


PROGRESS NOTE

RE: Walter Lamke

DOB: 06/04/1937

DOS: 08/16/2023

Rivendell Highlands

CC: Lab review.
HPI: An 86-year-old with moderately advanced Alzheimer’s disease seen in room with wife and son/POA Steve Lamke present. The patient’s wife and son had dinner with him on the unit, which he seemed to enjoy. He is large man tall and strong and has a physical presence but he is generally quiet just staring at things and with time he warmed up and became interactive. He does not really say anything but rather smile and motion. He laughed when I told him that I thought it was really cool but he was an auctioneer part time and then his wife mentioned that the pastor from the church had come to see him today but Mr. Lamke actually saying some hymns with his pastor. He denied pain when asked. Staff reports that he sleeps through the night. He has a healthy appetite and he appears acclimated to the facility.

DIAGNOSES: Alzheimer’s disease, HTN, hypothyroid, HLD, depression, and B12 deficiency.

DIET: Regular mechanical soft with ground meat and gravy.

ALLERGIES: NKDA.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert. He makes eye contact but he does not speak then into the conversation and interaction with his family when the mention of him singing with his pastor and my surprise at that he started laughing and continued laughing for a little bit seeming just to be tickled at my reaction.

VITAL SIGNS: Blood pressure 156/89, pulse 79, respirations 16, and weight 224 pounds.
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NEURO: He makes eye contact it is clear that he knows who his wife and son are. He will motion to them. He speaks infrequently but he is able to convey his needs. Orientation x1. He is directable.

MUSCULOSKELETAL: He has good neck and truncal stability in his manual wheelchair that he propels. He has no lower extremity edema and moves limbs in a normal range of motion.

SKIN: Discussed some scattered bruises on his shins. He is also having some irritation to his buttocks so lantiseptic is being applied b.i.d. and p.r.n.

ASSESSMENT & PLAN:

1. Hyperlipidemia. The patient is on Lipitor 10 mg q.d., TCHOL is 171 with an HDL and LDL of 33 and 104. We will leave his statin where it is for now.

2. Renal insufficiency. Creatinine is 1.66 with normal BUN. He has had renal insufficiency for some time is stable at this point.

3. Hyponatremia. Sodium is 133. He is not on diuretic. We will start NaCl tablets 1 g q.d. with a followup NaCl into 91.

4. Hypothyroid. The patient is on levothyroxine 75 mcg q.d. and TSH is 3.06 WNL.

5. B12 deficiency. The patient receives B12 1000 mcg IM q.4 weeks and his level returns at 234 with the low end of normal being 200. We will increase frequency of 1000 mcg IM injections to q.2 weeks x4 then resume the q. monthly.

6. CBC is WNL and remaining CMP WNL.

7. Social. Reviewed patient’s plan of care and what to monitor if his dementia progresses and they can be as involved as they want to while he is here but they have intentionally stayed away so that he acclimates to the facility.

CPT 99350 and direct POA contact 30 minutes

Linda Lucio, M.D.
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