


INITIAL EVALUATION
RE: George Reede
DOB: 10/21/1930
DOS: 01/16/2024
Jefferson’s Garden AL
CC: New admit.

HPI: A 93-year-old gentleman in resident since 01/12/24 coming from Independent Living at Touchmark in Edmond. The patient is seen in room today. He had difficulty giving information due to some memory deficit in other to distraction. I contacted his daughter/POA Anne Bracken on 01/22/24 and she was able to fill in gaps. The patient had given me some information when I saw him on 01/16/24. The patient had a fall in independent living on 12/26/23. He landed on his right hip, sustained a fracture and underwent ORIF on 12/28/23. Post discharge from the hospital, he went to Oklahoma City Rehab and was there from 12/30/23 to 01/12/24 when he came to our facility. The patient has tended to keep to himself staying in his room to include for meals. Today, I saw him in the dining room and walking back using his walker. He recognized me and addressed me as his doctor. Staff reports that he is compliant with care to include taking medications and is overall pleasant, but has tended to stay in his room. I asked him about pain and he acknowledged having pain in his hip every day. We had previously discussed the use of Norco which he has already, but on a p.r.n. basis and he generally forgets he has it or he gets it after he is already in a lot of pain and it takes a while to catch up to it. He is for having his pain medication scheduled.
PAST MEDICAL HISTORY: DM-II which is long-term diagnosis and has been well controlled, CAD, HTN, HLD, CHF without any recent hospitalization, atrial fibrillation, he has a pacemaker, and GERD.

PAST SURGICAL HISTORY: Five-vessel CABG, four cardiac stents several years later, bilateral cataract extraction and then right hip surgery with plate placement on 12/28/23.

MEDICATIONS: Protonix 40 mg q.d., Plavix one-half tablet q.d., Lasix 20 mg q.d., magnesium 400 mg q.d., metformin ER 500 mg q.d., amiodarone 200 mg a quarter tablet q.d., PreserVision two tablets q.d., Eliquis 2.5 mg b.i.d., lisinopril 10 mg q.d., metoprolol 100 mg b.i.d., Lipitor 80 mg h.s., Nuriva one tablet q.d., Norvasc 2.5 mg q.d., FeSO4 q.d., terbinafine 250 mg q.d., hydralazine 10 mg q.8h. p.r.n. for SBP greater than 150 and Norco 5/325 mg q.4h. p.r.n.
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ALLERGIES: SHELLFISH, MORPHINE and STEROIDS.

SOCIAL HISTORY: The patient was in Touchmark Independent Living after his wife died eight years ago, so he was there eight years. He has been a widower eight years after 47 years of marriage. The patient has three daughters. His daughter Anne Bracken is his POA. The patient worked 40 years for the Department of Conservation. He retired at the age of 68 and did not work subsequently to that.

DIET: NCS.

CODE STATUS: Full code.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient states his baseline weight is 160 pounds. Daughter states he has not been with that weight in some time and they would like to get him to at least 150 pounds.

HEENT: He wears glasses. He has native dentition. He is hard of hearing. No difficulty chewing or swallowing.

RESPIRATORY: No cough, expectoration, or SOB.

CARDIAC: He has no chest pain or palpitations.
MUSCULOSKELETAL: He ambulates with a walker and he had started to half falls in IL which has what prompted the move after surgery.

GI: No significant constipation issue and is continent of bowel.

GU: Continent of urine. No recent UTIs.

NEURO: Daughter has noted some mild decline in his cognition since his hip fracture and surgery. He notes that he has to think a little more about things and he used to and he is dependent on his daughter. Sleep: The patient states he sleeps through the night, the only issue is pain which at times prevents him from getting to sleep.

SKIN: In nails, he has a history of toenail fungus and he is currently four months in his second round of terbinafine prescribed by his prior PCP. 

PSYCHIATRIC: He denies depression or anxiety.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and cooperative, but clear memory deficits.

VITAL SIGNS: Blood pressure 126/84, pulse 80, temperature 97.3, respirations 16, O2 sat 96%, and weight 145 pounds.

HEENT: He has male pattern baldness. Conjunctivae are clear. He wears glasses. Nares patent. Moist oral mucosa. Native dentition in fair repair.
NECK: Supple. Clear carotids. No LAD. He is hard of hearing. So things have to be repeated and while he is talking or asked a question, he will just stop and stare into space and does not respond until I repeat myself.
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RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: He has a regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: He has decreased generalized muscle mass and motor strength. He can go from sit to stand using a walker for support and vice versa. He ambulates. He is slow and intentional with his steps. He has no lower extremity edema and he moves his arms in a normal range of motion.

NEURO: He is alert and oriented x 1 to 2. His affect at times is just flat or confused. He does have a sense of humor and he clearly is dependent on his daughter for assistance and has not cognitively transitioned from no longer being in independent living to now being in assisted living and wants to know if I am contacting his daughter about any change that needs to be done. There is clear increase in confusion and delay in answering questions.

PSYCHIATRIC: He continues to acclimate. He is now coming out for meals and I encouraged him to continue to do that so he can meet other people. But, he wants to make sure that his daughter is still consulted and I told him that if there was a reason for then she would be told what was going on.
ASSESSMENT & PLAN:
1. Right hip fracture with ORIF on 12/28/23, continues with pain. Norco 5/325 mg routine in the morning and h.s. and Tylenol 650 mg midday ordered.

2. DM-II. A1c is ordered and we will adjust medications accordingly.

3. General care. CMP, CBC, and TSH ordered.

4. Social. I spoke with his POA at length regarding the patient and encouraged him to get out and be less dependent on her.

5. Cognitive impairment. His MMSC on admit was 25 which is in the normal range, but since he has been here, my observation is that there is some mild cognitive impairment, delayed memory retrieval, speech issues and perseverates on his daughter being in charge of his care and I remind him the difference between independent living and assisted living.
6. Code status. The patient is full code. I will address DNR with POA next month.

CPT 99345 and direct POA contact 30 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
