


INITIAL EVALUATION
RE: Ronald Delia
DOB: 08/28/1947
DOS: 09/08/2025
Tuscany Village SC
CC: New patient.
HPI: The patient is a 78-year-old gentleman admitted to Tuscany Village for skilled care on 08/28/25 post hospitalization after a fall. The patient was seen today in his room seated in a wheelchair that he states he propels without any problem. The patient was alert and interactive. He was able to give information and focused on the fact that he is going to be walking out of here when it is his discharge time. The patient states that on 08/28, he had a stroke; he had driven to his ex-wife’s house and had difficulty locating it, stating he had been there before, but could not remember where it was and then while walking shortly thereafter he fell to the ground, states that he does not recall what happened except that he knew he could not continue walking and, during hospitalization, he was told that he had had a stroke. Since admission here, he has been doing physical therapy and states that he sleeps good through the night, goes to bed about 8:30 and wakes up at 6:30, his p.o. intake is good. He denies any pain that is untreated and he has had family support while here.
PAST MEDICAL HISTORY: The patient had an acute thrombosis with embolism of clot formation in the inferior vena cava and cerebral infarction with specific site not clarified. History of coronary artery dissection, diabetes mellitus type II, history of coronary artery disease status post CABG, hypertension, GERD, chronic kidney disease, spondylosis, generalized decreased muscle mass and weakness.
PAST SURGICAL HISTORY: A six-vessel CABG is his only surgery.

MEDICATIONS: ASA 81 mg q.d., calcium citrate 950 mg tablet one tablet q.d., Voltaren gel to both knees a.m. and h.s., Eliquis 5 mg q.12h., Zetia 10 mg h.s., gabapentin 300 mg one capsule b.i.d., insulin lispro sliding scale b.i.d., Norco 5/325 mg one tablet q.6h. p.r.n., Remeron 15 mg h.s., MVI q.d., omeprazole 20 mg q.a.m. and MVI two capsules q.d.
ALLERGIES: NKDA.
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DIET: Regular with thin liquid.
CODE STATUS: Full code.

SOCIAL HISTORY: The patient has been a construction company owner for several decades having as many as 100 people work for him at times. He retired a few years back. He was married and divorced. He and his ex-wife actually live together. He stated they have a friendship and are able to live together in a platonic manner. They also have one son who is close to his father and spends time with him. He was a nonsmoker and a rare social alcohol user. The patient’s education was to postgraduate; he received an MBA from OU.

FAMILY HISTORY: Noncontributory.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert and cooperative.
VITAL SIGNS: Blood pressure 166/100, pulse 61, temperature 98.6, respirations 18, O2 sat 95%, and weight 161.4 pounds. The patient is 5’3” with a BMI of 26.9, which puts him in the overweight category.
HEENT: Full-thickness gray hair. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. He was edentulous stating that when he fell both his upper and lower plate fell out and broke, so now he has family working on obtaining replacement for him. He states he is still able to eat.
NECK: Supple with clear carotids.

CARDIAC: He has regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness. No masses.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. He was seated in his wheelchair the entire time, so did not observe weight bearing. He can propel his manual wheelchair; it takes some time, but he does get going.

SKIN: Warm, dry and intact with fair turgor.

NEURO: He is alert and oriented to person and place, was not sure of the date or time. Speech is clear. He makes good eye contact and appears committed to walking out of here as opposed to needing a wheelchair.
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ASSESSMENT & PLAN:
1. Status post CVA. The patient is committed to therapy and involved, able to propel himself around and feed himself without difficulty and no difficulty with swallowing.
2. Hypertension. Today’s blood pressure is uncommon. The rest of his heart rates have gone from 114 to 129 and in total he has had two blood pressures greater than 150 since admit. He denies having symptoms of headache, shortness of breath, etc.

3. Change in mobility. He feels like he has gotten stronger since he has been doing therapy and continues to do exercises on his own in room and he states he is going to walk out rather than having to take a wheelchair out when he leaves.
4. General care. CMP, CBC and TSH ordered.
5. Hyperlipidemia. Lipid profile is ordered and, in review, we will see if an additional statin is required.
6. DM II. A1c is ordered and we will adjust glycemic care as needed per results.
CPT 99310
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

