


PROGRESS NOTE

RE: Harold Blackledge

DOB: 03/15/1933

DOS: 08/16/2023

Rivendell MC

CC: Unit transfer

HPI: A 90-year-old gentleman who has moved to Sycamore on the 08/14/23. The patient was observed ambulating with his walker. A male staff member tells me that he does not want assist with changing his brief that he has been going to the bathroom and toilet himself, but there have been times where he had a soiled brief, but still wanted to do it by himself. He was sitting by himself in a part of the unit where he was the only one. He remembered that he knew me but did not know how. He spoke a few words and gave answers to some basic questions. He is sleeping good. His appetite is good and he feeds himself. There have been no behavioral issues and there had not been really any for some time in the previous unit. He was cooperative to exam.

DIAGNOSES: Alzheimer’s disease moderately advanced, BPSD in the form of care assistance, which has decreased, ambulatory with a walker, HTN, bradycardia, DM II and insomnia. 

HOSPICE: Valir Hospice.

MEDICATIONS: Lasix 20 mg q.d., metformin 250 mg with breakfast, and Trazodone 100 mg h.s.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: NCS with regular texture.
PHYSICAL EXAMINATION:

GENERAL: The patient is quiet sitting by himself. He was cooperative to my exam.

VITAL SIGNS: Blood pressure 129/79, pulse 61, temperature 97.9, respirations 18, and O2 sat 95%. Weight 166 pounds.
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HEENT: Male pattern baldness. Conjunctivae clear. Slightly dry oral mucosa.

RESPIRATORY: He cooperates with deep inspiration. His lungs fields are clear without cough.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop. 

ABDOMEN: Flat and nontender. Hypoactive bowel sounds. 

MUSCULOSKELETAL: Ambulates with walker. He is slow, but steady and has no lower extremity edema. Moves arm in a normal range of motion. He rarely attempts to ambulate by himself.

NEUROLOGIC: Orientation x 1-2. He made eye contact when we were speaking initially and just stared out into space. He states a few words that were soft volume voice and he just generally will say a few words at a time. He gave appropriate yes and no answers to basic questions. Affect was flat throughout.

ASSESSMENT & PLAN:
1. DM II. The patient is due for A1c, which is ordered.

2. Lower extremity edema. The patient has an increase of edema. I was contacted by hospice nurse on 07/30/23 and Lasix was increased to 20 mg q.d on Monday, Tuesday, Thursday, and Friday. Compression hose were also placed and he has had resolution of his lower extremity edema. Labs have been done to assess his hydration status and renal function and no change in diuretic at this time.

3. Ambulatory status. He is stable and upright with his walker as long as he can do that. Encouraged continue walking.

4. General care. He is having a little bit of difficulty letting out new people assist him as it comes to his toileting and other personal care. He is now using the toilet more on his own. It will be time for showering. So we will see how he does with that.

CPT 99350

Linda Lucio, M.D.
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