


INITIAL EVALUATION

RE: Mark McGuire

DOB: 07/03/1956

DOS: 06/04/2025
The Harrison AL

CC: New patient.

HPI: A 68-year-old male who moved into the Harrison on 04/24/25. I spoke with the patient last week it was almost an interview for him of me and he requested that I then be his physician while here. Today, I met with him to gather history, he was cooperative and able to give information. The patient did start out telling me that his goal is to get strong and be able to go home and live on his own as he had been previously. The patient has family who is very supportive of him whether he stays here or believes to live in his own apartment or with family member. He focuses on the fact that he was hospitalized for bacteremia secondary to prostatitis and had delirium, which is documented in the notes and feels that a judgment was made about him being demented when he was first physically sick. He asked about a second opinion and I told him that is certainly within his right to do. The patient was hospitalized at Hillcrest Hospital in Tulsa where he resides for what was believed to be in his words prostatitis and evolved into widespread urinary tract infection. He understands that during that time, he was delirious talking and not making sense resisting care and per notes reviewed in his chart he was thus transferred to Autumn live inpatient Geri Psych facility due to worsening confusion and psychosis. Admitting CBC, CMP, and lipid panel were WNL. An UA showed moderate bacteria and 2 to5 WBCs otherwise unremarkable. EKG showed normal sinus rhythm. Head CT no acute findings with mild to moderate atrophy. MMSE March 2025 was 22 of 30 and on 04/10/2025 19 of 30 in the course of treatment patient acknowledged a history of sex addiction in his adult life but has also sought help for that. Also had a period of heavy drinking when he was younger and smoked for several years quitting approximate five years ago after suffering a heart attack. The patient did show some paranoia and confusion during his Geri Psych stay. When he completed treatment, he was admitted on 04/09 and discharged on 04/25. He agreed with his son that he would move into the Harrison, the son lives here in Oklahoma City near the facility so that he could visit as well as keep an eye on his father.

PAST SURGICAL HISTORY: CABG in 2015 his cardiologist is Dr. Martin at OHH South.
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SOCIAL HISTORY: The patient has been married and divorced x3. He has two children a daughter who resides in West Virginia and his son Aaron who resides in OKC and is his POA. The patient has a remote history of drinking and smoking doing neither in the past several years. He and his brother ran a business together where they did HVAC work. The patient has been involved in church and through that has done street ministry.

FAMILY HISTORY: He had an uncle who had dementia.

MEDICATIONS: Norvasc 2.5 mg q.d., ASA 81 mg q.d., Lipitor 10 mg q.d., Namenda 10 mg q.a.m. and h.s., and metoprolol 50 mg q.a.m. and h.s.

DIET: Regular.

CODE STATUS: Full code.

ALLERGIES: NKDA.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s current weight of 194 pounds is higher than his general weight.

HEENT: He occasionally wears readers. He has native dentition and adequate hearing without hearing aids. No difficulty chewing or swallowing.

CARDIAC: He denies chest pain, palpitations, or shortness of breath.

RESPIRATORY: He has no cough or expectoration.

GI: No dyspepsia. He does have some abdominal distention and is continent of bowel.

GU: Continent of urine. No history of UTIs apart from recent hospitalization.

MUSCULOSKELETAL: He ambulates independently and falls x1 stating he fell in the hospital. He was getting out of bed and slipped on the hospital floor going down to his bottom, no injury.

PSYCHIATRIC: History of recent delirium, history of generalized anxiety disorder, and experienced hallucinations during recent Geri Psych stay.

PHYSICAL EXAMINATION:

GENERAL: The patient was pleasant and cooperative to being seen.
VITAL SIGNS: Blood pressure 133/79. Pulse 59. Temperature 97.2. Respirations 16. The patient is 5’9”. Weight was 194. BMI 28.65. O2 saturation 96%.

HEENT: The patient has a thick curly gray hair with receding hairline. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple and clear carotid. No LAD.
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CARDIOVASCULAR: He has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Protuberant, firm, and nontender and hypoactive bowel sounds present.

MUSCULOSKELETAL: Ambulates independently. Moves limbs in a normal range of motion. He has good muscle mass and motor strength. Intact radial pulses. No lower extremity edema. He can go from sit to stand and vice versa without assist.

SKIN: Warm, dry, and intact with good turgor. No bruising or breakdown noted.

NEURO: He is alert and oriented x2-3 was not quite sure of the date but knew the month and day of the week. Speech is clear. He voices his needs. Makes eye contact. Affect congruent to what he is saying in situation. His focus was on being able to return home and live independently once he got better being here. He appeared anxious when I did not reassure him that he would be going home or when he would be going home. His insight appears limited. Judgment is fair. No evidence of aggression or anger noted.

SKIN: Warm, dry, and intact with good turgor. No bruising or breakdown noted.

PSYCHIATRIC: He appeared little tense, wanted reassurance for me that he would go home he would be able to live independently and talked about the things that he would be doing and I had to at couple of times just bring him back to being present in the moment and that going home living independently those things may come with time but right now he needs to focus on taking care of himself here. He did get quiet said he understood and that it was just hard to not be able to live in his house and acknowledge that it was likely going to be put up for sale.

ASSESSMENT & PLAN:

1. Alzheimer’s disease this is a new diagnosis for patient and just reassured him that he can still function, enjoy life to include his family and to that point he brings up that he wants to go to West Virginia and stay with his daughter and states that she is excited to have him come and live with her. We will see how that goes in the interim, he will continue on Aricept and Namenda.

2. History of delusional disorder etiologies could be both related to the delirium and the dementia. We will see if there is evidence of that in his time here.

3. Hypertension. We will monitor BPs and we will adjust medications as needed.

4. Hyperlipidemia. Lipid profile is well within normal and will continue on low dose Lipitor.

5. Social. We will contact patient’s son Aaron who is his POA and working on guardianship will see if he needs a letter to support that as well.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

