


INITIAL EVALUATION

RE: Charles Cavett

DOB: 05/16/1952

DOS: 03/11/2026
Somerset AL

CC: New admit.

HPI: A 73-year-old gentleman admitted to facility on 02/25/2026 this is his first visit with me. The patient was sitting on the seat of his rolling walker in his apartment. He was quiet, the room was slightly dark, no television on. I introduced myself and he was agreeable to being seen though he was quiet. At the end of my visit with the patient a staff member came into the room to see him and asked how he was doing he stated that he was okay and she told him that he looked much better than initially. I spoke to her later and she told me that the patient had a very difficult first three days lot of restlessness with agitation. Throughout the interview up until the end the patient was quiet, he made intermittent eye contact, his eyes at times would be downcast, soft spoken, would answer what he could and what he could not remember, he apologized for. In his own words there is a bad relationship now between he and his daughter. He does not like it, but he feels like he has been mistreated. He states that she sold his car without his permission, had him brought here without any discussion of leaving his home and retired not too long ago. States that he self retired as he noted that he was not given it his all.

PAST MEDICAL HISTORY: Normal pressure hydrocephalus, psychosis, depression, anxiety, paranoid schizophrenia, hypertension, hyperlipidemia, CAD, polyosteoarthritis, BPH, ADHD, and unspecified dementia.

PAST SURGICAL HISTORY: The patient had a shunt placed and a cardiac stent.

SOCIAL HISTORY: The patient has been divorced since 2011. He has two children a son who resides in Boulder Colorado. He is an executive with the Granger Corporation. He states that his son was upset when the patient filed for divorce in 2011 and has essentially not spoken to him since then. He believes that his daughter keeps in contact with the son, but she gives little information except he is okay. His daughter Amy Norfleet is his POA and she resides in OKC. Prior to coming here the patient lived in the Gardens, which is South Oklahoma City Facility for rehab. Daughter had looked into this facility and brought him here on discharge from the Gardens. The patient has his doctorate in psychology, he practiced for 34 years. His specialties were marriage and family therapy and again retired on his own volition as he knew that he was not working to his full capacity. The patient is a nonsmoker and a rare alcohol drinker.
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FAMILY HISTORY: His father and his sister have both suffered from significant depression. His father was also chronic alcoholic and a sister with serious marijuana abuse.

MEDICATIONS” Probiotic q.d., Os-Cal q.d., Celexa 10 mg q.d., Depakote ER 250 mg b.i.d., Mag-Ox 400 mg q.d., melatonin 3 mg h.s., Toprol 25 mg q.d., Procardia XL 90 mg q.d., Benicar 40 mg q.d., Seroquel 25 mg one tablet b.i.d., Crestor 40 mg h.s., NaCl 1 g two tablets t.i.d., Flomax q.d., B12 500 mcg q.d., and Zinc 50 mg q.d.

ALLERGIES: PCN.

DIET: Regular.

CODE STATUS: DNR.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His baseline weight was 220 pounds is currently 202 pounds.

HEENT: He wears glasses. He has partials. His hearing is adequate without hearing aids. He has thinning hair.

GI: Denies difficulty chewing or swallowing. Does have a broken crown that is being fixed in the next few days. He is continent of bowel. Denies constipation.

GU: He denies urinary incontinence and does not recall having had a UTI.

MUSCULOSKELETAL: He uses a walker to get around. States that he has gotten a little wobbly or in his gait. Denies any falls.

PSYCHIATRIC: I read his diagnoses to him at his request and he was taken aback when he heard the psychiatric diagnoses stating that they had not been discussed with him. And then asked me if I would not be upset if those things had been printed about me and I told him that the goal was here to get to know him and then just figure out what he needed that I could help him with.

PHYSICAL EXAMINATION:
GENERAL: Thin gentleman seated on his rollator walker chronically ill-appearing.
HEENT: He has thin hair that is somewhat combed. EOMI. PERLA. Does not wear corrective lenses. Makes eye contact. Nares patent. Moist oral mucosa. Native dentition in fair repair. He has short beard and mustache.

NECK: Supple with clear carotids.

CARDIOVASCULAR: He had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.
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ABDOMEN: Flat, nontender, and bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. He has generalized decreased muscle mass and motor strength. The patient ambulates with a rolling walker has a seat and he will sit on it and propel himself backward.

NEURO: CN II through XII grossly intact. He is oriented to self, Oklahoma and March unaware of the date or day of the week and stated it does not matter.

PSYCHIATRIC: He was cooperative. He seemed to relax, just thinks his time passed. He kind of has faraway look in his eyes. His speech is soft. His sentences will drift off, content can be coherent and there is a lot of focus on the relationship with the daughter and the things that he believes she did to him such as selling his car, getting amount of his house, finding this place for him but never speaking with him and that there is tension between the two that he is upset about.

ASSESSMENT & PLAN:
1. Dementia unclear what other testing has been done to include an MRI. MMSE was performed the patient scored 22/30, which is in the mild cognitive impairment category, the fact that the score was what it was in a person who is highly educated is more concerning than the same score in a person with less education. He does have some memory deficits and I think some depression/anxiety component as well that affects all of his interactions.

2. Psychiatric diagnoses. These are significant diagnoses and he sees the neurologist Dr. Chad Stuckey so I am not sure he is the one who made these diagnoses and prescribed his psychotropics. We will just monitor for now how he responds giving him acclamation time when he was on his own he tended to work and then go home so he was not a very social person to begin with.

3. Social. We will contact daughter/POA Amy Norfleet and get additional information regarding his dementia diagnosis and what the diagnosis was based on.

4. Hyponatremia. Looking at CMP drawn for facility. He had a T protein and ALB that were slightly low at 5.4 and 3.1 so talked to the patient about different proteins that are offered that he could take in if he finds it difficult then a protein drink at least three days weekly as suggested and he states that he can take care of that.

5. Hyperlipidemia. The patient takes Crestor 40 mg h.s. TCHOL 87, LDL 38, HDL 36, which is less than desired it should be equal to or greater than 40.

6. Anemia. H&H are 10.2 and 31.4. MCV and MCH are WNL so it is just a normochromic normocytic anemia and will monitor.
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