


INITIAL VISIT NOTE

RE: Michael Moore
DOB: 01/23/1949
DOS: 08/25/2022
HarborChase MC
CC: New admit.
HPI: A 73-year-old admitted from Autumn Life OU Edmund where he was admitted on 08/06/2022. The patient has a history of Alzheimer’s disease with recent aggression verbal and physical much of it directed toward wife. Wife states that beginning earlier this year, she noticed some memory change and behaviors that were changed from his baseline “forgetfulness”. The patient is a hydrologist and he retired early as he acknowledged that his memory was of concern. At home, she noted that he would forget how to dress himself, but would become hostile and verbally abusive when she would try to assist him that he one time she had helped him to get dressed to go to function and when it kept taking him longer than expected she found him in the bathroom standing naked with the cloths on the floor that he had put on and then taken off not being sure what he had done. Most recently, she went ahead and took him on a cruise that they had planned one that he had wanted to go on. She was concerned about what behavioral issues would happen or what physical deficits would show that she would need help with. There were times that he would just stop walking and she had to kind of sit wait with him or sit with him so that he would then be able to continue to start walking. He needed care with all his ADLs on the ship and after coming back from the trip, he became angry with her. He doused her with alcohol and then she recognized that he had gotten one of the extended fireplace lighters and he was chasing her with that trying to set her on fire. Police were called. He was taken and basically EOD-ed to Geri Psych. The patient’s Geri Psych notes indicate that he needs prompting or full assist with 6/6 ADLs and clear memory and cognitive decline with no mixed etiologies with possible heritable cause as his mother had multi-infarct dementia. The patient be started to manifest delusions while on his Alaska Cruise being paranoid that people were talking about him and feeling that they were trying to set him on fire. He was seen in Washington State Telemed by a psychiatrist who discontinued Aricept and that the patient became catatonic all day in the hospital.
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PAST MEDICAL HISTORY: Alzheimer’s dementia onset approximately 10 years ago, unspecified depression, BPSD in the form of aggression, delusions and paranoia, HTN, psoriasis, chronic seasonal allergies, restless leg syndrome. Obstructive sleep apnea wears CPAP and polyarthritis.
PAST SURGICAL HISTORY: Bilateral cataract extraction, rotator cuff repair, appendectomy, L4-L5 laminectomy, colonoscopy with diverticulosis and internal hemorrhoids, lithotripsy for renal stones multiple times.
ALLERGIES: NKDA.
MEDICATIONS: Norvasc 5 mg q.d., betamethasone cream to affected areas b.i.d., Metamucil q.d., Flonase q.d., risperidone 2 mg b.i.d., ropinirole 1 mg h.s., MVI q.d. D3 5000 units q.d. and ABH gel 125 1 mg/mL q.6h. p.r.n.
DIET: Regular.

CODE STATUS: Full code.
LABORATORY DATA: Labs on 08/04/2022, CMP, CBC, and TSH all WNL. B12, D3 and folate levels WNL and UA no evidence of UTI.
REVIEW OF SYSTEMS: 
HEENT: He wears corrective lenses.

Musculoskeletal: He ambulates independently. No fall history.

Neuro: He is verbal. He makes eye contact, but wife states that he does not comprehend often what has been said around him and sometimes to him.

Cardiac: He has a history HTN well controlled.

Respiratory: No cough or SOB.

GI: He is continent of bowel.

GU: Continent of urine, but has now recently had increasing incontinence for which she has brought briefs.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished male. Thin no distress.
VITAL SIGNS: Blood pressure 132/87, pulse 66, temperature 97.1, respiratory rate 18, and oxygen saturation 94%.
HEENT: He has full thickness hair, which is comb. Conjunctivae clear. Wearing his glasses. Nares patent. Moist oral mucosa. He has native dentition in good repair.
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NECK: Supple with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He ambulates independently. He is steady and upright. He moves limbs in a normal range of motion. No edema.

NEUROLOGIC: He makes eye contact. His speech was clear. He was able to ask questions and give basic information. His affect is little blunted maybe medication related. He is redirectable and will be around other residents and seems comfortable. Memory deficits short-term very clear. Long-term, there is some compromise.
ASSESSMENT & PLAN:

1. Alzheimer’s disease with BPSD, currently managed on risperidone. We will continue with that give the patient his space and time to acclimate yet include him in activities to include meals.

2. HTN. Monitor BP to date well controlled.

3. Psoriasis. Betamethasone has been applied to few areas legs and arms.

4. RLS. He has not complained of any problems sleeping due to that and staff report that he does sleep through the night.

5. Seasonal allergies appear well controlled at this time.

6. General care. He is quiet appears to be getting along and will continue to monitor. No need for labs at this time given that they were done at the beginning of August and WNL.
7. General care. Everything was reviewed with wife and an hour was spent with her.
CPT 99328 and one hour spent with wife/POA and in advance care planning done where DNR is signed.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

