


INITIAL EVALUATION
RE: James Mitchell
DOB: 02/22/1938
DOS: 02/17/2026
Rivermont AL
CC: New admit.
HPI: An 87-year-old gentleman seen in the apartment that he shares with his wife who was also present and a granddaughter was present; she was helpful in giving information for both residents. Mr. Mitchell was the more talkative of the husband and wife and he was able to give information that was valid for both of them.
PAST MEDICAL HISTORY: Status post CVA x 2; the initial was 07/20/2024 and then early 2025, dementia became evident after the second CVA, so he has vascular dementia, TIAs, cardiac arrhythmia, GERD, BPH, chronic bilateral lower back pain, obstructive sleep apnea; no longer uses CPAP, aortic stenosis, CKD stage III, nocturia, lumbar stenosis, CAD, and osteoporosis.
PAST SURGICAL HISTORY: Back surgery x 3 of the lumbar region, bilateral rotator cuff repair, TURP, bilateral cataract extraction with lens implants, aortic valve replacement, and resection of squamous cell carcinoma of nose.
MEDICATIONS: ASA 325 mg q.d., Lipitor 40 mg h.s., Coreg 6.25 mg q.d. a.c., Flexeril 10 mg b.i.d. p.r.n., Aricept 5 mg q.d.; we will change that to h.s., Cymbalta 60 mg q.d., dutasteride 0.5 mg q.d., FeSO4 325 mg one tablet Monday, Wednesday and Friday, Claritin 10 mg q.d., omeprazole 20 mg q.d., Lyrica 100 mg one capsule t.i.d., and Norco 10 mg one p.o. q.8h. p.r.n.

ALLERGIES: NKDA.
DIET: Regular. No modifications.
CODE STATUS: DNR.
FAMILY HISTORY: Mother died of a CVA. His father died as a result of congestive heart failure.
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SOCIAL HISTORY: For both parties, this is a second marriage and they each brought children into the marriage. His daughter, Marcia K. Hawker, is his POA. He also has a son, Mike. The patient was in the Army for 20 years retiring as a sergeant major. He has a 46-year pack smoking history. Nondrinker. The patient and his wife lived in Kansas; from there, they moved to Nebraska and then from Nebraska they have come to Oklahoma; they have been here now for two weeks.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: Baseline weight is 175 pounds.

HEENT: He wears corrective lenses. He does have some hearing deficit, has bilateral hearing aids, but he does not wear them. He has an upper denture and native dentition on the bottom. No difficulty chewing or swallowing.

CARDIAC: He denies chest pain. Occasional palpitations.

RESPIRATORY: Denies cough, expectoration or SOB.

GI: He has a good appetite. He is continent of bowel. GERD, which is managed.

NEURO: CVA x 2, 07/20/2024, and history of TIAs; he is not sure when the last one was, dementia became more evident after the CVAs. The patient is ambulatory with the use of a walker. He stated that his equilibrium is off, but using the walker he feels steady; has not had a fall while using the walker. He had a fall in January walking without the walker. He states his balance is decreased; in the past, he has had PT and it did help and he is receptive to another course of PT. He also did have a slip on the ice recently without any injury. In addition to the vascular dementia, which I commented and called it that and he states that that is what his neurologist had told him he had was vascular dementia and he states that he is slower to form thoughts and slower then to verbalize what he is thinking.
MUSCULOSKELETAL: The patient states that he has decreased equilibrium and decrease in his agility.

GU: Nocturia that gets him up multiple times a night, cannot tell me when he last had a UTI.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentleman who was seated quietly. He was able to give information for himself and, if wife asked on her own behalf, he would give her information.
VITAL SIGNS: Blood pressure 138/71, pulse 77, temperature 97.0, respirations 19, oxygen saturation 96%, and weight 170 pounds.
HEENT: He has full-thickness hair with some thinning at the apex. EOMI. PERLA. Anicteric sclera. Wears corrective lenses. Nares patent. Moist oral mucosa.
NECK: Supple. No LAD. Clear carotids.
CARDIOVASCULAR: He has an irregular rhythm at a regular rate with a systolic ejection murmur that is soft at the right second ICS.
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RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. No evidence of SOB with speech.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: Moves arms in a normal range of motion. Good grip strength bilateral. Intact radial pulses. Bilateral lower extremities without edema. He is weight-bearing and ambulatory; in the room, he just took a few steps without the use of his walker. His C-spine, he has good neck and truncal stability when seated and standing. He acknowledges that when he ambulates with the walker, he tends to bend over it, has to be prompted to stand up straight and eventually will end up hunched over it again; standing up straight is uncomfortable for him and he acknowledges that he grimaces when he does that. He has no lower extremity edema.

NEURO: He is alert and oriented x 2, has to reference for date. Speech is clear, he has a good solid voice, asks appropriate questions, understands given information and he does have fairly good recall of information on his and his wife’s behalf. CN II through XII are grossly intact.
SKIN: Warm, dry and intact with good turgor.
PSYCHIATRIC: Appropriate affect and mood for situation. He is pleasant and cooperative. He seems to have a good relationship with his step-granddaughter and with his wife as well.
ASSESSMENT & PLAN: 
1. Vascular dementia. MMSE will be presented in the next week or so and we will see how he scores there and again he has vascular dementia as symptoms were presented after his second CVA. He was diagnosed with moderate dementia without BPSD. I have changed his Aricept to be given at h.s.
2. Gait instability. PT and OT are ordered to work with the patient on strengthening and the proper use of his walker so that he walks upright as opposed to bend over it and, with proper use of the walker, there may be a decrease in his bilateral low back pain.
3. Muscle spasm. In the past, he was given Flexeril that was discontinued; I have discontinued it. If he needs anything going forward, we would recommend tizanidine 2 mg q.6h. p.r.n.

4. Atrial fibrillation/HTN. Continue on Coreg and we will monitor BP and heart rate and review those at next visit.
5. Pain management. Norco will be given routine in the morning and at 7 p.m. and he will have an additional b.i.d. p.r.n. dosing.

6. Hyperlipidemia. The patient is on Lipitor 40 mg h.s. I am ordering a lipid profile and then we will go from there.

7. Times three weekly intake of iron tablet. I am ordering a CBC to see how things stand at this point.
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8. Nocturia. He is currently on dutasteride 0.5 mg q.d., which is the max dose daily and I am going to add Flomax 0.4 mg one tablet h.s.; the two can be combined for therapy.
9. General care. CMP and TSH are also ordered and we will do a screening A1c.
10. Social. Spoke with granddaughter who is present and has been a part of caring for both patients for a long time; so, social is 40 minutes per Mr. Mitchell.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

