


PROGRESS NOTE
RE: William (Bill) Boles
DOB: 02/19/1935
DOS: 04/28/2025
Rivermont AL
CC: Fall followup.
HPI: A 90-year-old who had a fall out of bed, he was found at bedside. He was actually asleep when he was found, had no recollection of what had happened and fortunately, no injury. The patient is getting around the facility in his manual wheelchair that he propels, he is going to activities and today noted to be awake through them as opposed to sleeping. He also looks like he had a haircut. I told him that he looked handsome, which he did and he was very appreciative of that. Overall, the patient is pleasant. He kind of keeps to himself, but blends in with other people, goes to activities and can be redirected though he can be also very stubborn.
DIAGNOSES: Moderate Alzheimer’s dementia; MMSE score 14/30 on 03/13/2025, BPSD in the form of care resistance such as showering and going to bed on time, gait instability; uses wheelchair, HTN, HLD, and hypoproteinemia.
MEDICATIONS: ASA 325 mg q.d., Norco 5/325 mg q.12h., oxybutynin 5 mg q.d., Seroquel 25 mg h.s., trazodone 100 mg h.s., D3 2000 IU q.d., Depakote 125 mg q.a.m. and Ativan 0.25 mg premed for showers.
ALLERGIES: POLLEN.
DIET: Regular mechanical soft with thin liquid.
CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite older gentleman observed participating in a church activity and then later at mealtime.
VITAL SIGNS: Blood pressure 133/69, pulse 76, temperature 97.7, respiratory rate 17, oxygen saturation 98%, and weight 139 pounds; a weight loss of 1 pound.
William (Bill) Boles
Page 2

HEENT: He has full-thickness hair, short and groomed. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

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

ABDOMEN: Flat. Nontender. Hypoactive bowel sounds. No distention or masses.

MUSCULOSKELETAL: The patient is thin. He has good neck and truncal stability in his manual wheelchair that he propels without difficulty. He self-transfers. He has no lower extremity edema. Good grip strength. Moves limbs in a fairly normal range of motion. He has generalized decreased muscle mass, adequate motor strength to get around. No lower extremity edema and when asked if his pain was controlled, he sated he hurts all over all the time.

SKIN: Thin, dry, intact. No bruising or breakdown noted.

PSYCHIATRIC: He tends to keep to himself, but he is a little more interactive than he used to be and less resistant.
ASSESSMENT & PLAN:
1. Pain management. He is currently on Norco 5/325 mg one-half tablet b.i.d. I am increasing that to one-half tablet t.i.d. to see if that does not make the quality of life more comfortable for him and he does not appear to have any sedation or slowing down with the current Norco he is taking.
2. Medication review. There are some medications that he has p.r.n. that he does not take, has not had in greater than 60 days, so I am discontinuing p.r.n. Ativan and IBU.
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