


INITIAL EVALUATION

RE: Raul Garcia
DOB: 01/31/1963

DOS: 02/23/2026
Tuscany Village

CC: New admit.

HPI: A 63-year-old gentleman admitted to facility on 01/23/2026. The patient was admitted to skilled care and he is now transitioning to long term care. The patient was seen in his room. He was polite, able to give information, had to be redirected as he is quite talkative. The patient is morbidly obese and that is the most notable thing about his physical state.

PAST MEDICAL HISTORY: Chronic respiratory failure, DM type II, right knee pain secondary to OA, morbid obesity, repeated falls, muscle weakness due to wasting and atrophy, anemia, history of chronic bronchitis, HTN, insomnia, chronic diastolic CHF, HLD, anxiety disorder, leukemia – not in remission, and COPD.

PAST SURGICAL HISTORY: Hiatal hernia repair, gastric ulcers requiring cauterization, leukemia that was found when he was having his hiatal hernia and gastric ulcers addressed. He states he had chemo with response, but was not any more specific.

ALLERGIES: NKDA.
CODE STATUS: Full code.

DIET: Regular.

SOCIAL HISTORY: The patient is divorced. He has two deceased children. His niece Kressey Garcia is his POA. The patient was living at home alone. He is a nondrinker. He has a 90-pack-year smoking history. The patient worked as a long-distance truck driver and before that for a short time worked in construction. The event that moved him from living at home to a facility is that he had a fall at home; his left knee buckled and he was not able to get himself up. He had malignant hypertension when found and was taken to the hospital and after being treated there, came here for skilled care.
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MEDICATIONS: Advair Diskus 250/50 mcg one puff b.i.d., Norvasc 5 mg one tablet q.d., Lipitor 40 mg h.s., Coreg 12.5 mg one tablet b.i.d., Eliquis 5 mg q.12h., Flonase nasal spray q.d., Lasix 40 mg b.i.d., HCTZ 12.5 mg q.d., lisinopril 40 mg q.d., lorazepam 1 mg h.s., meloxicam 7.5 mg q.d., metformin 500 mg b.i.d. a.c., methocarbamol 500 mg q.6h p.r.n., MOM 30 mL q.d. p.r.n., Nystatin powder to peri area q. shift, KCl 20 mEq two tablets q.d., Protonix 40 mg q.d., docusate one capsule q.d., tizanidine 4 mg q.8h. p.r.n., tramadol 50 mg one tablet b.i.d., and trazodone 50 mg h.s.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: For about the past eight years, the patient states that he has weighed 507 pounds. He is aware of his obesity but steps to change that have not been undertaken.

HEENT: He wears glasses, states that they are broken so does not have them here. He has insomnia. He has taken trazadone in the past and it was effective, but ran out of it so he is amenable to taking it here. The patient has generalized musculoskeletal pain. The patient will take tramadol, but he does not want any opiates. He states tizanidine is also of help. The patient has a manual wheelchair that he can propel. He also has O2 per nasal canula that he wears continuously for the past seven years. His O2 is set at 4 liters. He states that he gets short of breath just with general movement. The patient has urinary leakage, but he keeps a urinal at bedside. He does have constipation at times. General care, he does not fit into a bathtub and cannot stand long enough for a shower so he is receiving bed baths at this time. He states that he would like a walker so that he at least could get some exercise walking.

PHYSICAL EXAMINATION:

GENERAL: Morbidly obese gentleman who is pleasant and able to give information. He has to find a position that he can sit in for talking for a period of time.
VITAL SIGNS: Blood pressure 128/78. Pulse 62. Temperature 98.0. Respirations 17. O2 saturation 96%. The patient is 5’6” and weighs 505.8 pounds with a BMI of 81.6.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: He has distant heart sounds but regular rate and rhythm. No murmur, rub, or gallop appreciated.

RESPIRATORY: He has a normal effort and rate. Lung field are clear. He had no cough. No evident shortness of breath with speech.

ABDOMEN: Obese, could not appreciate bowel sounds. Nontender to palpation. He has a large panus.

MUSCULOSKELETAL: Seated he can move his arms and his legs. He is able to weight bear for transfer pivot. I have not observed the patient ambulating as he does not have a walker here. The patient does have a wheelchair that he can propel. However, he currently lacks attachment to carry portable O2, which he needs and he would like to be able to get out and do things other than sit in his room.
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NEURO:  He is alert and oriented x 2-3. Clear speech. He can give information, voices his need. He understands given information. He is pleasant and interactive.

SKIN: Warm, dry, and intact.

ASSESSMENT & PLAN:

1. Morbid obesity. Hopefully with time and becoming a bit more active than he had prior to admission and having less access to eating outside of actual meal time, that some weight will start to fall off.

2. Continuous O2 needed. I am working on getting attachments for his wheelchair so that he can take portable O2 with him and get out of his room to do activities.

3. DM II. A1c is ordered and will make adjustments in his metformin or other diabetic medications as needed.

4. Anxiety/depression. The patient states that he has dealt with both of these things for some time. He was given Ativan for his anxiety in the past and does not want to take that again. He is aware that it is habit forming and he would like to have something else. I talked to him about Zoloft which will address both anxiety and depression and is not habit forming, so he is open to the use of that.

5. Insomnia. He is currently on trazodone. He states in the past it has been effective for him, but he does not remember what dose he was taking. Here it is less effective at 50 mg so I am increasing it to 100 mg and he agrees with that.
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Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

