


INITIAL EVALUATION
RE: Gary Eckstein
DOB: 12/23/1944
DOS: 01/20/2026
Rivermont AL
CC: New admit.

HPI: An 81-year-old gentleman in residence since 10/08/2025. I briefly met him right after he came with his wife. He was anxious so I decided to give him some time and this is that visit. The patient was in his room sitting after lunch looking out the window when I and ADON went in, he made eye contact. I told him I wanted to visit with him just to get to know him and he said that that was fine and from there the patient and myself seemed to relax. The patient had a CVA in October 2025. It was an acute ischemic stroke to the left subcortical region resulting with mixed aphasia and it was unclear whether there was a cardioembolic source as the patient has atrial fibrillation. CT of his head showed generalized atrophy with bilateral basal ganglia calcification. CT of his head and neck showed very heavy plaque in the bilateral internal carotid arteries with severe left ICA stenosis and at the time he had a moderate right pleural effusion. Echocardiogram showed an LVEF of 40 to 50% with inferolateral wall hypokinesis and mild LVH. EKG showed sinus rhythm with first-degree AV block.

PAST MEDICAL HISTORY: Status post CVA, HTN, atrial fibrillation, Alzheimer’s dementia, history of COPD, hypothyroid, DM II, OSA was using a CPAP no longer does, peripheral neuropathy and hypothyroid.

PAST SURGICAL HISTORY: Colon cancer in 2014 resection with reattachment, history of small bladder tumors with removal, he has a cystoscopy every six months, history of adrenal gland tumor with resection and skin cancer excisions, he had a lung cancer with abscess drainage and he had right foot excision secondary to osteomyelitis.

MEDICATIONS: Albuterol HFA one puff q.4h. p.r.n., alpha lipoic acid 100 mg two tablets q.d., Norvasc 5 mg one tablet q.d., ASA 81 mg q.d., Lipitor 80 mg h.s., vitamin D3 50 mcg one capsule q.d., Aricept 10 mg one tablet q.d., Eliquis 5 mg q.12h., Zetia 10 mg one tablet q.d., gabapentin 100 mg one capsule q.d., Synthroid 100 mcg q.d., Namenda 28 mg one tablet q.d., metformin 1000 mg one tablet b.i.d., metoprolol ER 25 mg one tablet q.d. with parameters, MVI q.d., Myrbetriq 25 mg q.d., Prilosec 40 mg q.d., Oxymetazoline two sprays per nostril p.r.n., and B12 1000 mcg q.d.
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SOCIAL HISTORY: The patient has been married 59 years to his wife Laura. The patient has two sons and two grandsons. He was a pipe fitter and a journeyman. He worked for General Cable. He has a remote history of smoking. He is a nondrinker and then the history of CVAs 08/25, he had a left side CVA with residual right side weakness. The patient is left-handed and the patient then was unable to stand on his own so started using a wheelchair. The patient is not able to hear out of his left ear. He does here out of his right ear.

DIET: NCS with thin liquid.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His baseline weight is 215 pounds.

HEENT: He wears corrective lenses. He has bilateral hearing aids and has native dentition. No difficulty chewing or swallowing.

MUSCULOSKELETAL: He moves his arms. He can weight bear but cannot stand by himself for very long. He propels his manual wheelchair. He has a history of obstructive sleep apnea, used to CPAP for a long time and tells me that he quit using it because it just felt too intrusive. He is incontinent of urine and he has equivocal continence of bowel and bladder. The patient stated that his weight prior to coming here was 215 pounds, which was his baseline.
OTHER ISSUES: The patient had a right heel wound that was managed by Dr. Schultz. He received wound care with dressing changes three times a week. He was magnesium deficient so that started as a supplement and the size of the wound was 3.5 x 2 cm.

PHYSICAL EXAMINATION:
GENERAL: Well developed and well nourished gentleman who was polite and sat quietly through interview. His wife did most of the talking and he then he seemed fine with that.

VITAL SIGNS: Blood pressure 132/68, pulse 88, temperature 97.8, respirations 18, and O2 sat 100%, and weight 250 pounds.

HEENT: He has some mild male pattern hair loss at the vertex. EOMI. PERLA. He wears corrective lenses. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: He has a good respiratory effort at a normal rate. Clear lung fields. No cough and symmetric excursion.

CARDIAC: He has an occasional irregular rhythm at a regular rate without murmur, rub, or gallop. PMI was nondisplaced.

NEURO: He makes eye contact. His affect is appropriate to situation though I think at his baseline it is somewhat bland which his wife also states. He is engaging and quite open about what has gone on with him and his current deficits.
SKIN: Warm, dry and intact with good turgor.
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ASSESSMENT & PLAN:
1. Status post CVA with residual deficits of mixed aphasia which seems to have improved overtime. We discussed PT and OT. Wife states that the patient has used his covered days for therapy per his insurance so for right now we will hold on that. She states that she knows all the exercises that he did during therapy and she wants to come here with him in his room and get him to do the exercises if he will cooperate.
2. General care. CMP, CBC, TSH, lipid profile and A1c are ordered.

3. Home health. The patient is followed by Life Springs Home Health and they are supposed to do PT with him so he will get it through them as opposed to independent therapy group.
4. Social. I spoke with his wife approximately 30 minutes going over my visit with him and what I have seen in his notes and the fact that he is actually doing quite well for the findings on CT, etc. She was encouraged by that and so we will continue to see what things we can do to improve his quality of life.
CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
