


INITIAL EVALUATION
RE: Paul Donnelly
DOB: 11/15/1944
DOS: 03/23/2023
HarborChase, MC
CC: New admit.

HPI: A 78-year-old admitted 03/22/23 from home. He was accompanied by his son, Tray. When I was in Memory Care, the patient was in a hallway where I was propelling himself along in wheelchair. He stopped and asked me if I knew for certain room number was, he thanked me and told me that he was new here and still learning his way around. He was articulate and appeared appropriate at that time. Staff reports that he is compliant with care, comes out for meals, can feed himself. He has fracture of his right proximal humerus and has very limited mobility requiring assist for transfers, but he tries to do it himself much of the time. The patient was seen in room. He was pleasant and as I allowed him to talk he started to become more and more tangential and I had to be redirected. He did give me information. I did not have opportunity to confirm that with his POA, but will do so. Information is primarily gained from Integris notes in chart. The patient was hospitalized at Integris 03/06/23 through 03/22/23. He was admitted from home via EMSA after a friend found him confused and on the floor with feces on him, unable to give information. The patient had been noted by family to have increasing falls and altered mental status that was progressive over the past several months. He had multiple ER visits four falls over the past two months and in one of them was found to have a right femoral neck fracture non-operative with arm sling for stability and that again was prior to the ER visit on 03/06/23. In the past, the patient was offered nursing home placement, but he wanted to return home wherein he continued drinking on 03/06/23 visit. He states that he did not drink in three weeks.
PAST MEDICAL HISTORY: Alcoholism, HTN, history of colon cancer status post colon resection, aortic aneurysm, anxiety, hypothyroid and peripheral neuropathy.

PAST SURGICAL HISTORY: C-spine surgery 06/20/21, colon resection due to CA, and left ankle surgery approximately three years ago.

MEDICATIONS: Alprazolam 0.25 mg q.d. p.r.n., Lipitor 10 mg q.d., Coreg 6.25 mg b.i.d., folic acid 400 mcg q.d., gabapentin 100 mg t.i.d., levothyroxine 112 mcg q.d., Mag oxide q.d., MVI q.d., paroxetine 20 mg q.d., thiamine q.d., trazodone 150 mg h.s., and B12 100 mcg q.d.
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ALLERGIES: HYDROMORPHONE.

DIET: Regular.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient has been married three times. His current third marriage he states that his wife is caretaking for her mother who is ill and that she is living with her mother and daughter. He has a son who goes by Trey and lives locally. The patient was in the Army. He states for several years and then worked in the insurance industry becoming a president of an insurance company for which he moved from Hawaii to California and then retired at the age of 68.

FAMILY HISTORY: Heart disease in father.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: He states his weight is stable.

HEENT: He does wear glasses, but did not have them on. No hearing aids or dentures. Hearing is adequate. He denies chest pain or palpitations. No shortness of breath or cough.

GI: Denies dyspepsia. He does have occasional incontinence of bowel.

GU: Urinary leakage and he frames both the same. He does not have incontinence, but uses a pad on his bed for leakage.

NEURO: He denies seizures or vertigo, minimizes any change in cognition and as to drinking, he states that he has not drunk in some time now that he just states that it is not good for him.
PHYSICAL EXAMINATION:
GENERAL: The patient is quite verbal and agreeable to being seen and examined.

VITAL SIGNS: Blood pressure 143/58, pulse 69, temperature 97.3, respirations 16, and weight 177 pounds.
HEENT: He has full thickness hair, not sure when he last washed or showered. Conjunctivae mildly injected. Nares patent. He has ruptured small blood vessels across both cheeks.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough. Symmetric excursion.

CARDIOVASCULAR: Regular rate and rhythm. No M, R. or G. PMI nondisplaced.

MUSCULOSKELETAL: He has very limited abduction of his right arm and needs assist with transfer to be safe and he has no sling. He stated that he had it there and then I think he said maintenance man took it.

ABDOMEN: Soft and nontender. Bowel sounds present.

SKIN: Appears dry.
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ASSESSMENT & PLAN:
1. Right humerus fracture. It has been evaluated by ortho. Conservative management. He was x-rayed two weeks ago that showed stable proximal humerus fracture consistent with interval healing and we will look at therapy that may be of benefit for the patient in this regard.

2. Pain management. I will order Norco 7.5/325 mg one p.o. q.6h. routine for a week and then we will decrease to q.8h.

3. HTN. We will monitor BP’s and HR. The abstinence from alcohol will improve his blood pressure and we will adjust medication if needed.

4. Hypothyroid. TSH will be ordered.

5. 03/06/23 IBMC lab review. Anemia with an H&H of 12.6 and 36.4, but normal indices and CMP, total bili 2.0 so mildly elevated, otherwise WNL.
6. Social. I called son Trey who is not able to leave a voicemail. We will try contacting him when I am here next week.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
