


PROGRESS NOTE

RE: William Boles
DOB: 02/19/1935
DOS: 04/23/2024
Rivermont AL
CC: Assume care.

HPI: An 89-year-old gentleman who I saw initially after he was admitted. Family then decided that they wanted him to still be followed by his previous PCP and they have since decided that they would now request that I follow him. The patient is elderly and quite friendly. He is frail. I observed him propelling himself around in a manual wheelchair and then I examined him in the room with the ADON present.

DIAGNOSES: Moderate Alzheimer’s disease without BPSD, gait instability propels himself in a manual wheelchair, hypertension, hyperlipidemia, BPH and history of BPSD currently on Seroquel.

MEDICATIONS: Norvasc 5 mg q.d., ASA 325 mg q.d., Lipitor 40 mg q.d., Banophen 25 mg h.s., Aricept 10 mg h.s., Namenda 5 mg h.s., oxybutynin 5 mg q.d., D3 2000 IUs q.d., and Seroquel 25 mg q.a.m. and 75 mg at 8 p.m.

ALLERGIES: POLLEN EXTRACT.

DIET: Regular with thin liquids.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly male who was cooperative and pleasant.

VITAL SIGNS: Blood pressure 132/72, pulse 88, temperature 97.2, respirations 20, O2 sat 98%, and weight 110 pounds.

RESPIRATORY: He cooperates with deep inspiration. Lung fields are clear. No cough and symmetric excursion.

CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.
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ABDOMEN: Flat and nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: He is petite. He sits in a manual wheelchair that he propels himself around with using his feet. He moves arms in a normal range of motion. He self transfers. Overall, he has adequate muscle mass and motor strength. Dorsum of his right foot has 1+ pitting edema that extends to the ankle. No edema pretibial. Left foot trace dorsum edema and remainder WNL.

GU: The patient wears an adult brief and when seen with the ADON, he had wet his brief so that was to be changed by staff. I went into examine his scrotal area as he has a history of hard edema in this area. The GU exam shows normal male genitalia and circumcised. Bilateral scrotum is enlarged, but soft, and nontender to palpation.

NEURO: Orientation x 1 to 2. He makes eye contact. His speech is clear. He is soft spoken. He can voice his need, limited in information that he gives and states he understands some of things said to him. He will ask to have things repeated if he does not catch them. Affect is congruent with what he is saying. He can be a little quirky at times, but in a pleasant manner.

SKIN: Warm, dry and intact. He denies any pain to palpation and staff with me states that it appears at his baseline. Skin is generally warm and dry. He has decreased turgor and on his left hand, third and fourth fingers are amputated at the proximal PIP, but he had apparently run them into something and there were splits in each of those fingers and bleeding. He had Band-Aids on them, but took them off and after that he bumped them and they were redressed and he stated he would leave them alone.

ASSESSMENT & PLAN:
1. Anemia. H&H are 11.4 and 36.7 with normal platelet count and normal indices. No intervention acquired.

2. Hypoproteinemia. T-protein and ALB are 5.5 and 3.3, so mildly low. I have written for a protein drink MWF and family to supply.

3. Hyperlipidemia, on Lipitor 40 mg q.d., T-chol is 118 with LDL and HDL of 64 and 43 and a risk ratio of 2.74. We will use the remaining Lipitor and then discontinue order.

4. Screening TSH WNL at 2.72.

5. Alzheimer’s dementia, appeared stable at this point in time. He is still able to get around and let someone know when he needs help. He is redirectable. No noted behavioral issues.

6. Social. I contacted the patient’s daughter and POA Belinda Biddick and left VM regarding seeing him today.
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Linda Lucio, M.D.
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