


INITIAL EVALUATION
RE: John Spaight
DOB: 09/22/1945
DOS: 07/09/2025
The Harrison AL
CC: New admit.
HPI: A 79-year-old gentleman who was seen in an apartment today that he shares with his wife, Martha Jones. The patient is quiet. He is able to give information; at times, he takes direction from his wife, but he was pleasant. Prior to moving here along with his wife, they lived at Sooner Station where they worked for two years and before that they lived in their home, had an acre, enjoyed it, but it became more than they wanted to deal with. The patient brings up that he has had a lot of musculoskeletal pain and that he thinks he needs to get back to see some of the physicians who address that with him to see as he is having increased discomfort. Since he is moving here 07/02/25, the patient states that he is sleeping more or less through the night. His appetite is good. He and his wife have their meals in the room and things seemed to be going okay so far. He is also quite busy back-and-forth on the phone dealing with calls from banks. His wife interrupted us at one point stating that it sounded like they were being called by the bank about some fraud charges, but I was able to get through and then they took care of business.
PAST MEDICAL HISTORY: History of chronic pain primarily of his neck and lower back, osteoporosis, hyperlipidemia, hypertension, and OAB.

PAST SURGICAL HISTORY: He has had six separate procedures on his lumbar spine to include discectomy and fusions and, on his cervical spine, he has had nerve ablations and epidural steroid injections for each mentioned area. His neurosurgeon is Dr. Cochran and he has had a TURP.

MEDICATIONS: Methocarbamol 750 mg one p.o. q.4h., oxycodone/APAP 7.5/325 mg one p.o. q.4h., Fosamax 70 mg q. week, ASA 81 mg q.d., Lipitor 20 mg q.d., gabapentin 600 mg one p.o. 8 a.m., 2 p.m. and 8 p.m., Toprol 25 mg q.d., Myrbetriq 50 mg q.d. and hydrocortisone 10 mg one and half tablets (15 mg) at 8 a.m. and 10 mg at 8 p.m.
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ALLERGIES: PCN and SULFA.
DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient married seven years to Martha. He worked for the phone company in Midland, Texas until retirement. The patient has a 70-pack year smoking history; he smoked two packs for 35 years quitting in 1991 and has rare social ETOH use.

FAMILY HISTORY: He has a sister with chronic back problems, otherwise noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His baseline weight is 190 pounds.

HEENT: He wears corrective lenses. Native dentition in good repair and corrective lenses worn. Denies difficulty chewing or swallowing.

RESPIRATORY: He denies cough, expectoration or SOB.

CARDIAC: He denies chest pain or palpitations. He does have a history of orthostatic hypotension, but has not been treated for same and he denies any falls related to orthostasis. He has had syncopal episodes that started about two months ago. He has not had one since he has moved in. His cardiologist is Dr. Salim.

MUSCULOSKELETAL: He has a walker that he uses in short spaces. He walks independently and again no recent falls except tripping over a box last night. They have a very packed apartment with boxes and personal effects everywhere.

GI: He states he has a good appetite. Denies dyspepsia and is continent of bowel.

GU: Denies urinary hesitancy or retention. No recent UTIs.

PSYCHIATRIC: The patient has a history of anxiety for which he took BuSpar and a history of insomnia. His psychiatrist or the PA that he is seeing is Kraun.

The patient is followed by Dr. Jason Leonard for pain management. He also does his ESI of both C-spine and lumbar area and has an appointment in one month.
PHYSICAL EXAMINATION:

GENERAL: Pleasant gentleman who is quiet, but cooperative.

VITAL SIGNS: Blood pressure 139/75, pulse 61, respirations 16, O2 sat 94%, height 5’8” and weight 190 pounds.

HEENT: His hair is combed. He wears corrective lenses. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.
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NECK: Supple. Clear carotids. No LAD.

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

CARDIOVASCULAR: He had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

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

NEURO: CN II through XII grossly intact. The patient makes eye contact. His speech is clear. He voices his need. He understands given information. Orientation is x3. He is soft-spoken, but does voice his need and affect is congruent with situation.

ASSESSMENT & PLAN:
1. Chronic pain management. He will continue to follow with his pain management physician, Dr. Jason Leonard and has an appointment in one month.
2. Orthostatic hypotension. I will have the patient’s BP checked once daily in both the standing and a sitting position and we will review it next week and if needed discuss initiation of midodrine; it is also something that he could discuss with Dr. Salim.
CPT 99345 and direct family contact 30 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
