


INITIAL EVALUATION
RE: Martin Ambers
DOB: 01/19/1955
DOS: 05/05/2026
Rivermont AL
CC: New admit.
HPI: A 71-year-old gentleman who was seen for the first time, he has been in residence since 04/30/2026. The patient was seen today with ADON present. He is able to give information and currently there is a little medical information in his chart in addition to what he is able to provide. The patient states that he feels comfortable on the facility, he finds it quiet and is comfortable.
The patient has lived in California, was a long-distance truck driver, does have some relatives that live here in Oklahoma City and it was while on a drive here that he began to have some chest discomfort and lightheadedness. Somehow, in 12/2025, was transported to Hillcrest Hospital, was diagnosed with a CVA affecting his dominant right side and post hospitalization, was sent to Hillcrest Rehab Facility and remained there until his transfer to Thunder Care and Rehabilitation Center. When discharged from there, was admitted to Rivermont AL. Since living here, the patient has been cooperative with coming out for meals, taking medications. He is somewhat quiet, stays in his room, has not really participated yet in activities.
PAST MEDICAL HISTORY: Status post CVA 12/2025, affecting right side/dominant side. Hyperlipidemia, hypertension, CHF, gait instability; uses wheelchair and unspecified pain.
PAST SURGICAL HISTORY: Left tib-fib fracture with ORIF that was a result of a motorcycle accident, L4 and L5 fusion.
MEDICATIONS: ASA 81 mg q.d., Lipitor 80 mg h.s., Colace one capsule q.d., Eliquis 2.5 mg b.i.d., Keppra 500 mg b.i.d., lisinopril 25 mg q.d., naproxen 250 mg one tablet q.12h. p.r.n., Prilosec 20 mg q.d., nicotine patch; requests one patch q.d. and Triad wound paste; applied to sacrum b.i.d.
ALLERGIES: NKDA.
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DIET: Regular with thin liquid.

CODE STATUS: DNR.
SOCIAL HISTORY: The patient is single. He has no children. He has been a truck driver two years. Prior to that, worked as a respiratory therapist and a psych technician. He has a greater than 20+ pack year smoking history. Denies alcohol or drug use.
FAMILY HISTORY: His mother died at 64 of CVA. She had already a diagnosis of Alzheimer’s disease. Father died at the age of 34 of alcohol abuse. He has three siblings who are all healthy and a niece and nephew who live in Oklahoma.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: His baseline weight is 180 to 190 pounds.

HEENT: He wears glasses. He has adequate hearing. Does not require hearing aids. He has upper and lower dentures. No difficulty chewing or swallowing.
CARDIAC: Denies chest pain or palpitations, but history of HTN and CHF.

RESPIRATORY: Denies any significant SOB. No persistent cough.

MUSCULOSKELETAL: He has right side hemiplegia. He is currently in a wheelchair that he propels around, stated previously he used a Rollator that was high, so he could just lean his forearms on it and get around. Denies any recent falls.

GU: He has intermittent urinary leakage.

GI: Generally, continent of bowel.

NEURO: He sleeps through the night. Denies depression or anxiety. He has been dealing with insurance issues though he states have been frustrating.
PHYSICAL EXAMINATION:

GENERAL: The patient is cooperative to being seen, is able to give information.
VITAL SIGNS: Blood pressure 127/73, pulse 83, temperature 97.8, respiratory rate 19, and oxygen saturation 99%. The patient is 5’10” and he weighs 236 pounds.
HEENT: He has a baseball cap on. Wears corrective lenses. He has mustache and beard. Nares patent. Carotids are clear. No LAD.

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

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough.

ABDOMEN: Soft. Slightly distended. Nontender. Bowel sounds present.
MUSCULOSKELETAL: He propels his manual wheelchair without difficulty. He has trace bilateral lower extremity edema. He has good grip strength upper extremities, self-transfers.
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NEURO: The patient is alert and oriented x 3. Clear coherent speech. He can voice his need, understands given information. Affect congruent to situation.

PSYCHIATRIC: He is able to appropriately talk about the frustration dealing with insurance and coverage for his most recent medical issues having been covered by Cal-Med, California Medicare Plan, but yet having medical issues that occurred in Oklahoma. He has contacted an attorney, he states, to help him get these issues sorted out.
ASSESSMENT & PLAN:

1. Nicotine dependence. The patient wants to quit smoking and has asked for nicotine patches. I told him that they are accessible and covered here and he has previously been on 21 mg patches. We will then start therapy here on the 14 mg patches on in the morning and off at h.s. He did question whether they had to be taken off at bedtime and I told him that that is generally the recommendation. He stated that he has left them on overnight, but that he has very vivid sometimes upsetting dreams and I stated that would also be a good reason to take them off at h.s. and his concern is getting them at the appropriate time in the morning and I told him that he can keep them at bedside and self-apply if able.
2. Right side hemiplegia. The patient has had PT at two different facilities calendar year. He thinks he would benefit from additional therapy, the question is does he have coverage for that as financially it may be more than he can cover himself and so we will have that looked into.
3. Dominant right side hemiplegia/hemiparesis. Continue with wheelchair use and hopefully would get physical therapy started at some point; in the interim, if he has any problems with transferring etc., he will let us know.
4. General care. CMP, CBC, lipid profile, TSH and A1c are ordered.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

