


INITIAL EVALUATION
RE: Will Wells
DOB: 07/19/1930
DOS: 12/26/2025
Rivermont AL
CC: New admit.
HPI: A 95-year-old gentleman who moved into facility on 12/21/2025, and he came here from his home in Norman, Oklahoma. The patient is reported to be sleeping a lot. He gets low-dose Ativan in the mornings and it puts him to sleep for several hours before he awakens. The patient’s family has been nearby to include his wife who is a co-POA and a family friend who is a PhD in psychology who was present when I saw the patient today. The patient is followed by Centric Hospice. Information is gleaned from chart and that given by family i.e. wife and family friend. Wife tells me that the patient recently has been telling her that he is done and ready to go and wife states he tells her that he is just miserable. I spoke to the patient as he was sleeping with no response from him. I was able to examine him without any resistance and he remained heavily asleep during the time that I was there speaking with wife and family friend. Afterwards, I was informed that he had been given Ativan 0.5 mg and it put him to sleep.
PAST MEDICAL HISTORY: Senile dementia of the brain, CAD, hypertension, CKD stage III, history of bladder cancer, bowel obstruction with colon resection, GERD, dyslipidemia.
PAST SURGICAL HISTORY: Appendectomy and left shoulder replacement.

SOCIAL HISTORY: He has been married 65 years to Beverly and she states they both married with creating a blended family as she brought three children and he brought three children into the marriage. The patient has a PhD in theology and he worked as a director of an Addiction Rehab Facility. Wife states that they were both smokers for about 20 to 30 years and have not smoked in 40 years. He was a nondrinker. The patient is a veteran having served in the Air Force.
FAMILY HISTORY: Wife does not know of any family members with dementia, but tells me that his two sons are both mentally retarded.
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MEDICATIONS: Albuterol MDI one puff q.4h. p.r.n., Flonase nasal spray one puff each side q.d. p.r.n., metoprolol 25 mg __________ given b.i.d. with parameters of when to hold, ASA 81 mg q.d., Senna Plus one tablet b.i.d., MVI q.d., magnesium glycinate 240 mg one tablet q.d., Prozac 20 mg q.d., Flomax one tablet h.s., hydroxyzine 25 mg one tablet h.s., and oxycodone 10 mg one tablet q.4h. p.r.n.
ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: DNR.

HOSPICE: Centric Hospice.

REVIEW OF SYSTEMS:

The patient has hearing aids, but he is not able to put them in and then if someone else does, he does not like wearing them as they are uncomfortable, so he is usually without his hearing aids. He seems to be able to pick up on some words being stated per wife. He has native dentition. Does not wear glasses. She does not recall him complaining of chest pain, palpitations or shortness of breath. The patient has gait instability with falls. He uses a wheelchair to get around, he can slowly propel. He is able to feed himself. He has had an overall decreased PO intake by family report both at home and here. He sleeps through the night. He has right side sciatica per the wife, which causes him continual pain and he complains about frequently. Not previously treated. As to bowel and bladder continence, he is able to let someone know when he has to go to the bathroom and can hold it until he gets there.

MUSCULOSKELETAL: He uses a wheelchair to get around. He has a walker that is put away where he cannot access it as he is no longer able to walk. Just this afternoon, he has had two falls and he had a fall recently where he had been sent to the ER.

PHYSICAL EXAMINATION:

GENERAL: The patient was lying on back sleeping soundly, did not stir even during exam.
VITAL SIGNS: Blood pressure 143/74, pulse 81, temperature 97.5, respiratory rate 20, O2 saturation 97%.
HEENT: The patient has a full head of gray hair. Eyes closed. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear anterolaterally.
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ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness. No masses palpable.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. He has generalized decreased muscle mass and motor strength. He is able to weight bear and pivot for transfer. Wife states he moves arms in a normal range of motion. He is able to hold utensils or a glass when feeding self. The patient is able to move in bed, did not see that though when I was with him. He has decreased generalized muscle mass and we will assess his motor strength when I see him next and hopefully he is awake.

SKIN: Skin is dry. His arms have pink purpura up and down the forearms. There are areas of excoriation on his arms as well as his lower legs. It is evident that these areas had small amount of bleeding, but that has stopped and he has no significant bruising.
NEURO: Unable to assess due to somnolence. The patient did have an MMSE recently completed, the score is 18/30, which puts him in a moderate dementia category.
ASSESSMENT & PLAN:
1. Moderate senile dementia of the brain. Family is aware that he has dementia. I think it is somewhat dismissed and I had been forewarned that wife has dementia as well though she does not acknowledge it. She was pleasant and did not get in the way of his treatment or giving information.
2. Medication review. I went over with wife and the family friend who they consider family and there were several medications that I was able to discontinue; two of them are inhalers and wife states he does not know how to use them anymore and ASA as he has bruising up and down both forearms with excoriation showing evidence of bleeding on both shins and forearms as well and I have discontinued MVI and Flomax as both are nonessential at this time.

3. Gait instability with falls. We have ordered bedside mats through hospice and hopefully they will be here tomorrow as his falls have happened trying to get out of bed unassisted.
4. Hypertension. Review of the patient’s blood pressures for the past 10 days showed a systolic range from 111 to 143 and diastolic of 59 to 77. We will leave his blood pressure medication in place with the parameters set of when to hold.
5. General care. We will draw baseline labs to assess his renal function given a diagnosis of CKD stage III, electrolyte balance and a CBC to assess for anemia.
6. Pain management. The patient is currently on oxycodone 10 mg q.4h. p.r.n. He is not able to ask for pain medication, so I am making it q.4h. p.r.n. while awake x 48 hours, then we will move to one tablet q.6h. routine.
7. Right side sciatica. Medrol Dosepak to be taken as directed ordered and the patient will be given pain medication, which hopefully will help that as well. There may be PT that can work with the patient on working the right lower extremity to loosen up the sciatica and tightness.
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8. Anxiety and agitation. He is getting hydroxyzine now at 25 mg, one will be given in the morning and the other at 6 p.m. and I am changing Ativan only to p.r.n.
9. Medication review. Reviewed and discontinued medications that are nonessential or that the patient does not know how to receive the medications as they are administered.
CPT 99345 and direct POA contact 60 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

