


PROGRESS NOTE

RE: Bill Williams
DOB: 09/19/1938

DOS: 04/14/2025
Rivermont MC

CC: Followup on gel cushion pad.

HPI: An 86-year-old gentleman seen in his room he is quiet but pleasant and cooperative. I question staff about patient being quiet and somewhat of a loner and they state that he continues to do that. He is pleasant, not evasive and will respond when people speak to him. He has had no falls or other acute medical events since last seen. The patient was quite an artist. He has his paintings hanging in his room and talked to him about his artwork and he seems to just come alive and talked about it and was able to share where he painted certain things in different settings that he had traveled to paint.

DIAGNOSES: Severe Alzheimer’s disease, MMSE score 5/30, myasthenia gravis x20 years, Bell’s palsy with mild residual right facial slacking, right foot drop, BPH, anxiety, CAD, and occasional lower extremity edema.

MEDICATIONS: Norvasc 5 mg q.d., Depakote 125 mg b.i.d., Norco 5/325 mg one q.6h. p.r.n., Ativan 0.5 mg at 4 p.m., melatonin 10 mg at 6 p.m., olanzapine 5 mg 9 a.m., noon, noon and 6 p.m., omeprazole 20 mg b.i.d., KCl 10 mEq q.d., pyridostigmine 60 mg q.a.m., Systane eye drops q.i.d., Flomax q.p.m., tramadol 50 mg b.i.d., and Effexor 75 mg q.a.m.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with thin liquid and one can Ensure 9 a.m., 1 p.m., and 6 p.m.

HOSPICE: Frontier.

PHYSICAL EXAMINATION:
GENERAL: Somewhat frail elderly gentleman who was pleasant and cooperative.
VITAL SIGNS: Blood pressure 127/72, pulse 65, temperature 97.9, respirations 16, O2 saturation 97%, and weight 154 pounds.
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NEURO: He makes eye contact. He is soft-spoken but his speech is clear. He can voice his needs it was evident that he understood what was being said as he engaged in conversation was able to give information. Affect was congruent with situation. He seemed to smile more when he was talking about his artwork and the travel it allowed him. He is very humble regarding his talent.

MUSCULOSKELETAL: The patient ambulates with a walker. He has fairly good muscle mass and at times decreased motor strength, which is resulted in falls. He has right foot drop which interferes with gait stability. No lower extremity edema. Arms move in a normal range of motion.

SKIN: Warm, dry, and intact with good turgor.

PSYCHIATRIC: Generally appears to be calm and pleasant and good spirits. He is more of an observer than a talker.

ASSESSMENT & PLAN:

1. The patient is quiet and at times to himself. He comes out for all meals. His wife comes to visit and he will sit out and talk with her in the day room. He does participate in morning exercise daily. So I just told people that that is part of his personality and it is okay.

2. Wheelchair issues. I did order through Frontier Hospice a gel cushion pad for his wheelchair. He was having discomfort in the way that he sat because he is thin and his sitz bones were pressured against the wheelchair surface. I will check tomorrow and if it has not yet been provided I will speak to hospice and if they drag on getting out will get a different hospice.
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