


PROGRESS NOTE
RE: Robert Shirley
DOB: 11/25/1936
DOS: 01/31/2025
Radiance MC
CC: Lab review.
HPI: An 88-year-old gentleman with moderately advanced Alzheimer’s disease seen in room. He has a hospital bed, which he is quite comfortable and he had been napping, but awoke while I was present. The patient has full-time sitters, one works from 11 p.m. to 7 a.m. and the sitter I saw today is on duty from 7 a.m. to 11 p.m. The patient is familiar with these caretakers and he appears comfortable with them. The sitter present told me the patient had a BM that was formed soft stool. The patient had a wet brief this morning that she changed, but he has not urinated since then. His PO intake he ate all of his breakfast, lunch was fish and he did not want that so we will see how he does at dinnertime. He denied any pain. When asked if he wanted to be propped up or sit at bedside, he said no he want to stay in bed. He was cooperative to exam.
DIAGNOSES: Advanced Alzheimer’s disease, CAD, GERD, BPH, hypothyroid, paroxysmal Afib, wedge compression fracture of L1 and T3 and T4, macular degeneration, hard of hearing, history of MI, CVA, asthma and insomnia.
MEDICATIONS: Unchanged from 11/02/2024 note.
ALLERGIES: NKDA.
DIET: Regular with Ensure if eats less than 50% of more than one meal.
CODE STATUS: DNR.
HOSPICE: Traditions.

PHYSICAL EXAMINATION:
GENERAL: The patient was curled up in bed. He did awaken and make eye contact, just said a few words and then just now he is sitting up at the dinner table with his caregiver and another gentleman with his wife and is engaging. He made eye contact with me and smiled.
VITAL SIGNS:
HEENT: Conjunctivae clear. Moist oral mucosa.
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NECK: Supple.

CARDIAC: An irregularly irregular rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Decreased respiratory effort, but lung fields are clear. No cough. Symmetric excursion.

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

MUSCULOSKELETAL: He moves all limbs. He is weightbearing. He can sit upright in a manual wheelchair for transport. No lower extremity edema. Moves arms and is able to weight bear for short periods of time. Generalized decreased muscle mass and motor strength.
SKIN: Warm, dry, and intact. Decreased turgor. No breakdown or bruising noted.
NEURO: He looks around. Makes eye contact. He is quiet generally. Soft volume speech a few words at a time. Can convey his needs and appears to understand given information.
ASSESSMENT & PLAN:
1. Hypoalbuminemia. Recent CMP shows an albumin of 3.5 so a 10th of a point lower than normal with a total protein WNL at 6.5 not unexpected giving his decreased PO intake. We will continue with p.r.n. Ensure when PO intake is less than a certain mark.
2. Hypocalcemia. Calcium is 8.1. We will add Os-Cal one tab b.i.d.

3. Anemia. Hemoglobin is 10.5 and hematocrit 30.9, both of them are a slight improvement from the previous CBC, which was four months prior and they were 10/29.0. Indices are WNL. Platelet count 199K and WBC count low also at 3.25. We will follow simply for at this point in time.

4. DM II. A1c is 6.4 with A1c 02/20/24 of 6.2. There is incomplete record-keeping of the slab. The patient has a history of DM II and being on oral hypoglycemics. He has not been on an oral hypoglycemic for 11 months. We will not continue to check A1cs.
5. General care. The aide stated that in the evenings he will wake up and watch TV. He will engage in little conversation and he was actually interacting at the dinner table with another resident and spouse and was cooperative to care. No further changes in his POC.
CPT 99350 and direct caretaker discussion 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

