


PROGRESS NOTE

RE: Ron Nicholson
DOB: 06/19/1944
DOS: 09/27/2023
Rivendell MC
CC: Transition from AL to MC.

HPI: A 79-year-old gentleman with recent staging and advancement to moderately advanced Alzheimer’s disease. The patient is observed walking around the facility. He is quiet. He makes eye contact with me and it registers that there is familiarity. Staff report since his admission, the patient is sleeping at night. At meal times, he sits and feeds himself. He has had at least 50% p.o. intake. He is compliant with care in general.
DIAGNOSES: Recent staging with advancement to moderately advanced Alzheimer’s disease, HTN, HLD, chronic seasonal allergies, HOH with tinnitus and vertigo, ASCVD, and BPH with a history of UTIs.

MEDICATIONS: Alprazolam 0.25 mg q.a.m. and 5 p.m., citalopram 20 mg q.d., FeSO4 b.i.d. a.c., Singulair 10 mg 6 p.m., Zoloft 100 mg q.d., KCl 10 mEq q.d., torsemide 20 mg four days weekly, trazodone 25 mg h.s., Zyrtec 10 mg q.d. p.r.n., Imodium 2 mg tablet q.a.m., and Flomax b.i.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: NCS with q.d. Boost chocolate one can supplement.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed and ambulating around the facility. He recognizes me. He is agreeable to talking with me.

VITAL SIGNS: Blood pressure 121/81, pulse 71, temperature 97.4, respirations 20, O2 sat 98%, and weight 165.2 pounds.
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MUSCULOSKELETAL: He ambulates independently. He moves his limbs in a normal range of motion. No lower extremity edema. He does have a tendency to trace to +1 ankle edema due to being up in about.

NEURO: He makes eye contact. He is verbal. He is random and speech content even when specific question asked and he describes what he is trying to say. It is clear that he has difficulty speaking what he wants to say. His orientation is x1 and he is directable.

SKIN: Warm, dry and intact with fair turgor.

PSYCHIATRIC: He appeared to get emotional. His face got red and his eyes got watery for a period of time, but he did not actually cry or state what was either upsetting him or making him otherwise sad. His speech is random and tangential.

ASSESSMENT & PLAN:
1. Transition from AL to MC. The patient has been here three days. He states that he is okay and he has been compliant with care and is eating. He is still having difficulty expressing his needs and I think staff continues to get to know him. They will be able to assess what is going on with him. He is generally quiet and keeps to himself, but he also has the loss of a female resident in AL who he was best friends with and they would just sit and talk and go to meals together. We will monitor if we need to increase his SSRI.

2. Social. I spoke with the patient’s daughter/POA Rebecca Davis reassuring her about his continued acclamation to the unit and she had questions about whether his CPAP should be brought to the unit and I reminded her that he did not use it at the entire time that he was in AL, so to take it home. He did not need it here. She has also added her stepsister who is already listed Sarah Janco on the contact list, but her name is now Sarah Salchow so that needs to be changed and I have spoken with the DON about that.
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
