


INITIAL EVALUATION
RE: Henry Hanna
DOB: 03/10/1934
DOS: 01/08/2024
Rivermont AL
CC: New patient.
HPI: An 89-year-old gentleman who shares an apartment with his wife they both moved from Kentucky where they had lived many years to the Norman area where they have a son who lives in the area and a daughter who lives in Dallas. They moved into Rivermont on 12/27/23. Mr. Hanna is a very pleasant gentleman he comes in well-groomed and politely introduces himself and he is able to give information. He brings paperwork with him with names of his previous subspecialist and outlines ER visits or surgeries that he has had. He was able to give information. When I was done seen the patient I told him that tomorrow I would see his wife and he stated that he would need to be in on that visit as she is not able to give information. I was told by staff that she has fairly advanced Alzheimer’s disease and he has been her caretaker for sometime. I did express my concern to the ADO that we do not put him in the role of having to be her caretaker here.
DIAGNOSES: Hyperlipidemia, hypothyroid, hypertension, allergic rhinitis, Ménière’s disease, BPH, status post recent TURP, gait instability uses a walker and osteoporosis.
SURGERIES: On 09/22/23, status post TURP secondary to urinary outlet obstruction, bilateral inguinal hernia repair, hemorrhoidectomy and left cochlear implant. He has had bilateral knee replacements and right shoulder total arthroplasty.
MEDICATIONS: Fosamax 70 mg q. Sunday, Centrum Silver q.d., levothyroxine 112 mcg q.d., meclizine 12.5 mg p.r.n., melatonin 5 mg h.s., Metamucil one and half teaspoons p.o. b.i.d., Toprol 25 mg q.d., pravastatin 10 mg q.d., vitamin C 500 mg q.d., and D3 25 mcg q.d.
ALLERGIES: AMOXICILLIN, ANGIOTENSIN RECEPTOR AND BLOCKERS, SULFA, and LISINOPRIL all lead to rash.
DIET: Regular with thin liquids.
CODE STATUS: Full code.
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SOCIAL HISTORY: The patient and wife have been here two weeks from their longtime home of Kentucky. His son Bart lives in Norman and his daughter lives in Texas and they share co-POA responsibilities. The patient and his wife have been married 66 years and he was an active minister for 43 years in The Church of Disciples of Christ, a nonsmoker and nondrinker.

REVIEW OF SYSTEMS:
Constitutional: His weight at baseline is unknown at this time that will find out.

HEENT: He wears reading glasses that he did not have on it the time seen. Has a left cochlear implant. No hearing aid on the right as he stated it did not significantly improve hearing. He has native dentition.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: No cough or expectoration. Occasional SOB, but he recovers quickly if he rests a few minutes.

GI: No difficulty chewing or swallowing. No dyspepsia. He is continent of bowel.

GU: He states since his TURP. He has to wear depends as he is experienced from leakage to full urination spontaneous of which he has no control and no history of UTIs though he did have urethritis post TURP treated with Cipro.

MUSCULOSKELETAL: He uses a walker and his last fall was about three months ago when he fell and broke his left elbow and prior to that it had been about eight months when he fell and injured his right shoulder and underwent right shoulder total arthroplasty.
PHYSICAL EXAMINATION:
GENERAL: Well-groomed, alert gentleman pleasant and cooperative.
VITAL SIGNS: Blood pressure 141/77, pulse 80, temperature 97.4, *______* 65, and 140 pounds.
HEENT: He has full-thickness gray hair that is combed. Sclerae clear. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple. No LAD.

CARDIOVASCULAR: He had a regular rate and rhythm with a clipped murmur at the left second ICS in the tricuspid area but no rub or gallop noted.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: His abdomen is soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: He goes from sit to stand using minimal support, ambulates with his walker steady and upright. Moves arms in a normal range of motion. Has no lower extremity edema. He has fairly good muscle mass and motor strength. He is of a smaller built.
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NEURO: Alert and oriented x3. He has clear coherent speech. Able to answer questions and give information and he approaches things somewhat methodically and it is clear that he also plays a caretaker role for his wife and he stated that it did not in any way feel a burden. He was happy to do it. Affect is appropriate what he is saying.
ASSESSMENT & PLAN:
1. Constipation. The patient has used Metamucil powder that he makes every morning for himself and it is kept him regular since he has been here. Staff have been administering the Metamucil and they have been using the capsules until they are gone, which they are near, but he acknowledges they never worked as well for him he uses them for travel so I am writing an order that he can keep the Metamucil powder at bedside and self administer.

2. Hypothyroid. The patient believes that he had checked within a year, but does not remember what the value is so TSH is ordered.

3. Hyperlipidemia. Lipid profile is ordered. He states that he started it because there was a small amount of plaque seen on his carotid arteries and it was suggested he started he wants to see if it is being beneficial.

4. Ménière’s disease. The patient has been given script every year for meclizine. He states he takes it maybe a couple of times a year and I told him that I would continue to prescribe it for him as long as he needed it.

5. General care. CBC and CMP ordered as we have no previous comparison labs.

6. Code status. After the patient has a bit more time to acclimate in my second or so visit with him. I will bring up the issue of code status and prior to that I will speak with his daughter or son and see any additional information they may have to give as well as I will bring up the issue of code status.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

