


PROGRESS NOTE

RE: Louis Mendelsohn
DOB: 05/06/1945
DOS: 06/04/2024
Jefferson’s Garden AL
CC: Changes occurring.

HPI: A 79-year-old gentleman seen in room. He had been lying in bed before lunch, but he willingly got up and came into the living room so that we could talk. I asked him how he was doing and he just shrugged his shoulders and then I just told him that I understand his son had come up as he does visit him on weekends, but it reached a point of complete frustration with his father staying in his room, having very poor hygiene because he resisted care and just not putting any effort into getting to know people, doing activities and that his depression is more evident and he is not helping himself. So, the son stated that he is to have the regular showering schedules that other patients here in the facility do. We needed blood work at baseline that he had refused, so that is done today as is a chest x-ray and he knows he needs to come out for all meals and start participating in at least three activities a week. While he is ambulatory in his room, outside of the room, he is a little unsteady and using a walker. It suggested that he have some therapy just to get his strength up to baseline, I told him that and he was quiet, did not say anything, but nodded his head okay.

DIAGNOSES: Major depressive disorder, hypertension, BPSD in the form of care resistance and isolation and cognitive decline.

MEDICATIONS: Abilify 5 mg q.d., losartan 50 mg q.d., propranolol 80 mg q.d. and Zoloft 100 mg q.d.
ALLERGIES: NKDA.

DIET: Regular.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Initial visit, the patient was in bed watching TV, but he did get up and come into the living room to visit with me and then when I went back later in the afternoon to review a chest x-ray with him, he was sound asleep in bed in the covers and no TV on; this was about 3 o’clock.
VITAL SIGNS: Blood pressure 105/59, pulse 54, temperature 98.0, respirations 19, and weight 174.3 pounds, which is close to his baseline here since coming into facility.
RESPIRATORY: He has a normal rate and effort. Lung fields are clear. No cough and symmetric excursion.
CARDIAC: He has a regular rate and rhythm without murmur, rub or gallop. ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: In his room, he ambulates independently. No lower extremity edema. Moves arms in a normal range of motion. He has had no falls. No LEE. Moves arms normally.
NEURO: The patient makes eye contact. He is soft-spoken, a man of few words; when he does speak, it is clear and in context to the situation. He can voice his needs. He understands what is stated to him. He does not ask questions and his orientation is x3.
PSYCHIATRIC: When I first saw the patient and I told him that I was aware that his son wanted some things done that he had not been doing and that would be starting with lab work and then we get chest x-ray because he has had this intermittent cough and I just encouraged him that he would feel better overall and he nodded his head yes, but was quiet otherwise.

ASSESSMENT & PLAN:
1. Major depressive disorder. I think getting out and socializing with other people will be a good beginning. He is on 100 mg of Zoloft and we may need to increase that to 150 mg which I will do today.
2. HTN. We will monitor his blood pressure and heart rate daily for the next two weeks and I am going to adjust his BP medications as he gets two of them together in the morning, so I will write for the propranolol 80 mg q.a.m. and the losartan 50 mg at 5 p.m.

3. Social. I spoke with his son briefly as he was working, but he was happy to hear about the above changes.
CPT 99350 and direct POA contact 10 minutes.
Linda Lucio, M.D.
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