


PROGRESS NOTE
RE: Henry Mainville
DOB: 10/18/1942
DOS: 04/27/2023
HarborChase MC
CC: Lab review and met with the patient’s family.
HPI: An 80-year-old gentleman with Alzheimer’s disease and history of depression seen sitting quietly in his wheelchair in the day room. He is cooperative and appropriate, generally does not speak and has really not had a lot of interaction with others. Staff report that he eats good at all three meals, is sleeping through the night, comes to activities and overall is acclimating. His son Peter who is POA and the patient’s wife came and I met them for the first time and they were able to give additional history. We also reviewed his labs and medications. There are changes in the patient’s medications i.e. discontinuing insulin in particular as he had never been on it, it was a hospital initiated med and Aricept, which gives him diarrhea. We also discussed code status based on the patient’s advance directive and they are agreeable to a DNR.
DIAGNOSES: Alzheimer’s disease, depression, HTN, and CAD.
MEDICATIONS: Medications going forward will be glipizide 5 mg t.i.d. a.c., Wellbutrin 50 mg q.d., Depakote 125 mg decreased to b.i.d., enalapril 2.5 mg q.d., melatonin 3 mg h.s., and trazodone 25 mg h.s.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: Now DNR.
HOSPICE: Family Legacy Hospice.

PHYSICAL EXAMINATION:
GENERAL: Well-groomed elderly male quiet who made eye contact. 
VITAL SIGNS: Blood pressure 140/91. Pulse 89. Temperature 96.6. Respirations 17.
RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.
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NEURO: Makes eye contact. He is quiet. Affect is generally blunted. He will smile on occasion. Speaks infrequently; when he does, it is a few words and he has a soft volume speech. He is also hard of hearing.
MUSCULOSKELETAL: Good neck and truncal stability in manual wheelchair. He is weight-bearing with assist for pivot transfers. He can propel his wheelchair for short distance, has to be transported for long distance.
ASSESSMENT & PLAN:
1. Medication review. I am discontinuing three medications and family is in agreement with that.
2. DM II. A1c is 6.6. Glargine insulin is discontinued and glipizide 5 mg t.i.d. a.c. started and we will monitor.
3. Code status discussion. POA requests DNR to be in line with father’s expressed wishes per advance directive.

4. Anemia is mild H&H are 12.4 and 34.4 with normal indices. No intervention required.

5. Hypoproteinemia mild. Total protein is 6.2. We will monitor with his good eating. We will just check it down the road.
6. Social. Answered questions on both part of wife and son and they are pleased with the care that he is receiving.

7. BPSD. This is by history. Depakote is decreased to b.i.d. as I think it is part of his bluntedness and we have had no evidence of any behavioral issues.

CPT 99350 and direct POA contact 25 minutes and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

