


PROGRESS NOTE

RE: David Rose
DOB: 04/27/1950
DOS: 09/01/2025
Radiance AL
CC: Lab review and meet with POA.

HPI: The patient is a 75-year-old male with severe Alzheimer’s disease and increasing BPSD. Baseline labs were drawn and reviewed today. The patient and wife have a POA Lacey Kelly who was here visiting today for the first time as she and her husband had been out of the country at the time that they were admitted. So, when I met with each of the Rose’s individually, Ms. Kelly was a part of those visits so that she could come to understand what other medical issues were and how they were being addressed. I was very open with her about Mr. Rose that he is very demanding of his wife being present at all times of the day and he becomes easily agitated when she is not focused on him.
DIAGNOSES: Severe Alzheimer’s dementia with an MMSE score 6/30 and emergence of behavioral issues. The patient is demanding of his wife’s time and attention and he will follow her around and be interruptive regardless of what it is that she needs to do. So, today, when I visit initially talking with Mrs. Rose, it was the husband of the POA who occupied him and so I was able to talk with the POA and Mrs. Rose privately about her.
Severe Alzheimer’s dementia, MMSE score 6/30, emergence of behavioral issues, needy of wife’s attention to the point that he interrupts her and she has no time to herself as he wants to be present with her. BPH, chronic left side back pain and sciatica, lumbar DDD, peripheral neuropathy, a lacunar stroke by history, major depressive disorder, obstructive sleep apnea; does not use CPAP and chronic fatigue syndrome.

MEDICATIONS: Olanzapine 2.5 mg one tablet p.o. b.i.d., ASA 81 mg q.d., Lipitor 20 mg h.s., Wellbutrin 150 mg q.d., Aricept 10 mg h.s., FeSO4 325 mg q.d., Proscar q.d., Omega-3 1200 mg q.d., gabapentin 300 mg t.i.d., melatonin 10 mg h.s., Namenda 10 mg b.i.d., Prilosec 20 mg q.d., oxybutynin 5 mg t.i.d., Os-Cal one tablet q.d., potassium gluconate 550 mg q.d., Flomax q.d., Effexor 150 mg q.d., B complex q.d., and vitamin C 500 mg q.d.
ALLERGIES: NKDA.
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DIET: Regular with thin liquid.

CODE STATUS: The patient has an advance directive indicating no heroic measures be undertaken and a DNR to support the expressed wishes of the AD was completed on 07/31/25.
PHYSICAL EXAMINATION:

GENERAL: The patient was alert and he was quiet when he and co-POA came and sat at the table, but it is relatively clear he did not understand much of what was being discussed.
HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa.

MUSCULOSKELETAL: The patient today was ambulating with a walker. He tends to lean over the walker and takes short choppy steps. He moves arms in a normal range of motion. He has +1 edema of the ankles and +1 to 2 of the dorsum of his feet. The patient will ambulate with both his walker and without it which is what he has been doing primarily despite redirection and to date no falls that I am aware of.
NEURO: Orientation is to self. He makes just kind of roaming eye contact. His verbalizations are gibberish, occasionally will have some clear words, but they are random and out of context as to what was asked or being discussed. He cannot communicate his need and it is unclear that he understands what is stated. It is difficult for him to follow directions in part I think he does not understand and his focus is on being with his wife and he becomes visibly upset when she is doing something that takes her away from him even if it is for 10 minutes.
SKIN: Intact. No warmth or redness.

PSYCHIATRIC: The patient generally has a look of confusion and expression of being guarded when people look at him and speak to him. He is fidgety when someone is talking to him. He will look to his wife to speak for him. The patient can be in a good mood, but easily switches to being agitated if his wife is not present or if she gets up and moves to do something. It seems that he views it as she is leaving him and trying to redirect him or explain that she needs to do something does not register with him.
ASSESSMENT & PLAN:
1. Hyperlipidemia. The patient is on Lipitor 20 mg at h.s. and his lipid profile is quite good with all values being in the desired range. No change in his Lipitor.
2. CMP review. All values are WNL. There is no intervention required.

3. CBC. Hemoglobin is 12.2 with a low end of normal of 13.2. Indices are WNL. No intervention required. We will simply follow.

4. BPSD. A trial of ABH gel is considered and I will speak with wife regarding this tomorrow. So, she has an understanding of what is being done.
CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
