


INITIAL EVALUATION
RE: Howard Turner
DOB: 10/08/1933
DOS: 02/25/2026
Rivermont MC
CC: New admit.
HPI: A 92-year-old gentleman admitted to Memory Care along with his wife Norma when they were both seen she elected to talk first and he sat quietly looking around and then when I spoke with him, he made eye contact and he was verbal, but he just was not able to give information. His wife would lean in and tell him what he had done for a living and how many children they had etc. He was easy-going and pleasant did not seem bothered by the fact that he could not remember much.
DIAGNOSES: Vascular dementia status post CVA, history of TIAs, bilateral hearing loss, hyperlipidemia, and hypertension.

SURGICAL HISTORY: Tonsillectomy the patient states that is all he has ever had.

FAMILY HISTORY: His father died of an MI age unknown. His mother died of old age.

SOCIAL HISTORY: The patient smoked on occasion. He does not remember how many years or how many packs. Rare ETOH use. The patient and his wife have been married 74 years. He could not tell me how long they had been married. She gave him that information. He has three children that he shared with his wife one is deceased their son Dave resides in Crescent in Melinda Barrett. Daughter who is POA resides in Norman. The patient worked as a journeyman and lineman again he was a smoker for many years, but cannot tell me how many packs he smoked for how many years. The patient has a Masters from OU and he was the Director of the Mabee Learning Center in Edmond.

MEDICATIONS: Plavix one tab q.d., losartan 100 mg q.d., Lipitor 40 mg h.s., and Namenda 10 mg b.i.d.
ALLERGIES: PNEUMOCOCCAL vaccine.

DIET: Regular with thin liquid.
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CODE STATUS: At this time is full code.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient did not know his baseline weight. He stated that he had a good appetite.
HEENT: He wears corrective lenses, bilateral hearing aids.

CARDIAC: He denies chest pain or palpitations.

RESPIRATORY: He denies any cough expectoration or SOB.

GI: He states he has a fairly good appetite. No difficulty chewing or swallowing and is continent of bowel.

GU: He does not know if he has had a UTI. He has occasional urinary leakage, but for the most part is continent.

MUSCULOSKELETAL: He uses a walker for ambulation. Denies any recent falls. His wife could not remember if he is fallen recently.

SKIN: The patient had a left gluteal cleft pressure ulcer that is healed per his input.
NEURO: The patient CVA was 10 years ago. He had recent carotid Doppler studies that showed no flow limiting stenosis and was established with neurology. Namenda was recently started. He seems to be doing well with the medication and Aricept is on hold in the event he needs it from a behavioral perspective.

The patient’s last stroke was actually in 2012 and his last TIA was in 04/2024.

PSYCHIATRIC: The patient denies depression or anxiety. He states that he sleeps through the night when asked if he was upset about the move from IL to Memory Care, he did not seem bothered by it. He said he was with his wife and that was what was important to him. When I asked patient if he had noticed a decline in his memory, he was quiet and stated that he did not think it had changed much comparison to other people.
PHYSICAL EXAMINATION:
GENERAL; Tall, thin elderly gentleman seated quietly just randomly looking around and then participated when it was his turn.
VITAL SIGNS: Blood pressure 164/77, pulse 67, temperature 98.0, respiration 17, oxygen saturation 96%. Weight is 154 pounds. The patient is 6’1” BMI is 20.3.
HEENT: He has full thickness gray hair. EOMI. PERLA. He worse corrective lenses. Nares patent. Moist oral mucosa with native dentition. He is hard of hearing. He had a hearing aid in one ear.

NECK: Supple. Clear carotids. No LAD.

CARDIAC: He had 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: Scaphoid. Nontender, Bowel sounds present. No masses or HSM.

NEURO: The patient is seated quietly. He gave brief answers to questions that were asked when he did not have answers, his wife would answer for him and he seemed fine with that. His affect was blunted, but he seemed, comfortable.
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PSYCHIATRIC: No evidence of depression or anxiety. He seemed to be easy-going and as he commented that his wife was with him and that’s what mattered to him. There were people visiting another resident, there who also knew Mr. and Mrs. Turner and so they were happy to see them and seem very social.
ASSESSMENT & PLAN: 
1. Hypertension. His BP is elevated and will have it checked b.i.d. for two weeks and then make adjustments as needed in medication.
2. Vascular dementia. The patient’s MMSC score was 4, which is considered severe and is consistent with significant deficits in memory orientation language and attention so staff need to be aware of that and not necessarily depend on his wife to answer questions for him.
3. General care. CMP, CBC, TSH and lipid profile are ordered. There are no labs in any information in his chart.
4. CVA/TIA history. The patient has been followed up to admit date by neurology. The question is whether family wants that to be continued. I left actually voicemail for the daughter just introduce myself and get additional information that she can let me know or let us know whether followup with neurologist will be continued.
CPT 99350
Linda Lucio, M.D.
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