


INITIAL EVALUATION
RE: Robert Jackson
DOB: 08/27/1961
DOS: 06/23/2026
Tuscany Village
CC: Assume care.

HPI: The patient is a 64-year-old gentleman who has resided here since 01/07/2026. He was seen in his room. The patient was previously followed by another physician here and requested transfer of care to me, so this was our first visit. The patient was able to give information, became emotional talking about how difficult this year has been for him medically starting in January when he went to a physician’s appointment at OU and ended up being hospitalized that evening. He states that everything now is good for him, his health is stabilized and much improved and told me that he has a followup appointment on 07/20/2026 at OU.
PAST MEDICAL HISTORY: COPD, atherosclerosis of bilateral lower extremity arteries, bilateral tinnitus, unspecified viral hepatitis C, anemia, history of alcohol and drug dependence and now abstinent of either. He is a smoker, states eight cigarettes per day. Bilateral lower extremity neuropathy right greater than left, chronic pain, HLD, generalized osteoarthritis, lumbar stenosis, HTN, generalized anxiety disorder, and GERD.

PAST SURGICAL HISTORY: Lumbar laminectomy, left ankle reconstruction, bilateral hip replacement, right TKA; he has a history of avascular necrosis which led to the hip replacements and aortofemoral bypass surgery bilateral lower extremities, bilateral cataract extraction, cholecystectomy, and elbow surgery.

HOSPITALIZATION: The patient had hospitalization for aortobifemoral bypass that was done on 11/19/2025 and he was followed up with a 12-week course of daptomycin and rifampin completed 03/26/2026. Wound VAC was used and the patient states that he continues to be followed by an ID physician OU and the patient takes Bactrim as scheduled.
MEDICATIONS: Albuterol MDI two puffs q.6h. p.r.n., ASA 81 mg q.d., Lipitor 40 mg h.s., BuSpar 15 mg t.i.d., docusate one capsule b.i.d., Cymbalta 60 mg q.d., gabapentin 600 mg two capsules (1200 mg) t.i.d., oxycodone 15 mg q.6h., Protonix 40 mg q.d., Seroquel 150 mg h.s., simethicone 80 mg tablet one t.i.d., Symbicort MDI two puffs b.i.d., MVI q.d. and vitamin C 500 mg one capsule a.m. and h.s.
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ALLERGIES: NKDA.
DIET: Regular with thin liquid, large portions and Pro-Stat 30 mL b.i.d.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient is single. He is a current smoker, states currently seven to eight per cigarettes per day and smoked for 20 years and has a 10-pack per year smoking history, history of alcohol dependence and marijuana use, none in about a year.
PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentleman seated in his recliner. He was well groomed, alert and cooperative.

VITAL SIGNS: Blood pressure 145/94, pulse 72, temperature 97.8, respirations 17, O2 sat 95%, height 5’10”, and weight 168.5 pounds with a BMI of 24.2.

HEENT: He has closest like buzz cut hairdo. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. He has native dentition with some teeth missing. Fair dentition.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Normal effort and rate. He had some mild wheezing right mid lung field and some rales bilateral lung fields. The patient acknowledged that he has had an increase in mucus production that he is able to expectorate. He states it is viscous and white in color. No evident SOB with speech.

CARDIOVASCULAR: An irregular rhythm at a regular rate. No MRG noted. PMI nondisplaced.

ABDOMEN: Mild protuberance. He has a ventral hernia that is reducible, small in size. No tenderness or discomfort.

MUSCULOSKELETAL: He has fair muscle mass and motor strength of upper extremities. He has decreased bilateral lower extremity strength. He is able to weight bear and propel his manual wheelchair and can walk short distance in his room and that is the limit. He has no lower extremity edema. Bilateral UE grip strength.

NEURO: He is alert and oriented x3. Clear coherent speech. He makes eye contact. Affect appropriate to situation. He is pleasant and cooperative.

PSYCHIATRIC: He appears calm. He became tearful talking about what he had been through medically and worries that now and that it has made him reevaluate things and he has a faith that is renewed.
SKIN: Warm, dry and intact. Good turgor. No breakdown noted.
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ASSESSMENT & PLAN:
1. History of aorto-bilateral femoral artery bypass that was done on 11/19/2025. I&D of same fem-pop bypass on 01/01/2026 with a 12-week course of daptomycin and rifampin completed 03/03/2026. The patient has followup with vascular surgery 07/20/2026. He states that he is to have been scheduled for bilateral lower extremity ultrasound and has not been contacted about an appointment which he states he is nervous about because he wants to have his followup and I told him I would see what I could do about looking into it.
2. Infection of groin related to the aortofemoral bypass surgery. He is followed by Dr. Nelson Higuita, Infectious Diseases at OU and has ongoing courses of Bactrim.
3. Review of diagnoses. The patient is listed as having DM II and T-NK cell lymphoma. The patient states that he has neither diagnosis and that someone across the hall from him has the lymphoma, so I am requesting that those two diagnoses be stricken from his record.
4. General care. The patient has only had parts of labs done earlier this year with abnormalities. So, I am ordering a CBC, CMP and lipid profile and we will review with the patient when available, make any needed adjustments in medication as well.
5. Pain management, adequately controlled with current medications. The patient does not seem sedate or confused, has had no falls.

6. Peripheral neuropathy. He is on large amounts of gabapentin and states that it is taking that much to control the bilateral lower extremity neuropathy and he denies sedation. So, we will continue with same.

CPT 99345 (new patient code)
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
