


INITIAL EVALUATION

RE: Gary Wilcox

DOB: 09/25/1950

DOS: 10/20/2025
Rivermont MC

CC: New patient.

HPI: A 75-year-old gentleman who is now in memory care, admitted to facility 10/15, wife was present, she did give additional information when needed. The patient was pleasant and seated quietly in a recliner. He is verbal and able to give information. It was noted however that he did look to his wife several times as though seeking information. At the end of the interview with him, she stated that he would get upset with her if she were not present when he was seen by a physician and she stated that she felt that it was him wanting to get information or cues from her in answering questions. The patient’s recent history is hospitalization in June 2025 after the patient suffered a traumatic brain injury with bifrontal subarachnoid hemorrhages from a ground-level fall. Post hospitalization, he went home and was doing well until 08/25/25 at which time his wife found him in their bedroom and he was mumbling; what he was saying was nonsensical. When she asked questions, he gave answers that again did not make sense. His speech was unclear. He also had left lower extremity weakness. He was taken to the ER where a CT of the head and a CTA of the head and neck were all non-acute. MRI of the brain was negative for any acute finding. The patient was evaluated by neurology who felt the patient had likely had a seizure given the history of bifrontal subarachnoid hemorrhage and he was then started on Keppra. The patient then was admitted to inpatient rehab on 08/27/25 and he was discharged from rehab 10 days prior to his 09/25/25 hospital readmission note and all hospitalizations were at Norman Regional Hospital. Reportedly, the patient had not been functioning well at home requiring wife’s basically step-by-step guidance and assistance. Per her input, he had been unable to get up and walk, did not follow commands and began having hallucinations. In addition to PT and OT, the patient had speech therapy, which not only addressed speech, but his dysphasia. Post hospitalization, he was then transferred to Medical Park West for a skilled rehab.

PAST MEDICAL HISTORY: Status post bilateral frontal lobe subarachnoid hemorrhage, hypertension, diabetes mellitus type II, GERD, depression, disordered sleep pattern with night terrors and this has been a long history, allergic rhinitis, hyperlipidemia, gout with last flare several years ago, coronary artery disease without chest pain, myocardial infarction remote, history of prostate cancer status post radiation therapy, carotid vascular disease, chronic left vertebral artery occlusion, chronic hyponatremia stable, cervical stenosis and bifrontal subarachnoid hemorrhage/TBI.

PAST SURGICAL HISTORY: C6-C7 ACDF, appendectomy, bilateral shoulder replacements, and cautery of bladder secondary to bleeding.
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MEDICATIONS: Allopurinol 300 mg q.d., vitamin C 500 mg two tablets q.d., Lipitor 80 mg h.s. Coreg 6.25 mg one tablet q.d. with parameter of when to hold, Flonase nasal spray one spray per nostril b.i.d., lacosamide (Vimpat) 500 mg one tablet q.d., magnesium oxide 400 mg one tablet t.i.d., metformin 500 mg one tablet t.i.d. a.c., MVI q.d., Omega-3 two capsules q.d., Probiotic q.d., Zoloft 100 mg q.d., Zyrtec 10 mg q.d., sertraline 100 mg q.d., and Seroquel 12.5 mg q.d.

ALLERGIES: PENICILLIN.

DIET: Regular with thin liquid.

CODES STATUS: DNR.
SOCIAL HISTORY: The patient and wife have been married 57 years this November, they have three children. The patient is a retired electrician and plumber. He smoked two packs a day for 28 years. The patient has not smoked in several years and he has a history of beer drinking, denies liquor and has not had any beer since early this year. Wife is the patient’s POA with son Toby as secondary POA. DNR is in place.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight is about 160 pounds. He is currently 141 pounds.

HEENT: He does not wear corrective lenses. Vision is adequate. Good hearing. Does not wear hearing aids. He has native dentition without difficulty chewing or swallowing.

CARDIAC: Denies chest pain or palpitations. He has a history of hypertension well controlled with Coreg, which he has not received routinely since all the above events have occurred.

RESPIRATORY: Denies shortness of breath. Occasional cough and does have sinus drainage and is able to expectorate as he calls it mucus from his chest. States that it is clear or white and he denies any associated fevers or chills.

GI: Appetite is good. Denies constipation. He is continent of bowel.

GU: Occasional urinary leakage, cannot recall a recent UTI.

MUSCULOSKELETAL; He ambulates independently; initially after his first hospitalization this year, he was using a walker, but with continued therapy has been able to ambulate independently and no recent falls. Wife states that he has had some upper extremity tremor since his initial hospitalization.

PHYSICAL EXAMINATION:

GENERAL: The patient was seated in his recliner. He was alert, made eye contact, and participated giving answers, often needed to be either corrected or added to by his wife and he would occasionally look to her as though trying to get information.

VITAL SIGNS: Blood pressure 170/87, pulse 82, temperature 97.8, respirations 17, O2 sat 97% and weight 141 pounds.
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HEENT: He has full-thickness gray hair that is combed. EOMI. PERLA. Conjunctivae are injected. No drainage. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD.

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

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

ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: The patient moves limbs in a normal range of motion. Intact radial pulse. By observation, he had just trace ankle edema, but legs were in a dependent position. His feet, skin is warm, dry, and intact with good turgor. He has no breakdown or bruising noted. The patient is weightbearing and ambulatory without assistive device.
SKIN: Warm, dry, and intact with good turgor.

NEURO: He is alert, oriented to person, and place. He is soft-spoken. Speech is clear. He does try to answer questions on his own. Affect is blunted, but he is appropriate in interview and he did emphasize the night terrors and that they have been decades long, but notable to him since his traumatic brain injury.

ASSESSMENT & PLAN:

1. The patient is status post bilateral frontal lobe subarachnoid hemorrhages secondary to fall with two hospitalizations to include PT/OT and speech therapy. We will reinitiate PT and OT and speech therapy with emphasis on speech, chewing, swallowing, and rehab of information that he has lost or is slow to answer.

2. History of DM II. I am told that his A1c’s are generally less than 6; unclear when the last A1c was obtained, but I am ordering and we will adjust medications as needed.

3. Hypertension. Blood pressure is not adequately controlled with review of systolics since he has been here; several of them have been at 170 and he is to receive Coreg; right now, it is once daily, his previous dosing was b.i.d., so I am changing it to that. BP will be checked and it will be held if systolic less than or equal to 100.

4. Night terrors. I am increasing Seroquel to 25 mg h.s. x1 week and then if inadequate we will increase to 50 mg h.s.

5. Medication review. There are some medications that can be made p.r.n. and we will start with Mucinex and Zyrtec and then when out of vitamin C and Omega-3. I am changing Zyrtec and guaifenesin to p.r.n.

6. General care. Baseline labs of CMP, CBC, A1c, magnesium oxide as he has a history of low levels.

7. Social. Answered wife’s questions, but told her that anything that she is concerned about or has questions about going forward she can ask the nurses, they will contact me.

CPT 99345 and direct POA contact 45 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

