


INITIAL EVALUATION

RE: Nicky Cline
DOB: 02/15/1953

DOS: 01/14/2026
Luxe Life AL

CC: New patient.

HPI: A 72-year-old gentleman with cerebral palsy from birth is seen today in his room, a friend was present who he okay to sit in during my time with him. The patient was observed when I first got here in his electric wheelchair getting about the facility and in good spirits. He is also familiar to me from another facility Harbor Chase where he resided and left I was not his attending physician at that facility. Overall, the patient stated that he is happy here. He denied any need at this time. His friend verified that he thought patient was doing quite well.

PAST MEDICAL HISTORY: Cerebral palsy unspecified, depression, HTN, coronary artery disease, history of seizures medically managed, hypothyroid, esophagitis, and history of CVA.

MEDICATIONS: Trace minerals capsule four tablets p.o. q.d., Eliquis 5 mg b.i.d., Carafate suspension 10 mL q.i.d., Lipitor 20 mg h.s., Coreg 3.125 mg b.i.d., tramadol 50 mg one tablet q.6h p.r.n., Levoxyl 50 mcg one tablet q.d., docusate one capsule q.d., triamcinolone cream to affected areas q.12h, Pepcid 20 mg one tablet b.i.d., Effexor ER 150 mg one capsule q.d., Flonase nasal spray q.a.m., fluocinonide gel 0.05% applied to scalp q.12h. p.r.n., Zyrtec 10 mg one tablet q.d., BuSpar XL 150 mg q.d., Systane eye drops one drop OU b.i.d., and Seravit one tab q.d.

DIET: Regular with cut of foods and gravy on the side thin liquid.

CODE STATUS: DNR.

ALLERGIES: SULFA.

SOCIAL HISTORY: The patient has sisters who are involved in his care Kay Sims and Ellen Highland and he is also followed by Path of Care Home Health and he gets PT twice weekly.
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REVIEW OF SYSTEMS:
MUSCULOSKELETAL: The patient gets surround in electric wheelchair and questions when he is getting a new one I told him I have not been party to that but will look into it and will see what direction it is going.

GI: The patient complains of having diarrhea when I asked if when his last bowel movement was or if he was having constipation in review. He does have docusate so I am going to hold that. The patient has generally continence of bowel. He does have urinary leakage otherwise is continent of urine. The patient’s last fall was about three weeks ago minor injury. He sleeps through the night. He denies any untreated pain.  His appetite is good. He states that he is at his baseline weight at this point in time.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated quietly in room. He has a friend visiting and consented to being seen with friend present.
VITAL SIGNS: Blood pressure 156/100. Pulse 90. Temperature 98.6. Respirations 17. O2 saturation 98%. Weight was 151.4 pounds.

HEENT: He has a male pattern baldness. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. He does have a mustache and an unshaven face. Clear carotids.

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

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

ABDOMEN: Soft and bowel sounds hypoactive. No distention or tenderness.

MUSCULOSKELETAL: The patient’s fingers are generally splayed and there is contortion consistent with cerebral palsy. He does manage though to hold objects and states he can feed himself. He is able to sit upright in his electric wheelchair and he has been encouraged to call staff for transfer assist but he will frequently transfer himself though it can be very unsteady. He has fair muscle mass and motor strength of his thighs and quads and upper arm. In a seated position, the patient has fairly good neck and truncal stability.

SKIN: Warm, dry, and intact with fair turgor.

NEURO: The patient makes eye contact. He is verbal. A few words at a time it can be difficult to understand him. He appears to comprehend what is said to him or asked of him as he has an appropriate response. He is able to give us some information. He is cooperative, alert, and oriented to self-place and year.

ASSESSMENT & PLAN:

1. Medication review. The patient has replication orders for several medications so I am discontinuing Norco, pink bismuth, and benzonatate pain management. The patient has tramadol 50 mg q.6h. p.r.n. and he has Tylenol 500 mg he can take two tablets to equal 1 g q.8h. the limit noted in 3 g daily.
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2. Diarrhea. Review of medication shows that he gets docusate daily I am writing to change that to p.r.n. The patient is capable of asking for something if he needs it explained that it will just take time today and hopefully tomorrow will be a normal bowel pattern.

3. Supplement issue. The patient takes multiple doses of trace minerals and this is per his family. I am letting Seravit run out and will not reorder it.

4. Hypothyroid. We will check a TSH.

5. Hyperlipidemia. The patient is on Lipitor and I am ordering a lipid profile and will assess any need to changes in his statin dosing.

6. General care. I am checking a CBC, CMP, and will review with the patient on my next visit.

CPT 99345 as patient is new to me.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

