


INITIAL EVALUATION
RE: Warren Young
DOB: 10/19/1933
DOS: 02/15/2023
Rivendell AL
CC: New admit.
HPI: An 89-year-old in residence since 02/09/2023, coming here from village on the Park Independent Living. The patient is seen in room. He has an electric wheelchair, which was adjacent to the area he was sitting. He was pleasant and cooperative and on long questioning he acknowledged that there are things that he simply did not remember. I then was able to speak to his daughter/POA Vicki Anderson who is able to assist and give him further information. During IL, the patient had progressive number of falls with minor injuries, but he got to a point where he was no longer able to stay in IL and they did not have any AL availability so he is with us now. When I asked him in the ROS about depression, he acknowledged having some and it was related to leaving VOP where he had established friendships and people that he enjoyed that he knows he would not see again. The patient is followed by Frontier Hospice and discharge orders from VOP included focus on function evaluation to improve his mobility. They did see him today and discussed a brace of some sort that would make transfers easier and a bar for his bed that would help with mobility getting in and out there. He has recently had noted cognitive impairment with progression and Aricept has recently been started about two weeks ago. Today, he is tolerating it. Per daughter, the patient’s gait declined rapidly. He was around November having some difficulty getting around independently and he resisted any kind of assistive device, but initially went to a cane, into a walker and then a wheelchair over the period of two months. He has a history of lumbar disc disease with lumbar facet arthropathy has been followed by pain management Dr. Lopez and had back injections at the end of January and was scheduled to follow up the end of this month, but per daughter they are not going to as he has had no noted benefit. The patient has been coming out to activities daughter encouraged him to find friends in the way to do it as he had got to be friendly and out in activities. He has also come out for meals and he states the food is fine as far as that goes. His room is in a location of traffic where he can watch and if he needs a nurse or an aide they are easier to access from where he sits and encouraged him to ask for help if needed.
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PAST MEDICAL HISTORY: Cognitive impairment, new Aricept started at 5 mg h.s. on 2/02/23. No BPSD noted, DM II on oral medication, does not recall duration of diagnosis or last A1c, lumbar disc disease with facet arthropathy followed by pain management, but no further followup and will assess need for pain minimizing medication.
Gait instability is now an electric wheelchair, which he can operate, HTN, BPH, and mild insomnia. New diagnosis polyneuropathy was noted in right lower extremity, peripheral vascular disease, he has stents in his right lower extremity, and is in an antiplatelet therapy.

PAST SURGICAL HISTORY: Right lower extremity stent, cholecystectomy, and right lower extremity fracture below the hip requiring surgical repair (fell off ladder).

SOCIAL HISTORY: The patient has been married x2. His first marriage was 19 years. He has two children. His daughter Vicky and son Bruce who lives in Kerrville. Vicky is POA. Second marriage was for 40 years. She passed away approximately 18 months ago. The patient retired from Western Union after 32 years. He was district manager of four states. After that retirement, he then went into Real Estate with his second wife, which he continued until she passed. He smoked a pack per day from 28 to 44 years of age. Previous facility was village on the Park IL where he states he was asked to leave secondary to falls.
ALLERGIES: NKDA.
MEDICATIONS: ASA 81 mg q.d., vitamin C 1500 mg q.d., FeSO4 q.d., folic acid 1 mg q.d., Plavix q.d., Lipitor 40 mg h.s., gabapentin 300 mg h.s., metformin 500 mg b.i.d. AC, Lexapro 10 mg will be increased to 20 mg, methotrexate 2.5 mg eight tabs for total 20 mg q. week, Fosamax q. Tuesday, Losartan 100/25 mg one tab q.d. and Aricept 5 mg h.s.
DIET: Regular.
CODE STATUS: DNR.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight is about 165 pounds.

HEENT: He has readers. Hearing is adequate and native dentition.

CARDIAC: Denies chest pain or palpitations and per HPI.

RESPIRATORY: Denies SOB or cough.
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GI: Continent of bowel.

GU: Continent of urine.

MUSCULOSKELETAL: Unable to stand independently and uses his electric WC.

NEUROLOGIC: New diagnosis of dementia.

PSYCHIATRIC: History of depression exacerbated with recent move.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert and pleasant was a bit quiet, but became more interactive.

VITAL SIGNS: Blood pressure 110/60, pulse 70, temperature 97.1, respirations 18, oxygen saturation 100% on RA, and weight 155.2 pounds.
HEENT: He has full thickness grey hair. Conjunctivae clear. Nares patent. Moist oral mucosal. Native dentition in good repair.

NECK: Supple. Clear carotids.

CARDIOVASCULAR: Heart sounds are distant. He has a regular rhythm without MRG.

RESPIRATORY: Normal effort and rate symmetric excursion. Clear lung fields. No cough.

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

MUSCULOSKELETAL: Intact radial pulses. No LEE. Exam of both feet. Foot care is good. He does have a small callus on the lateral aspect of both feet did not observe weight-bearing or self transfers, which he does.

NEUROLOGIC: CN II through XII grossly intact. He makes eye contact. He had slight sense of humor. Affect was congruent with what he was saying and he was able to ask me to repeat what he needed repeated and was agreeable to things that would be of benefit for him.

SKIN: Warm, dry, intact, and good turgor.

PSYCHIATRIC: Appropriate for initial contact.
ASSESSMENT & PLAN:
1. New patient with multiple issues spoke with POA who was able to give additional information and both parties agreeable to Frontier Hospice and now focus on function working with the patient.
2. Depression increased due to recent change. We will increase citalopram 20 mg q.d. He is in agreement with that.

3. Insomnia. Trazodone 50 mg h.s. to start and will adjust dose as needed.

4. DM II. A1c ordered and will adjust meds as needed.
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5. Anticoagulation due to stents. Monitor for bleeding or increase bruising followed by Dr. Schifferdecker cardiology with recent echo and stress test. No changes from baseline.
6. Lumbar disc disease/facet arthropathy. No benefit from recent ESI so no plan to follow up. We will look at increasing gabapentin or addition of Cymbalta.

7. Social.  All this was discussed with daughter who is in agreement. Focus on function will also become involved and implementing things in room that will make his mobility better.
CPT I 99345 and direct POA contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

