


PROGRESS NOTE

RE: Samuel Leonard

DOB: 09/01/1933

DOS: 04/05/2022

Autumn Leaves
CC: 60-day note.

HPI: An 88-year-old with Alzheimer’s disease and BPSD. There has been a clear advancement in his disease progression. He is noted to be quieter when he does speak. There is a softer volume to his voice. He remains able to propel his manual wheelchair however he takes smaller steps and it takes him longer to reach his destination. He will sit and talk to himself where before he wanted others to listen to him. When I spoke with him, he did not resist exam. He was not argumentative and that was the point of noting that there is staging ongoing. The patient continues to have lower extremity edema and is followed by home health who do bilateral lower extremity wraps, which have been of benefit.

DIAGNOSES:  Alzheimer’s disease with progression and a decrease in BPSD, wheelchair-bound, loss of weight bearing status, severe bilateral OA of knees, HTN, BPH, OAB, and LEE, which is controlled.

MEDICATIONS: Tylenol 650 mg b.i.d., Norvasc 5 mg q.d.. Tums q.i.d, diclofenac gel to knees b.i.d., Depakote 500 mg b.i.d, Proscar 5 mg q.d., Lasix 40 mg q.d., Norco 7.5/325 mg q.i.d., Icy Hot to knees h.s., Myrbetriq 25 mg q.d., PreserVision b.i.d., and Zoloft 50 mg q.d..

ALLERGIES: CAFFEINE.

DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated in wheelchair. He has stooped posture. Remains able to propel his manual wheelchair with shorter steps taking longer both lower extremities wrapped in compression wraps, noted edema of left greater than right. The patient observed having fallen asleep in his wheelchair. He flexes at the hip and he is able to sleep with his upper chest resting on his knees and his head hanging forward.
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VITAL SIGNS: Blood pressure 120/74, pulse 82, temperature 98.0, and weight 161 pounds.

NEUROLOGIC: Orientation x1. He makes eye contact. He has softer volume speech. Speaks in phrases and for shorter periods of time. He is not argumentative and with effort is redirectable.

CARDIOVASCULAR: Regularly irregular rhythm without MRG. PMI nondisplaced. 

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds. Fairly clear. No cough.

ASSESSMENT & PLAN:
1. Alzheimer’s disease with progression. Remains moderate assist for 4/6 ADLs and is able to feed himself but does require a set up and able to propel himself for distance requires staff transport.

2. Lower extremity edema. Continue with compression wraps per home health. The patient remains on Lasix 40 mg q.d. 02/10/22 labs show a BUN and creatinine of 39 and 1.4 with normal electrolytes and we will do followup next month.
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Linda Lucio, M.D.
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