


PROGRESS NOTE

RE: William Boles
DOB: 02/19/1935
DOS: 10/21/2024
Rivermont AL

CC: Fall followup.
HPI: An 89-year-old gentleman who is thin and frail, in a manual wheelchair that he is able to propel, seen today for a fall that occurred on 10/19/24. The patient was in his room and self-transferred from wheelchair to bed, losing his balance, sitting on bed and just falls off onto the floor landing on his bottom. The patient required assist to stand and then be placed on bed. He was examined and fortunately no injury occurred. The patient is thin and frail, but he gets around. He likes to be in a social setting, often participating in activities and coming out for all meals. The patient is compliant with care. Denies untreated pain. His appetite is good. He generally sleeps through the night.

DIAGNOSES: Moderate Alzheimer’s dementia, gait instability – uses a manual wheelchair that he propels to get around, hypoproteinemia, hyperlipidemia, HTN, and a history of anemia.

MEDICATIONS: ASA 325 mg q.d., Banophen 25 mg h.s., Norco 5/325 mg one-half tablet 8 a.m. and 8 p.m., oxybutynin 5 mg one tablet q.d., Seroquel 25 mg q.a.m. and 75 mg h.s., and D3 2000 IUs q.d.

ALLERGIES: POLLEN EXTRACT.

CODE STATUS: DNR.

DIET: Regular with thin liquid and one can vanilla Ensure q. MWF.

PHYSICAL EXAMINATION:

GENERAL: Elderly gentleman, propelling self in a manual wheelchair, a bit feisty, but cooperative to being seen.

VITAL SIGNS: Blood pressure 132/73, pulse 78, temperature 97.8, respirations 19, O2 sat 96%, and weight 139 pounds, a weight gain of 10 pounds from 09/03/2024.
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HEENT: He has full thickness gray hair, a bit unkempt. Conjunctivae mildly injected without drainage. Nares patent. Moist oral mucosa. Facial hair unshaven for three days.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Flat and nontender. Bowel sounds present. No distention.

MUSCULOSKELETAL: He is thin, in a manual wheelchair that he can propel though slowly. He moves arms in a fairly normal ROM. He is weightbearing though for short periods of time. He has no lower extremity edema. He is unsteady when standing upright. Generalized decreased muscle mass and motor strength of all four limbs.

NEURO: He is alert and oriented to self and Oklahoma. He says a few words at a time, generally clear. Often poor eye contact when speaking to others or being spoken to as shown today. He does have a sense of humor and affect congruent with situation.

SKIN: Thin and dry. He has few scattered bruises on bilateral forearms and small areas of abrasion to the shins of both legs.

ASSESSMENT & PLAN:
1. Fall followup. Asked the patient if he was interested in physical therapy improving the safety of his transfers. He shook his head and said that it had never helped him and he had a trial of it about six months ago and was pretty clear that he was not interested.
2. Moderate Alzheimer’s dementia status post staging. He is still very pleasant, but a bit feisty and is not always tolerated by other residents and I have just talked to him about catching himself and not overdoing it with other people.

3. Weight issues. The patient has gained 10 pounds over the past six weeks. BMI is 22.4, within target range. He continues to have times 3 weekly protein drinks.

4. General care: The patient is due for annual labs, CMP and CBC ordered.
CPT 99350
Linda Lucio, M.D.
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