


PROGRESS NOTE

RE: Delia Fontenot
DOB: 01/08/1938
DOS: 11/11/2025
Rivermont MC
CC: Routine followup.
HPI: An 87-year-old female with severe Alzheimer’s disease observed to just look randomly, walking in and out of the dining room. She was quiet, did not speak to anyone and then would disappear and then reappear. The patient was asked to come sit at a table where I was so that I could visit with her and she was cooperative. She seemed happy just looking around at other people, she really did not talk to anyone. When I spoke to her, she was focused, making eye contact and answer questions. Staff tell me that while she does like to spend time in her room, with reminder, she will come out for meals and certain activities. She is cooperative to care. She asks for help when she needs it. She has not had any falls or any other kind of injury by trying to do things on her own. Her family will check on her occasionally. It is primarily her son/POA Derek Fontenot.
DIAGNOSES: Severe Alzheimer’s disease status post staging, depression/anxiety appear stable, psoriasis, displaced fracture of the left radius of left hand occurred July 2025, insomnia, GERD and hypothyroid.

MEDICATIONS: Unchanged from 10/15/25 note.

ALLERGIES: SULFA, METHOTREXATE, TRICOR, ESTROGEN, RALOXIFENE and STATINS.
DIET: Regular with thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Thin well-groomed female who was pleasant and cooperative. The patient is alert. She is groomed. Her hair combed and lipstick on, just walking randomly around the dining room.

VITAL SIGNS: Blood pressure 129/66, pulse 71, temperature 97.7, respirations 18, O2 sat 98%, and weight 118 pounds; a weight loss of 2 pounds.
RESPIRATORY: Clear lung fields. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.
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ABDOMEN: Scaphoid. Bowel sounds present. No masses.

MUSCULOSKELETAL: Moves limbs in a normal range of motion. No lower extremity edema. No tenderness or change in motion of her left wrist which is the wrist that she had had a distal ulnar fracture.

NEURO: She was agreeable to sitting down with me. She made eye contact, smiled. She appeared to be in good spirits. She is verbal with clear speech. The content can be random. She does not necessarily understand what I am asking her and she does try to answer questions, but it is clear she is still not sure what I am asking her. When I got to, do you sleep okay, are you having pain, she was able to give basic yes/no answers to those things. She is sleeping good. She is not having any pain that were not taken care of and her appetite is good. She asked me about her family. Apparently, she has not talked to anyone for a while and I told her that they are probably all busy with work. At last visit, there was a decrease in a couple of the patient’s medications; Pepcid to once a day and flunisolide nasal spray to once a day and there has been no negative side effects from the decrease. We will continue with that.
She makes eye contact. She speaks slowly. It is generally clear. She just asks a few questions at a time. She appears like unsure of what is going on or what she needs to do. I just reassured her I just want to make sure she was okay and she then seemed to relax and when we were done, she interacted with a couple of other people and then went to her room. The patient will make eye contact. Her affect, she appeared relaxed, smiled, asked some basic questions and later in the day, I did see her interacting with a couple of other women and she was laughing with them. The patient states that she sleeps good. She has not had any falls. She states that she does not have any pain because of the medicine that she gets.
ASSESSMENT & PLAN:
1. Severe Alzheimer’s disease, clear progression. She speaks slower as though she loses a train of thought. When she does speak, it is clear just a few words at a time and clear short-term memory deficits and her affect, she is somewhat unsure of herself in social situations.

2. Sleep disturbance. She takes temazepam at h.s. and seems to sleep through the night without any difficulty. We will continue as there is no significant next day drowsiness.

3. Depression/anxiety. She is treated with Ativan 0.75 mg b.i.d. and olanzapine a.m. So, I think she is doing well without any secondary side effects from the medications.

4. Generalized pain. Tylenol ER 650 mg b.i.d. is working well for her. No change in medications.
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