


INITIAL EVALUATION
RE: Wendell Casteel
DOB: 01/03/1946
DOS: 05/25/2023

HarborChase MC

CC: New admit.

HPI: A 77-year-old in residence since ______. I have attempted to see him last week and then today, he is very irritable and does not want to be spoken to and certainly not agreeable to the exam. I did speak to one of his daughters Michelle who noted that she handles primarily the financial aspect of his care and her sister Angelia who she points out is a nurse practitioner handles his medical care and Angelia is also his POA. The patient has a diagnosis of senile dementia diagnosed in 2015. The patient was living out of town with his second wife and when she passed in 2015 and moved into Oklahoma City, daughters became aware of his cognitive change. As it progressed, they became aware he was not able to live independently, so he moved in with Angelia and remained there until they had to place him in a facility in January 2023, Rivendell MC. Daughter tells me that they did not have his medications correct and some other issues, so he was transfer here. Daughter states that he is usually a very happy and interactive person, notes that he may not be making sense when he speaks, but he will laugh at his own jokes that has not been what I have observed here in the facility. He is usually good if he is left alone.
PAST MEDICAL HISTORY: Senile dementia of the brain, hypertensive kidney disease, BPH, anemia, GERD, HLD, atrial flutter, and BPSD, which has been agitation.

PAST SURGICAL HISTORY: Left nephrectomy 03/14/2016, EGD 04/02/2019, cardiac stents and cholecystectomy.

MEDICATIONS: Lorazepam 1 mg b.i.d., melatonin 5 mg h.s., Seroquel 25 mg q.d., Flomax q.d., trazodone 50 mg h.s., D3 1000 units q.d., B12 500 mcg q.d., vitamin C 500 mg q.d., sodium bicarbonate 650 mg b.i.d., metoprolol 100 mg q.d., allopurinol 100 mg q.d., Lipitor 20 mg q.d., calcitriol 0.25 mcg q.d., Zyrtec 10 mg q.d., Aricept 10 mg h.s., Eliquis 2.5 mg b.i.d., Pepcid 40 mg h.s., FeSO4 q.d., folic acid 1 mg q.d., and HCTZ 25 mg q.d.

ALLERGIES: DRISTAN.
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DIET: DASH diet as tolerated.

CODE STATUS: DNR.

HOSPICE: Good Shepherd.

RECENT HOSPITALIZATIONS: In McAlester 03/01/2016 with a GI bleed, colonoscopy performed 03/04/2016 showed AV malformation, cauterized, no issue since.

FAMILY HISTORY: Maternal grandmother had DM II, otherwise noncontributory.

SOCIAL HISTORY: Widowed, nonsmoker, nondrinker. Daughter Angelia is POA.

PHYSICAL EXAMINATION:

GENERAL: Physical exam deferred secondary to the patient’s resistance.

HEENT: The patient wears corrective lenses. He has beard, native dentition appearing in fair repair.

MUSCULOSKELETAL: He ambulates. Appears to move arms in a normal range of motion.

SKIN: Warm and dry, appears intact.

NEURO: He can speak. His speech is clear. He will make it loud and clear that he wants to be left alone or will get onto somebody.

ASSESSMENT & PLAN:

1. Unspecified dementia. Level of cognitive impairment will be assessed when he is more cooperative and we can do an MMSE.

2. BPSD. He is fine if left alone and family states that he is quite a jovial fellow and so hopefully we will get to see that side of him with time.

3. General care. I have clarified his medication list and his status and had contact with his POAs, both medical and financial. We will continue with care as is.
CPT 99345 and direct POA contact 20 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

