


INITIAL EVALUATION
RE: Livingston White
DOB: 11/29/1968
DOS: 02/10/2026
Tuscany Village
CC: New admit.

HPI: A 57-year-old gentleman admitted to Tuscany Village on 02/05/2026 from INTEGRIS Southwest Hospital where he was admitted 01/22/2026. The patient’s medical history includes hypertension, anxiety disorder, chronic hip pain, CKD and history of suspected CVA status post TPA. On the evening, he was admitted to INTEGRIS SWMC. The patient began having intermittent dizziness around 2 p.m., new onset of weakness and paresthesia over his right side. He went to a local facility; he cannot remember which. At the initial facility he went to, they thought he was a TPA candidate and administered TPA. After transfer to SWMC, he was still having right-sided weakness and paresthesias, neurology became involved and he was admitted to ICU. The patient’s other medical issues include chronic right hip pain and he is status post remote right hip replacement.
CURRENT DIAGNOSES: Hypertensive heart disease, history of CVA, prediabetic with post CVA dysarthria, paresthesia and hemiplegia of dominant right side, HLD, pain in right hip, and obesity class III; BMI of 37.6.
PAST SURGICAL HISTORY: Other surgical history, left ankle fracture with ORIF, arthroplasty of right hip and then placement of right hip and he is status post superficial parotidectomy with facial nerve dissection left side.
MEDICATIONS: Lipitor 40 mg h.s., BuSpar 7.5 mg t.i.d., HCTZ 12.5 mg q.d., Norco 5/325 mg one p.o. q.6h. p.r.n., hydroxyzine 25 mg b.i.d. routine and lisinopril 40 mg q.d.
MEDICAL ALLERGIES: NKDA.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient is married 22 years and has three teenage children. He is a non-cigarette smoker, but has smoked marijuana. He states that it helps him to relax, so that he can sleep, but his wife is not in favor of it. The patient denies history of alcohol use.
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The patient is married 22 years, three kids that are teenagers. He is a frequent marijuana smoker stating that he only does it as it helps him to sleep.
FAMILY HISTORY: Noncontributory.
The patient then tells me that his right hip was really bothering him and I asked if it was the same right hip pain that he has had chronically and he stated no, that it is worse and states that he had had a fall in his room shortly after getting here, staff had to come in and help him get up; that was not reported to me.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentleman seated in his bed. He is engaging and able to give information. The patient states that he is aware that he snores at night and at times it will awaken himself. His neighbor who has obstructive sleep apnea and uses a CPAP told me that it will be good for me to order him a CPAP machine. He stated that he has been through every test there is and he stated that “I am telling you this young man has apnea and needs CPAP.”
VITAL SIGNS: Blood pressure 132/88, pulse 91, temperature 97.8, respirations 18 and O2 sat 96%. The patient is 6’5” and weighs 317 pounds with a BMI of 37.6.

HEENT: He has short cropped hair. EOMI. PERLA. Nares patent. Moist oral mucosa. The patient states that when he is trying to eat he bites the inside of his right cheek, which is a new issue.
NECK: Supple without LAD.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal inspiratory effort. Lung fields are cleared at the bases. No cough and symmetric excursions. No evidence of SOB.

ABDOMEN: Slightly protuberant, but firm. Nontender. Bowel sounds present. No masses or tenderness to palpation.

MUSCULOSKELETAL: He has good motor mass and muscle strength on his left side. On his right-dominant side, the patient has difficulty with grip and holding a cup. His right lower extremity is not able to weight bear as he states it buckles under him.

NEURO: The patient is alert and oriented x3. His speech is clear and coherent and can give information. He also has dysesthesias and paresthesias on his right side. He has slurred speech, which is evident, but his wife picked up on it right away. His sleep pattern is that he takes a little bit to fall asleep, will be asleep and then after about three or four hours, awakens and unable to get back to sleep. He has not used a sleep aid other than smoking marijuana.
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ASSESSMENT & PLAN:
1. New patient.

2. Increased right hip pain and this is status post fall. The patient had a previous hip replacement on that same hip. We will order x-rays AP and lateral II-III views.

3. History of anxiety. He is on two different antidepressants, both the Effexor and then the BuSpar for anxiety. This was reviewed by wife with questions of why he is on two different medications for one issue.
4. Feeding problems. His right-dominant side, he does not have grip strength to hold a utensil, much less a cup, so order is written for staff to do meal setup, cutting whatever would be to his benefit and then if he still not able to feed self that they will help with feed assist.
5. Disordered sleep pattern. I am changing hydroxyzine to 25 mg at 8 p.m. per his request and then the other two doses of hydroxyzine will continue to be p.r.n.
6. General care. I am ordering CMP, CBC and A1c to have a baseline information on him including the prediabetic state that he has been diagnosed with; his wife also brought that up and I told her we would first see where he is at as far as his control with this lab and then make a decision whether something needs to be started and I did tell him that weight loss and activity would help with that.
7. Hyperlipidemia. He is taking a statin he previously had not taken one that was prescribed at the hospital. It is too early to do an FLP and try to relate that to his cerebral atherosclerotic disease.
8. Social. I spoke to his wife at length reviewing all of his medications, she felt that some of them were redundant and I explained why they were on the list and she seemed to be okay after that and again she brought up his need for increased activity and weight loss.

CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
