


INITIAL EVALUATION
RE: Jack Thornburg
DOB: 08/12/1931
DOS: 10/10/2023
Town Village AL
CC: New admit.

HPI: A 92-year-old seen in his apartment that he shares with his wife. His daughter who lives locally was present to assist in giving information. The patient had UA done on 10/09/23 that is also reviewed. It was done because the patient said he thought he saw blood in it. Overall, the patient appeared to be calm. He is capable of giving information and he was okay with referencing a question to his daughter. As the patient sat on one side of me, alert and verbal giving information. His wife was on to my right sitting in her recliner and just occupied with picking at her scalp. The patient and his wife lived in Kansas City, Missouri and their three children felt that it was important for them to get closer to one of them to help assist in any medical issues. At the end of July, the patient had a fall. He fractured five ribs. He had a left pneumothorax, required a chest tube. He also fractured his left great toe. He was in the hospital for a week and then went to SNF for two weeks. After that the patient went to respite with his wife present. He states he feels like he has recovered from all those events.
PAST MEDICAL HISTORY: Atrial fibrillation, HTN, hyperlipidemia, BPH, history of falls, mild cognitive impairment, and history of constipation.

PAST SURGICAL HISTORY: Tonsillectomy. He had a GI tumor that was resected in 2021 and considered a cancer free and recently had biopsy of a lesion on his chest and on his back. I was able to read the text of the biopsy results. This was done in Kansas City.

MEDICATIONS: ASA 81 mg q.d., Aricept 5 mg h.s., Eliquis 5 mg q.12h., metoprolol 25 mg b.i.d., MiraLax q.d., Zocor 20 mg h.s., D3 1000 IUs q.d., diclofenac gel to the left shoulder q.6h. p.r.n., melatonin 5 mg h.s., and Senna two tablets p.r.n.

ALLERGIES: NKDA.

DIET: Regular.
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CODE STATUS: The patient has previously had a DNR. All the paperwork per the daughter is with her brother who lives in Houston and is his POA. Mr. Thornburg consents to having a DNR signed by me for him here.
SOCIAL HISTORY: The patient and his wife were living in Kansas City, Missouri. They have been married 69 years. They have three children, a daughter who lives in Fayetteville Arkansas, a son who lives in Houston and is the POA and a daughter Jackie who lives here locally. The patient is a retired chemist for a pipeline company, retiring in 1991. He smoked from the age of 19 to 55, a pack per day. So, he has a 36-pack-year history and rare alcohol use.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: His baseline weight is 179 pounds.

HEENT: He wears glasses. He hears well without hearing aids. He lost a tooth 10 days ago. He has a history of nasal expectorant that is clear. He states that he just has to blow his nose. He denies having any sinus discomfort.

RESPIRATORY: He denies SOB. He does have cough on occasion with clear drainage.

CARDIAC: He denies chest pain or palpitations.

MUSCULOSKELETAL: He uses a walker to get around for distance in his room. He will often not use it. His last fall was at home in July when he fell down the stairs and had rib fractures etc.

GI: No difficulty chewing or swallowing and he is continent of bowel, more often constipated then not. He has used OTC medications for relief.

GU: He has urinary incontinence and does not recall his last UTI, but again UA done here on 10/09/23.

NEURO: He has had some insomnia. He states that he will awake and then be able to get back to sleep and notes some mild memory changes, but does not seemed disturbed by it.
GENERAL CARE: He has a good appetite. Denies pain. He is looking forward to this new adventure.
PHYSICAL EXAMINATION:

GENERAL: Alert, pleasant older gentleman, cooperative, and able to give information.

VITAL SIGNS: Blood pressure 127/61, pulse 84, temperature 96.7, respirations 19, O2 sat 99%, and weight 180 pounds.
HEENT: He has short gray hair combed, full thickness. He wears glasses. Sclerae are clear. No matting noted around the eyes. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: He had in a regular rhythm at a regular rate. No rub or gallop noted.
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ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. Fair muscle mass and motor strength. We observed him walking in the apartment before we set to talk and he seemed steady on his feet. He was able to go to a seated position without any assist and vice versa.

NEURO: CN II through XII grossly intact. He is alert and oriented x 2 to 3. Speech is clear. He is able to acknowledge when he is not sure about information given and defers to his daughter. Affect congruent with what is being said.

SKIN: The text biopsy results identify on his anterior chest wall superior that was the site of the biopsy, but no clear diagnoses and it is unclear looking at his chest where the biopsy would have been and he does not recall where it was. On his back, he had a biopsy of a nodule and that area was identified, diagnosed as a neurofibroma.
ASSESSMENT & PLAN:
1. Skin biopsies x 2 with results of one clear i.e. neurofibroma, the other question of basal cell carcinoma. Daughter will find a dermatologist in their insurance network.
2. Constipation. I have written for MiraLax to be q.d. p.r.n. The patient is capable of asking for it and then he has already the oral medication Senna two tablets q.d. If there are issues after that both the Senna and MiraLax then I will be contacted.

3. Insomnia. The patient has never tried a sleep aid. So, we will start with melatonin 5 mg to be given at 7:30 p.m. routine as he likes to go to bed about 9 to 10 o’clock. We will see how that works for him and told him we can always increase the strength if it does not work at 5 mg.
4. DNR. The patient is aware of what it is and he gives consent for physician certification of DNR. Form is signed and placed in chart.
5. UA review. The UA from 10/09/23 obtained after the patient reported seeing what he thought was blood in his urine. The review so far is fairly unremarkable. It is positive for nitrite. Spec Graph is on the high-end at 1.025 and 2 RBCs by micro which is WNL. There was bacteria and culture is pending. Based on results, we will then determine what we need to do.
6. General care. CMP, CBC, and TSH ordered and we will review with the patient next visit.
CPT 99345, direct family contact 45 minutes, and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
