


PROGRESS NOTE

RE: Jim Bratcher
DOB: 07/29/1939
DOS: 11/13/2023
Rivermont MC
CC: Lab review.

HPI: An 84-year-old gentleman with Alzheimer’s dementia seen today to review baseline labs. The patient was sitting at a table with other residents whom he had been engaged with conversation. He was fine with reviewing his labs with one other person present. After reviewing, he then brought up going to assisted living. He tells me that he is doing well and he thinks he would do better if he were out here. He pointed to the door, he goes on the other side. Before admission here, the patient was in Independent Living, but he left the facility, went to Rudy’s Bar-B-Q which is in front of this facility and also on major highways and from there, he got a stranger to get him arrive to his home where he showed up and later was found there by his sons. The patient does not see his judgment as having any flaws and thinks that he would do just fine here not being told what to do.
DIAGNOSES: Alzheimer’s disease, BPSD with perseveration on leaving MC for AL, HTN, hyperlipidemia, history of gout, GERD, and depression.

MEDICATIONS: Unchanged from 10/26/23 note.

ALLERGIES: CODEINE, PCN, LISINOPRIL, and SMALLPOX VACCINE.

DIET: Regular with thin liquid.

CODE STATUS: Now DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly with other residents. He was engaging when I asked to speak with him.
VITAL SIGNS: Blood pressure 134/73, pulse 61, temperature 97.7, respirations 18, and O2 sat 98%.
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HEENT: The patient’s hair is groomed. Face is shaved. He makes eye contact. Sclerae are clear.

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

CARDIAC: Regular rhythm without murmurs, rubs, or gallop.
MUSCULOSKELETAL: The patient ambulates independently. He has had no falls and no lower extremity edema. He moves arms in a normal range of motion.

NEURO: He makes eye contact. He has clear speech. Focus is on moving into AL and citing why he thinks it would be better for him. He does not see the leaving IL and getting a ride home from a stranger is anything of concern.

ASSESSMENT & PLAN:
1. CMP review. All values are WNL.

2. Lipid profile. T-CHOL is 142 with HDL and LDL well within desired goals 44 and 75. We will decrease Zocor to 40 mg q.d.
3. CBC, it is also WNL.
4. Screening TSH WNL at 2.06. I later spoke with the patient’s son and co-POA Kevin who is here visiting his father. He took him out for a walk to IL where he got to see some of his old friends per son and that he appeared to enjoy that. I also reviewed his father’s labs with him. He states that his father talked to him and states that he had seen the doctor i.e. me who I told him that everything was good and that gave him a glowing report on all of his things and he was referencing the labs, but did not tell him that. The patient has been focused on moving to Assisted Living. He stated that he will have more freedom and he has to be reminded that does not apply being able to go about as he chooses. He is unaware of what the sleep aid is, but did look it up and it is trazodone. He is not aware of the dose and so, I will write for trazodone and the dose will be filled in by nurses and it is one p.o. q.h.s. p.r.n. which Kevin stated that his father would not take it every night, but only as he needed and previously he kept it in his room. I made him aware that in Memory Care, the patients are dispensed. He is in agreement with that.

5. Medication review. I have discontinued B12 as he is also on multivitamin which includes B complex vitamins.
6. Code status review. There is an incomplete DNR in his chart and son states that his father has signed a DNR as a part of this trust and he is in agreement with me signing a physician certification of DNR that be part of his chart here that is done.
CPT 99350 and direct POA contact 20 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
