


PROGRESS NOTE

RE: Jerry Danielson
DOB: 12/05/1941
DOS: 06/21/2023
Rivendell MC
CC: Medication review and speak with family.

HPI: The patient is an 82-year-old advanced Alzheimer’s disease patient with significant behavioral issues. He initially was started on progesterone for inappropriate sexual comments which extended to touching and a family member recently reported that he grabbed her butt when she was here visiting a family member. The patient has slept very little since I met with the patient’s wife a week ago and she pointed out medications that she did not want him to have and really she just specified that she did not want him medicated. I told her that I would only compromise if at the minimum he had Depakote which was 250 mg b.i.d. previously and I increased it to 375 mg b.i.d. for some compensation. In that week’s time, he has not been sleeping. He is constantly walking around and to that effect now has at minimum 2+ edema bilateral lower extremities and edema of his arms which he keeps in a down position. He will go into the dining room and he will eat some, but is fidgety and then gets up and leaves. Today I have noted him standing around the front door and knocking on the window and wanting me to open the door and let him out. He has not made any efforts to get out other than standing by it. He is redirected, but then returns. He was cooperative to exam, but he had only a little bit of time. 
DIAGNOSES: Alzheimer’s disease, insomnia, BPSD to include inappropriate sexual behavior and constant motion.

MEDICATIONS: Going forward: Progesterone 200 mg q.d., Depakote 375 mg b.i.d., Haldol 0.5 mg at 5 p.m., and Seroquel 25 mg b.i.d.

ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is standing. He is just in continuous motion. Trying to get him to sit down is difficult. Some of the exam was done with him standing.

VITAL SIGNS: Blood pressure 126/73, pulse 64, temperature 97.3, respirations 20, O2 sat 98%, and weight 175.2 pounds.

HEENT: His conjunctivae are mildly injected. He has periorbital edema. Oral mucosa is dry.

RESPIRATORY: Lung fields are clear. He does not cooperate with deep inspiration.

CARDIAC: He has a regular rhythm without M, R or G.

ABDOMEN: Soft. Bowel sounds present. Abdomen is protuberant and nontender.

MUSCULOSKELETAL: He stands up and he walks. He has 2+ pitting edema bilateral lower extremities and 1+ pitting edema of forearms. Intact radial pulse.

ASSESSMENT & PLAN:
1. Alzheimer’s disease with BPSD. I spoke with the wife and daughter and wife states that she was not under the assumption that I was going to decrease medications and I reminded her that it was at her insistence that his medications be discontinued. I told her we were going to restart medications and I told her what they would be. She is in agreement and we will hopefully see the benefit. 
2. Lower extremity edema. I am starting him on Lasix 40 mg q.d. for an indefinite time period. 
3. Wound on right upper extremity. This is a cut the patient continues to pick at. He was not picking at it when he was medicated and that was brought up. 
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
