


INITIAL EVALUATION

RE: George Isbell
DOB: 01/24/1946

DOS: 05/22/2023
Rivermont MC

CC: New admission.

HPI: A 77-year-old in residence since 05/10. He is seen standing in the hallway he is well groomed and alert looking around as though he is watching out for something when I asked him if he was Mr. Isabel he stated that yes he was and I told him who I was it did not register so I told him that I wanted to talk to him and just meet him and see how he is doing so I asked to go to his room I said lets go to your room and he said he did not have one here and then when I stated that he did and that it was nearby and I pointed and we walked but he was not. He walked fast his room and it was the last room so I redirected him and then we got in there he looked around and he told me that he had rented the furniture. We then sat, nurse was present, he was alert, talkative, and not able to give information other than he was a banker and had worked for the Department of Veterans Affairs. I then just went to physical exam and when I was done he asked how he was doing and I told him that the heart and lungs sound good, you move independently, you take care of your own apartment and generally I thought he was doing good and that we would be able to provide good service to him. Prior to admission here, the patient was seen at NRH for worsening confusion due to dementia and agitation. He also has a cardiac history so he was admitted under the hospital service for further evaluation. It is noted that the patient has had wandered away from home the week of admission and had been difficult to find, family believes that he is a danger to himself because of this they had tried to get placement into a Geri Psych Facility and had not been able to and he had been seen previously by another physician who started him on budesonide and Lomotil, six months prior the Lomotil was weaned he apparently has occasional loose stools. The patient was afebrile with normal vital signs except his systolic BP was ranging from 150 to 190 and had normal room air sats. Labs were stable. Talk screen negative and UA unremarkable.

PAST MEDICAL HISTORY: Dementia, history of TIA, sick sinus syndrome, SPPM placement followed by Dr. Gautam, HTN, dyslipidemia, history of pancreatitis, colitis, BPH, and chronic thrombocytopenia.

PAST SURGICAL HISTORY: Pacemaker, cholecystectomy, hernia repair, and foot surgery.

ALLERGIES: NKDA.
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SOCIAL HISTORY: The patient is married and lives in Norman. He is a tired banker and employee of the Department of Veterans Affairs. He has two sons. I am reviewing the labs that were drawn his H&H 13.7 and 40.4 and platelet count 99,000 and he has a history of chronic thrombocytopenia, and CMP WNL.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Weight stable.

HEENT: He wears corrective lenses and has bilateral hearing aids in place. Native dentition in good repair.

CARDIAC: History of HTN, sick sinus syndrome, and dyslipidemia. Denies palpitations or chest pain.

RESPIRATORY: No cough, expectoration, or SOB.

GI: History of colitis and pancreatitis.

MUSCULOSKELETAL: He ambulates independently. He is unable to tell me if he has had falls.

PHYSICAL EXAMINATION:
GENERAL: Alert, cooperative, and well groomed gentleman.
VITALS: BP 148/86, pulse 77, temperature 97.4, respirations 18, O2 saturation 97%.

HEENT: His hair is short and combed. Conjunctivae clear. Corrective lenses in place. Nares patent. Moist oral mucosa.

NECK: Supple and bilateral hearing aids in place.

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

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

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

MUSCULOSKELETAL: Intact radial pulses. No LEE. Independently ambulatory. Moves arms in a normal range of motion.

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

NEURO: CN II through XII grossly intact. He is oriented to person but was not sure where he was. Speech is clear. He was able to answer couple of questions but after that just did not know answers to questions about his medical history.

ASSESSMENT & PLAN:
1. Dementia with a history BPSD. He is currently on Zoloft 50 mg q.d. and olanzapine 2.5 mg q.d., which seem to be managing his behavior. We will monitor and make any adjustments as needed.

2. History of colitis. He has had in the past loose stools and that has happened since he is been here. He is on loperamide 4 mg and that was from admission so we will see how family feels that he had previously been started on Lomotil six months prior to being seen in the hospital and he was weaned off of it.

Linda Lucio, M.D.
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