


PROGRESS NOTE

RE: Betty Dunn
DOB: 11/04/1945
DOS: 07/26/2023
Rivendell MC
CC: 90-day followup.

HPI: A 77-year-old female with Alzheimer’s disease and a history of BPSD. She had a period after becoming comfortable here of being verbally aggressive and then taking poses that she was can be physically aggressive with other residents and with staff. She would get angry quickly and just have a look of rage on her face and husband stated that it was these mood shifts that were part of why he knew. He could not have her at home anymore. That has been addressed and is significantly better. She was telling me today that she was waiting for someone because they were going to drive to Branson to see her family. I asked if her husband was going and she just looked at me and she said no I am not married.
DIAGNOSES: Alzheimer’s disease, BPSD decreased, DM-II, HTN, MDD, and gait instability with fall history, has a wheelchair.

MEDICATIONS: Alprazolam 0.5 mg t.i.d., Depakote 125 mg b.i.d., Docusate q.a.m., Haldol 0.5 mg at 1 p.m., Norco 10 mg one p.o. 8 a.m. and 5 p.m., Januvia 100 mg q.d., Jardiance 25 mg q.a.m. a.c., Actos 25 mg q.d., Latanoprost OU h.s., levothyroxine 125 mcg q.d., lisinopril 10 mg q.d., probiotic b.i.d., Zoloft 200 mg q.d., timolol OU q.d., tizanidine 4 mg h.s., and D3 2000 units q.d. 
ALLERGIES: Multiple, see chart.

CODE STATUS: DNR.

DIET: NCS thin liquid.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, makes eye contact and is curious as to why she has been seen.

VITAL SIGNS: Blood pressure 120/64, pulse 76, temperature 98.7, respirations 16, O2 sat 99%, and weight 161.2 pounds.
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RESPIRATORY: Normal effort and rate. She cooperates with deep inspiration. She has no cough.

CARDIAC: She has a regular rate and rhythm. No murmur, rub or gallop.

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

MUSCULOSKELETAL: She is weightbearing. She requires transfer assist and propels chair. Intact radial pulses. Generalized decreased muscle mass and motor strength. She is in a manual wheelchair that she propels. No lower extremity edema.

GU: The patient toilet self and occasional incontinence episodes and she allows staff assist.
NEURO: She is verbal. At times, she mumbles and then it is clear and she asked simple questions appropriately and then when I give an answer, she is looking in the other direction. She is not able to give information that she has periodic delusional or hallucinatory periods and today she was anticipating her to be picked up to go to Branson. Orientation x1. She makes eye contact when she speaks and there are periods where she will mumble and speak clearly and the content is part of delusion and I did not contradict that. She requires redirection more than once. She is able to make her needs known.

SKIN: Dry. No bruising or breakdown.

ASSESSMENT & PLAN:
1. Alzheimer’s disease. There has been clear staging and she is moderately advanced. At this point, her delusional thinking and/or hallucinations are more evident. We will continue on medications that addressed that Haldol and the alprazolam for anxiety. They do not seem to incapacitate her to do daily activities.
2. BPSD that has not been evident in sometime. I am going to hold her Depakote 125 mg b.i.d. and see how she does without it and if we can get rid of that that would be an good things.

3. DM-II. Quarterly A1c due so ordered.

4. General care. Annual labs are due. CBC, CMP and TSH ordered.

CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
