


PROGRESS NOTE

RE: Roy George

DOB: 08/01/1928

DOS: 10/11/2023

Rivendell AL

CC: Quarterly note.
HPI: A 95-year-old gentleman seen in room, he as per usual keeps his door open and sits on his couch where he will nap until it is time for a meal. Today, when I knocked, he opened his eyes, was quiet and I entered. He wanted to know what I was doing all this for looking at his chart that I was carrying him and I explained to him that I was here to see him because it was three months and just needed to make sure he was okay, he was then agreeable. Overall, the patient keeps to himself. He does come out for meals. He will sit alone most often, other times with a few other gentlemen and, as soon as he has done eating, he goes back to his room. He does not participate in activities despite being encouraged to do so. He is taking better care of his personal hygiene, is allowing staff to shower him two days a week and he is doing better and toileting himself. He has had no falls or acute medical events this quarter.
DIAGNOSES: Unspecified dementia advanced, history of major depressive disorder stable, anxiety disorder stable, and HTN.

MEDICATIONS: Losartan 50 mg q.p.m. and Zoloft 100 mg q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR. 
PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished male, seated comfortably on his couch. He was quiet, made eye contact, but did not talk unless I asked him questions.

VITAL SIGNS: Blood pressure 148/88, pulse 79, temperature 98.1, respirations 20, and weight 202 pounds.
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HEENT: He has full-thickness hair that is combed. Sclera clear. Nares patent. He has facial hair somewhat long and his face is less full. He has lost 5 pounds since seen last time. No facial lesions noted.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI was nondisplaced.

RESPIRATORY: He had a normal respiratory effort and rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. Slightly distended and nontender. No masses.

MUSCULOSKELETAL: He has intact radial pulses. No lower extremity edema. He uses a walker to get around the facility, seems comfortable with it and uses it properly.

SKIN: Somewhat dry. No breakdown. No evidence of bruising or skin tears.

ASSESSMENT & PLAN:

1. 90-day note. He has done well without falls or acute medical events and is cooperative with taking his medications.

2. Unspecified dementia with a history of MDD. The patient keeps to himself, stays in his room and will nap on his couch all day until it is time for a meal and then time to go to bed. He is taking showers now twice a week assisted by a male evening staff. The occurrence of incontinence appears less frequent.

3. History of DM II. The patient had an A1c at family request on 02/03/2023, it was elevated at 7.5; for his age that is still within an acceptable target range not requiring treatment. We will do a followup lab and see where he is now.

4. General care. Annual labs are due. CMP and CBC ordered.
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