


PROGRESS NOTE

RE: Kent Johnson

DOB: 12/06/1947

DOS: 07/15/2022

Jasmine Estates

CC: Followup on decline.

HPI: The patient is a 74-year-old with ETOH-induced dementia, was seen 30 days ago and I am here for followup. He has had overall decline, but he appears to have had also some improvement. He is able to ambulate independently for short periods of time. A wheelchair is used for distance transport and when he fatigues. The patient has had weight loss. Staff will be weighing him with the other residents on Monday 07/18/22. His PO intake remains fair. He feeds himself. He requires full assist for personal care and is generally cooperative which is an improvement. I spoke to him when staff was walking with him to another part of the facility and he did stop made eye contact, it is not clear that he knew who I was. I did contact his son/POA Kent Junior and gave him an update. He was appreciative for the information.

DIAGNOSES: ETOH-induced dementia, OA bilateral knees, lower extremity edema resolved, and gait instability.

MEDICATIONS: Depakote 500 mg q.a.m only, Eliquis 5 mg b.i.d., Flonase q.d., trazodone 150 mg h.s., MVI q.d., risperidone will decrease to 2 mg b.i.d., Zoloft 5 mg q.d., Tylenol 650 mg b.i.d. and Biofreeze gel to knees and calves t.i.d.

ALLERGIES: Codeine, Demerol, morphine and Bactrim.

DIET: Regular.

CODE STATUS: DNR.

HOSPICE: Suncrest.
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PHYSICAL EXAMINATION:

GENERAL: The patient well groomed and alert who cooperated with letting me examine him. There is a notable change in his overall appearance.

VITAL SIGNS: Blood pressure 130/79, pulse 66, temperature 97.1, respirations 20, and O2 96%.

HEENT: His hair is groomed. He did not have his glasses in place. He has no facial hair, previously did.

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

MUSCULOSKELETAL: He stands upright. He has good muscle mass and motor strength that overall decreased from his baseline. No lower extremity edema. Intact radial pulses.

SKIN: Warm, dry and intact. Good turgor. No bruises or skin tears.

NEUROLOGIC: He made eye contact with me. He attempted to say a few words and it was difficult, but said yes or no in response to questions.

ASSESSMENT & PLAN:
1. Dementia progression. Goal is to minimize medications with decreasing risperidone to 2 mg b.i.d. and changing Haldol 1 mg b.i.d. to p.r.n x2 week, we will discontinue if not needed and continue on Depakote for aggression.

2. Gait change. The patient is able to ambulate for short period of times if he has staff walking with him. He was doing it today on his own. He also uses a wheelchair for transport and he is able to propel it.

3. Social. I contacted his POA to just update him on his father as he tends to get anxious regarding his father’s transitioning.
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