


INITIAL EVALUATION
RE: James Harrison
DOB: 08/01/1937
DOS: 05/29/2026
Windsor Hills
CC: New patient.
HPI: An 88-year-old gentleman seen in his room, the patient was sleeping, initially difficult to awaken, but did so and was cooperative to exam. Staff report that the patient is generally quiet, keeps to himself, will come out for meals and return back to his room. I noted both a wheelchair and walker in his room, staff tell me that he walks quite well with the use of his walker and that is his primary mode of getting about; occasionally, if he is tired, does not feel well, will propel himself in his wheelchair. He has had no recent falls or other acute medical issues.
PAST MEDICAL HISTORY: Lung cancer, bladder cancer, HTN, GERD, allergic rhinitis, pain syndrome, anemia, HLD, BPH, atrial fibrillation, AAA, cataracts and OA.
MEDICATIONS: Calcium carbonate 1250 mg one tablet b.i.d., PreserVision AREDS two capsules b.i.d., Senna Plus two tablets q.d., Flomax capsule h.s., metoprolol 100 mg one and half tablets b.i.d., Eliquis 2.5 mg one tablet b.i.d., Timolol eye drops one drop OU q.d., melatonin 5 mg two capsules h.s., Zocor 40 mg h.s., FeSO4 325 mg one tablet q.d., B complex one capsule q.d., and omeprazole 20 mg one capsule q.d.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert, lying quietly, but cooperative.
VITAL SIGNS: Blood pressure 117/62, pulse 60, temperature 97.6, respiratory rate 18, and weight 142.2 pounds.
HEENT: Full-thickness hair. EOMI. PERLA. Cataract visible on left lens. Nares patent. Moist oral mucosa. Native dentition with several teeth missing.
NECK: Supple. Clear carotids.
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CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Anterolateral lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. He did not move limbs.

NEURO: He was quiet, opened his eyes and then closed them. Did not give really any information, but he was cooperative to exam.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Neoplasm of lung and bladder appears stable at this time. The patient has not undergone treatment.
2. Weight loss. Current weight of 142.2 pounds this month is down from 148.8 pounds, which is a weight loss of 6.6 pounds. We will continue to monitor weight fluctuation.
3. Anemia. H&H done 09/20/2025; hemoglobin of 13.2 slightly down with normal MCV and MCH. CMP with elevated BUN to creatinine ratio of 22.6 and slightly low GFR at 56.4 and alkaline phosphatase elevated at 128 most likely secondary to his lung cancer.
4. BPH. PSA was 13.71, so much higher than the high end of normal, which is 4.0. The patient defers any evaluation or treatment.
5. Medication review. There are several medications that at this point are nonessential. Simvastatin one of them be discontinued along with FeSO4 as he has a macrocytic anemia, which FeSO4 is not indicated.
6. Code status. We will discuss with the patient next visit looking at DNR.
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