


PROGRESS NOTE
RE: Jerry Johnson
DOB: 04/14/1944
DOS: 06/19/2025
Radiance MC
CC: Lab review.
HPI: The patient is an 81-year-old male who resides in Memory Care secondary to his advanced dementia. When seen, he was sitting in manual wheelchair in which he is transported; it is large and difficult for him to propel. He was sitting upright, but his head was leaning forward and he was napping. He did awaken when I spoke to him and I told him that I had looked at his labs and just generally let him know that everything looked good and that there was nothing to be concerned about. He had no comment. The patient is generally quiet, it is hard to gauge what he thinks or feels and he is cooperative.
DIAGNOSES: Severe Alzheimer’s disease, BPSD of occasional aggression and care resistance, insomnia, depression, and allergic rhinitis.

MEDICATIONS: Olanzapine 5 mg a.m. and h.s., Depakote Sprinkles 125 mg two capsules b.i.d., KCl 20 mEq q.d., torsemide 40 mg q.d. and 20 mg at 2 p.m.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Well-developed and nourished gentleman seen in his wheelchair. He was quietly napping, but did open his eyes when I spoke to him.
VITAL SIGNS: Blood pressure 135/85, pulse 70, temperature 98.0, respiratory rate 17, O2 sat 95% and weight 230 pounds.
CARDIAC: He has a regular rate and rhythm with a soft systolic ejection murmur. No rub or gallop.

RESPIRATORY: Does not cooperate with deep inspiration. Lung fields relatively clear. Decreased bibasilar breath sounds secondary to effort. He had no cough and no evidence of SOB.
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MUSCULOSKELETAL: He has good muscle mass and fair motor strength. He has good neck and truncal stability holding himself upright in his manual wheelchair. He has bilateral lower extremity edema at about 1 to 2+ slightly soft.
NEURO: He did awaken and made eye contact, but did not speak. He is orientation is x 1 possibly x 2 to self and Oklahoma. He speaks infrequently and, when he does, it is just a word or two at a time. He is generally quiet, is directable; in social setting, he is quiet, keeps to himself and does not appear bothered by other people.
SKIN: Warm, dry and intact with fair turgor.
ASSESSMENT & PLAN:
1. CBC review. Hemoglobin is 13.0 with the low end of normal being 13.2, so still is within the range of normal as is his hematocrit and WBC count. The patient’s platelet count is also WNL at 286.
2. CMP. All values with the exception of a sodium of 147 so it is one point over the high end of normal. The patient’s hydration markers show that he is a point away from volume contraction, so I told him that he needs to drink more water. I also told that to the staff and asked them to encourage him to drink more fluid and I think that that will normalize; we will do a followup in a month.
3. A screening thyroid test. TSH WNL at 1.84. So, overall, the patient’s slabs are manageable. No aggressive treatment required as most are within the range of normal and no change in current medications.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

