


PROGRESS NOTE

RE: Robert Davis
DOB: 06/28/1941
DOS: 02/16/2026
Rivermont MC
CC: Post-fall followup.
HPI: The patient is an 84-year-old gentleman seen in his room. He later came out into the dining area and was pleasant and cooperative. He did look a little bit confused. The patient has a history of Alzheimer’s disease. He appears to be acclimating to his new residence. He has lot of family support and he has been here since 12/26/25. The patient’s wife lives in AL and so she is able to visit. She states when they visit that he does not have a lot to say it is a little awkward.
DIAGNOSES: Severe Alzheimer’s disease, MMSE score of 1, CVA 10 years ago, HLD, HTN, CKD stage III, BPH, and nocturia.
MEDICATIONS: Lipitor 40 mg h.s., melatonin 5 mg at 7 p.m., Namenda 10 mg b.i.d., naproxen 500 mg one q.12h. p.r.n., omeprazole 20 mg q.d., Flomax one capsule h.s. and valsartan/HCTZ 80-12.5 mg one tab q.d.
ALLERGIES: PCN.
DIET: Regular with thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 127/76, pulse 74, temperature 97.9, respirations 14 and weight 162 pounds, which is weight loss of 8-pounds from 119.
HEENT: EOMI. PERLA. Full thickness hair. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

RESPIRATORY: He has normal effort and rate lung fields are clear. No cough and symmetric excursion. He has normal respiratory effort. Has to take deep inspirations and will do what clear lung fields without cough and symmetric excursion.
CARDIAC: He has regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

ABDOMEN: Protuberant and nontender. Bowel sounds present.
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MUSCULOSKELETAL: Moves arms in a normal range of motion. He can hold utensils and hold a cup. He is ambulatory. He was independent when seen today, but he has had a problem with dragging his right foot, which may be status post his previous CVA. The patient is currently working with Select Hospice and I am told that his gait and picking up his feet has significantly improved in this time. Was ambulating independently when seen. He does have a walker, which is reminded to use he can go from sit to stand and vice versa to sit in a chair.
CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

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

SKIN: Warm and dry intact with fair turgor.

NEURO: He is oriented to self in Oklahoma. Makes eye contact, but looks confused. I am not sure who I was or what we were doing. He will say a few words with encouragement and he is able to give some information clear short-term memory deficits. His affect is pleasant. He likes going to church activities that come to the facility and he has no problem returning to memory care.

ASSESSMENT & PLAN:
1. Severe Alzheimer’s disease. The patient is pleasant and still acclimating the facility. Staff encouraged him to come out and he will, but does not participate. His wife does come to visit occasionally.
2. Previous left scapula pain on 01/28 and x-ray was done after patient had complained of pain of his left shoulder blade and his clavicle he could not tell whether he had fallen or whether this was from a previous fall. He is right-hand dominant. He was just having trouble with using his right arm and was uncomfortable when he laid on his back and reviewed the x-ray with him today and it showed that there was no acute fracture or dislocation. There is degenerative change and the shoulder socket and degenerative change in the AC joint, so I told him that there was reason for the left shoulder and clavicle to her when he moved because of arthritis and he understood that.
3. Left clavicular shoulder and scapular discomfort. The patient could not tell if he had fallen or if it is something that had bothered him before, but x-rays ruled out any fracture, dislocation and confirmed arthritis diffuse throughout that area. The patient does not have anything routine. I am going to start the naproxen 500 mg one tablet q.d. b.i.d. routine and see how that does and then maybe we can go back to just making it p.r.n.

4. Hypertension. He had a couple of readings for the systolic was 182, otherwise WNL. He is on one BP med and will watch to see if we need to add another.

CPT 99350
Linda Lucio, M.D.
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