


READMIT NOTE
RE: Jerry Stevens
DOB: 11/11/1947
DOS: 10/05/2023
HarborChase AL

CC: Readmit note.

HPI: A 75-year-old male initially admitted to HarborChase on 07/28/23. At that time, he was alert and oriented x3. He was in a wheelchair that he could propel for short distances. He had full range of motion of all limbs and was weightbearing as tolerated. On his initial admission, the patient had been at Spanish Cove Skilled Care with PT/OT for a left tibial fracture with deconditioning. On discharge from there, the patient admitted here on 07/28/23. I did see the patient on 08/03/23 and discontinued his lispro sliding scale and adjusted tramadol to 100 mg a.m., h.s., and 50 mg at 2 p.m. On 08/04/2023, the patient had a fall in the facility. He was sent to Integris SWMC and diagnosed with a left ankle fracture and it was opted to heal by conservative measures. The patient went to Epworth Villa for SNF and on completion of that readmitted to here on 10/03/23. The patient was seen today on return from an outside medical appointment and accompanying him was friend Rob Shater a military buddy and is his POA. The patient was pleasant, but quiet. He was able to give information, but I had to ask direct questions and Rob was attentive, but sat quietly by few times. I did prompt him to correct given information.

PAST MEDICAL HISTORY: Parkinson’s disease, DM-II, HTN, BPH, pain management, status post left ankle fracture 08/03/23 and prior to that a left tibial fracture 05/12/2023.

PAST SURGICAL HISTORY: Tonsillectomy, adenoidectomy, appendectomy, prostate surgery TURP, .

MEDICATIONS: Lantus 12 units q.a.m. and 12 units h.s., Eliquis 5 mg q.12h., Lipitor 10 mg h.s., Coreg 6.25 mg b.i.d., Proscar q.d., folic acid 1 mg q.d., Flomax two capsules q.d., Norco 10/325 mg one tablet q.4h. p.r.n., lidocaine patch 4% off 12 to left shoulder, and barrier cream b.i.d. q. shift to right buttock.
ALLERGIES: PCN.

DIET: Regular, low-carb.
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CODE STATUS: Full code.

HOME HEALTH: Harmony Home Health.

SOCIAL HISTORY: The patient is divorced. He has four children with whom he does not have contact. His friend of 40 years Rob Shater is his POA and his Air Force friend. The patient is a nonsmoker, occasional drinker, and was living alone prior to admission here. An update to that was that recently, he has had contact with three of his four children. He has a daughter in Boise who wants to come visit, a son who is local, and a daughter who is in Norman. The patient retired from the Air Force after serving forty. He was a pilot and then later served in Intelligence.

FAMILY HISTORY: Not discussed.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Baseline weight is 174 pounds. He has a good sleep pattern.
HEENT: He wears reading glasses. He has native dentition. He hears adequately without hearing aids.

RESPIRATORY: He denies cough, expectoration, or SOB.

CARDIAC: He denies chest pain or palpitations.

MUSCULOSKELETAL: He has left ankle pain in particular with stress such as weightbearing which he limits. He will pivot transfer so as to minimize contact and he has right leg with a non-weightbearing status secondary to ortho instructions. He has pain for which he will take p.r.n. Norco infrequently and when he does, it is effective. The patient is non-weightbearing per ortho’s instructions.

GI: Occasional dyspepsia and good appetite. He is continent of bowel.

GU: History BPH. He had a Foley placed in the ER on 05/20/23 and was left in for a short period of time, but Flomax was started at that time and continued after it was pulled.
SKIN: He denies rashes, bruising, or breakdown.

PHYSICAL EXAMINATION:

GENERAL: The patient is rolled-in in his manual wheelchair. He is quiet and makes brief eye contact.
VITAL SIGNS: Blood pressure 137/91, pulse 77, temperature 97.8, respirations 18, and weight 181.4 pounds.

HEENT: NCAT. EOMI. PERLA. Sclerae are clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD and hearing grossly intact.
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RESPIRATORY: He has a normal effort and rate. Lung fields are relatively clear. No cough. Symmetric excursion with repeat deep inspiration and then expiration. He had a few bilateral wheezes that cleared with repeat expiration.
CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. Mild protuberance secondary to weight.

NEURO: CN II through XII grossly intact. He makes eye contact, but does not speak unless directly asked a question and then it takes a little bit to get an answer. His answers are generally brief or does not fully recall or no. Affect is somewhat guarded and he will look at his friend who will speak for him.
SKIN: Warm, dry, and intact. No significant bruising and no skin tears or other breakdown noted. He does have a ruddy complexion with some freckling and solar keratosis.

PSYCHIATRIC: I think he was just assessing the situation and how comfortable he would be, but he then seemed to relax and more participatory in the history and general conversation.
ASSESSMENT & PLAN:
1. Left ankle fracture with conservative healing measures status post SNF at Epworth Villa. The patient is non-weightbearing status per orthopedist. So, he is in a manual wheelchair, transported by others. He is capable of transporting himself for short distances. So, we will start encouraging him to do that. He does require transfer assist on occasion. Otherwise, he transfers himself.
2. Pain management. He has not asked for much pain medication and when asked if he wanted to have it scheduled as opposed to p.r.n., he deferred that. He states that he just is not having much pain.
3. Parkinson’s disease, stable. No evidence of progression despite two fractures both left side separated by two months.
4. DM-II. I am checking A1c and we will see how he is doing with the 12 units of Lantus a.m. and h.s.

5. Paroxysmal atrial fibrillation, rate controlled as is BP. No change in medication. As to his anticoagulation, no easy bruising or bleeding noted.
6. HLD, on Lipitor. No evidence of muscle pain. The patient cannot recall when the last FLP was done. So, we will check with the baseline labs that are going to be ordered.
7. BPH. He has had no problem with spontaneous voiding. Denies urinary leakage or postvoiding dribbling.
CPT 99345 and direct POA contact 45 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
