progression.
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