


PROGRESS NOTE
RE: Delia Fontenot
DOB: 01/08/1938
DOS: 01/19/2026
Rivermont MC
CC: Routine followup.
HPI: An 88-year-old female with severe Alzheimer’s disease seen today she had been in her room most of the morning came out for lunch went back in and then came out to socialize. She was in good spirits smiling and sat with some of the other woman. I am told that the patient has been doing well. She is cooperative to care, her family had come around to see her for the holiday so that gave her boost and she has had no falls or acute medical issues this past couple of months. On my last visit to the patient toward the end of December, she was having increased sedation and just appeared to be in a dull mood most of the time so I started with Ativan 0.75 mg at sleep at h.s. and I discontinued the Restoril that she had been taking at 30 mg and discontinued olanzapine that she received during the day and I decreased Ativan that she had gotten during the day as well to a quarter of a milligram and only p.r.n. so there has been a decrease overall in Ativan usage primarily only for sleep now and she is like a different person. She just came right into the dining room, she smiled, she had makeup on and she was well-groomed. She just looked really good and I am told that that has been going on for the past month. She has had no falls or acute medical issues and I asked her if there is anything bothering her she said no not that she could think of.
DIAGNOSES: Severe Alzheimer’s disease, insomnia alleviated with change of h.s. med, depression/anxiety, hypothyroid, GERD, psoriasis being medically managed and musculoskeletal pain.
MEDICATIONS: Unchanged from 12/10/2025 note.
ALLERGIES: SULFA, METHOTREXATE, TRICOR, ESTROGEN, RALOXIFENE and STATINS.
CODE STATUS: DNR.
DIET: Regular with thin liquid.
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PHYSICAL EXAMINATION:
GENERAL: The patient is well-groomed and alert. She is engaging with other residents.
VITAL SIGNS: Blood pressure 118/65, pulse 77, temperature 97.6, respiratory rate 18, O2 saturation 98% and 126 pounds, which is stable.
HEENT: EOMI. PERLA. Her hair has been cut short and she combs it really cute. She had makeup on which was interesting to see and she just looked like she felt good about herself.
RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

CARDIAC: She has regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

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

MUSCULOSKELETAL: She ambulates independently. Moves limbs in a normal range of motion. No lower extremity edema. Denies any significant musculoskeletal pain.

NEURO: The patient makes eye contact. She has facial expression congruent to situation. Orientation is to person and place. She has to be told the day and date. She knows that it is a new year and she did not appear sleepy as she has to me in the past.
SKIN: Warm, dry, intact and with good turgor.
ASSESSMENT & PLAN:
1. Insomnia. The patient is receiving 0.75 mg of Ativan at h.s. She sleeps through the night awakens in the morning not groggy and confused unable to wake up and she is good for the rest of the day. Does not seem to take naps anymore.
2. Anxiety. She does get a quarter of milligram of Ativan at q.4h. p.r.n. and she usually only gets one or two doses at the most daily.
3. General care. The patient will be due for annual labs in March. Otherwise, no need to do them at this point in time.
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