


PROGRESS NOTE

RE: Louis Mendelsohn
DOB: 05/06/1945
DOS: 07/09/2024
Jefferson’s Garden
CC: Followup on behavioral issues.
HPI: A 79-year-old gentleman was observed in the dining room at lunchtime yesterday and today and then seen in room after lunch. When I knocked on his door, he was in his bedroom, but he promptly got up and came out sitting in the living room to talk with me. Previously, the patient would not respond to the door being knocked on, yet he would be in the room, he would have his eyes closed and act like he did not hear anything and would not show that he was awake. I asked him how his personal care was going and he told me that he is showering about every other night I could not verify that with anyone else. I asked about meals, he states he comes out for meals generally three times a day. He seems to get along with the other gentleman that he sits at table for meals. It is quiet and keeps to himself otherwise. Family had been involved in his care. They were just not happy with his withdrawal and his lack of participation in things. I talk to him about that today and told him that he needed to try to step outside of himself. His wife passed away in New York and then he moved here and apparently depression set in though he and his wife had had a platonic relationship for many years before she passed.

DIAGNOSES: Major depressive disorder on SSRI, HTN well controlled, BPSD improved, and cognitive decline stable.

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

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert. He is quiet. He makes eye contact and was cooperative to examine and answered basic questions.

VITAL SIGNS: Blood pressure 158/80, pulse 74, temperature 98.2, respirations 17, and weight 173 pounds, this is down 1.3 pounds from 06/04/24.

HEENT: Male pattern baldness. Sclerae are clear. He makes fleeting eye contact. His affect is appropriate to situation.

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

CARDIAC: He has a regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: He ambulates independently. He moves limbs in a normal range of motion. Fairly good muscle mass and motor strength. He has had no falls. No lower extremity edema.
ASSESSMENT & PLAN:
1. MDD, on Zoloft. I am going to increase it to 150 mg q.d. to see how that works for him. He just kind of seems stuck at a certain place.

2. DM-II. This is by history he is now off diabetic medication greater than six months. His A1c is 6.1 which is well within a normal range for his age off medications and we will discontinue this diagnosis.

3. Anemia. H&H are 9.6 and 28.5 with white count slightly elevated at 11.8. Indices are WNL.

4. HTN. Review of BPs a.m. and p.m. over the last 20 days have shown systolic pressures x 3 greater than 150 and diastolic x 4 greater than 90. I am adjusting his propranolol 80 mg as q.a.m. and losartan 50 mg is at 5 p.m. and we will monitor his BPs and if needed, we can increase losartan to 75 mg q.p.m.
CPT 99350 and direct POA contact per his DIL 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
