


PROGRESS NOTE
RE: LaVon Liebert
DOB: 02/03/1936
DOS: 11/12/2025
Rivermont AL
CC: Severe dementia.
HPI: An 89-year-old female who has her meals and free-time before and after meals in Memory Care was seen there today. She was seated at the dinner table, just had kind of a scowl on her face, but did not say much. She did eventually talk to the nurse who was with me. I am not sure if she knew who I was. Staff can be whiny and demanding at times, it is difficult to please her and family continued to be educated about her dementia progression and the accompanying behaviors. With her being in Memory Care, her meals and activities are just socializing that happens before and after, she seems to have acclimated to being there and is not resistant.
DIAGNOSES: Severe Alzheimer’s disease, BPSD in the form of whining, demanding and attention-seeking behaviors, atrial fibrillation, history of DVT on Xarelto, chronic pain management, CKD stage III and HTN.
MEDICATIONS: Unchanged from 10/13/2025 note.
ALLERGIES: NKDA.
DIET: Regular mechanical soft with thin liquid.
CODE STATUS: DNR.

HOSPICE: Valir.

PHYSICAL EXAMINATION:

GENERAL: Elderly female seated quietly in her wheelchair did look around.
VITAL SIGNS: Blood pressure 129/61, pulse 88, temperature 97, respiratory rate 17, O2 sat 96%, and weight 152 pounds; weight loss of 2 pounds.
HEENT: There is weight loss evident in the patient’s face. EOMI. PERLA. Nares are patent. Moist oral mucosa. Native dentition in fair repair.

CARDIAC: An irregular rhythm at a regular rate without MRG.
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RESPIRATORY: She does not know how to do the deep inspiration, but anterolateral lung fields are clear. No cough. Symmetric excursion. She can talk and without evidence of SOB.

ABDOMEN: Protuberant, soft and nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: She moves arms in a normal range of motion. She can weight bear with full assist, is no longer ambulatory and she has bilateral lower extremity edema.

NEURO: Oriented to self, reluctantly makes eye contact in the direction of whoever is speaking to her. She would just say a few words, mostly did not make sense. She does respond to directions by the Memory Care staff.
SKIN: Warm, dry, and intact with fair turgor.
ASSESSMENT & PLAN:

1. Alzheimer’s disease with progression to severe. The patient has had weight loss though she is still within her target range, continues to have PO intake though that has declined, sleeps through the night. She requires full assist for other activities, primarily toileting and any personal care.
2. Medication review. At this point with her disease progression, the patient is on medications that are no longer of benefit or indicated, so in review, I am decreasing omeprazole to 40 mg once a day versus a.m. and h.s., decreasing trazodone from 100 mg two tablets h.s. to 100 mg h.s. and as to pain management discontinue lidocaine patches that she has placed in the morning and taken off at 3 p.m. and discontinue roll-on Freeze It.

3. General. History of anxiety. She is on alprazolam and BuSpar, those appear to do well for her, so I am decreasing the Haldol to 1 mg at 3 p.m. for five days, then to discontinue it altogether and to decrease BuSpar to 15 mg at 9 a.m. only and discontinue the 3 p.m. dose. We will just continue to monitor her. Family is aware of her current situation.
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