


INITIAL EVALUATION
RE: Hu Hale
DOB: 07/30/1937
DOS: 06/17/2026
Sommerset
CC: New patient.
HPI: An 88-year-old gentleman who was seen, he was in his room napping, but awoke readily and stated that he wanted to talk after I said that I would come back later. The patient was bright-eyed engaging and able to give information.
PAST MEDICAL HISTORY: Dementia unspecified severity not assessed, HTN, history of CVA, HLD, GERD, chronic seasonal allergies, and constipation.
SURGICAL HISTORY: Right cornea transplant.
MEDICATIONS: Losartan 100 mg q.d., Claritin 10 mg q.d., Norco 7.5/325 mg one q.6h. p.r.n., guaifenesin 200 mg one q.d., omeprazole 20 mg b.i.d., Senna Plus one tab h.s., Crestor 5 mg h.s., and MVI q.d.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient wears corrective lenses. He has decreased vision in his right eye secondary to ophthalmic nerve CVA. Native dentition, No difficulty chewing or swallowing.
CARDIAC: He denies chest pain or palpitations. Does have a history of atrial fibrillation and HLD.
RESPIRATORY: Denies shortness of breath with activity occasional cough due to what he cause Oklahoma allergies that is alleviated somewhat with guaifenesin.

MUSCULOSKELETAL: The patient ambulates using a walking stick. He denies having had any falls and no complaints of back, leg, or arm pain.

SKIN: He denies any rashes. No bleeding or easy bruising.
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GI: States he has a good appetite, but he monitors his weight. He has had a problem with constipation in the past, but is doing okay now that he is getting something to help with that.
PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentlemen who was resting comfortably, but cooperative to interview and exam.
VITAL SIGNS: Blood pressure 139/78, pulse 60, temperature 97.6, respiratory rate 17 and weight 179.8 pounds,.
HEENT: He has male pattern hair loss. EOMI. PERLA. Wears corrective lenses. Nares patent. Moist oral mucosa. Native dentition in good repair.
NECK: Supple. Clear carotids. No LAD. Hearing appeared to be nonproblematic.
CARDIAC: Occasional irregular beat. No murmur, rub or gallop. PMI nondisplaced.
RESPIRATORY: Normal effort in rate. Lung fields are clear. No cough. Symmetric excursion. No evident SOB.

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

MUSCULOSKELETAL: He has good muscle mass and motor strength. Moves limbs in a normal range of motion sitting up on the side of his bed. He has good neck and truncal stability and again ambulates independently in the space of his room outside of it. He uses a walking stick and no fall history.
NEURO: He is alert and oriented x3 knew the month and the day of the week as he states that he had read the calendar of activities for the day, but did not know the date. Affect congruent to situation.

SKIN: Warm, dry, intact and with good turgor. He has no significant bruising. No evidence of breakdown.

PSYCHIATRIC: He appears calm and collected and giving him time to talk. He did bring up his second wife and told me that he did not know where she was and believes that she is in California seeing a psychiatrist and is concerned that she has the code to accessing all of his accounts and taking their money. I asked him if he had talked to his daughter/POA Banessa states that he has not and I told him that if it was something that was occupying his thoughts and interfering with his sleep that it is something to clear up. 
ASSESSMENT & PLAN:
1. Cognitive impairment. We will administer MMSE this week. It is noted that his cognitive impairment became notable after the colonoscopy April 2026, due to the anesthesia exposure.
2. Atrial fibrillation. The patient has recently had Coumadin discontinued due to normalization of his cardiac rhythm and the absence now of atrial fibrillation and he was happy about that discontinuation.

3. Hyperlipidemia. Discontinue Crestor when current supply is out.
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4. Depression. He was previously diagnosed with moderate recurrent major depressive disorder and started on Celexa 10 mg 05/18/2026, that has had about four weeks to take effect. We will give patient a couple of weeks on this and see how he does and he may be better treated by sertraline, which addresses both depression and anxiety.
5. Pain management. The patient had been prescribed Norco by physician prior to admission to Sommerset. He did not request the medication for 30 days it was reviewed with him whether he felt the need to have it available he stated no as he did not have pain so it has been discontinued.
6. Lab review. The patient’s CMP is WNL, lipid profile all values are in target range and have discontinued patient’s Crestor as its low dose and his previous physician had also recommended that discontinuation of the Crestor. We will recheck lipid profile at the end of the year.
7. Anemia. Very mild H&H are 13 and 40.5 both are 0.5 less than normal range so in the range of normal. The patient stated that he agreed that he was in a normal range there.
8. Social. Contact his daughter/POA just let her know that he has been seen and discussed the change from Celexa to sertraline when Celexa is completed.
CPT 99345
Linda Lucio, M.D.
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