


INITIAL EVALUATION
RE: Grady Prichard

DOB: 10/17/1933

DOS: 01/17/2023

Rivermont AL

CC: New patient.
HPI: An 89-year-old in residence since 11/18/22 this is his first physician visit. I went to see patient in room with the nurse he was headed to the bathroom and was insistent that he be left alone and that he would let us know when he was ready to be seen and that was about 30 minutes later. The patient on arrival had bilateral lower extremity edema to be grips were placed and he quit wearing them and on 01/06 was noticed that not only did he have edema but redness with weeping. Lasix had been prescribed but he was refusing at as it made him urinate after the increase with a weeping. He did comply with taking Lasix and compression hose was placed. 10 mEq of KCl were started once the patient complied with routine Lasix administration. When the patient was later seeing he was pleasant and cooperative however not able to give information he kept saying that he did not remember and I believed him. I told him that I would contact family. Staff informed me that his son/POA Robert and the patient do not get along.

DIAGNOSES: Dementia, B12 deficiency, bradycardia, CHF, anemia, C-spine stenosis, obstructive sleep apnea, uses CPAP, and glaucoma.

ALLERGIES: MORPHINE and PCN.

DIET: Regular.

CODE STATUS: DNR.

MEDICATIONS: Citalopram 10 mg q.d., B12 injection 1 mL q. month, Aricept 10 mg h.s., Lasix 40 mg q.d., KCl 10 mEq q.d. with Lasix, latanoprost OU h.s., Namenda 10 mg q.d., and MVI q.d.

SOCIAL HISTORY: The patient is a widower. He has a son Robert who is his POA. He was an independent insurance agent. He has 80 pack year smoking history. He is not smoking in facility, but he said if he had a cigarette he would smoke in his room and ETOH, states that he drank a fair amount, has not been able to do it since here and apart from that does not recall surgical history, etc.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s admit weight was 195 pounds, which he states was his base weight. He is 5’10”.

HEENT: Male pattern baldness. He wears glasses. He has hearing aids, but did not have them on and generally does not wear them.

CARDIAC: Denies chest pain and BPs are generally well controlled.

RESPIRATORY: No cough or SOB.

GI: He can toilet, occasional accidents occur.

GU: Incontinent of urine.

MUSCULOSKELETAL: He used to use a cane and he is become more wheelchair dependent.

PSYCHIATRIC: He states that he sleeps good. His appetite is good. He does not have much more to say.

PHYSICAL EXAMINATION:
GENERAL: Obese male seated in a wheelchair that was transported.

VITAL SIGNS: Blood pressure 138/75, pulse 71, temperature 97.6, respirations 18, weight 188 pounds and weight gain of 10 pounds since 12/22.

HEENT: He has male pattern baldness. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.

CARDIOVASCULAR: Regular rate and rhythm. No M, R or G.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to body habitus, clear without cough.

ABDOMEN: Obese and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He has good neck and truncal stability in wheelchair. He is capable of propelling as I had seen him earlier. He has bilateral Unna boots in place.

NEURO: CN II through XII are grossly intact. He was oriented to person and Oklahoma otherwise not able to give much information and affect. He just looked around randomly with a slight smile on his face, but he is quick to anger.

ASSESSMENT & PLAN:

1. Dementia. We will contact POA and get information regarding diagnoses and any other behavioral issues when at home. I also need to contact POA for medical history as the patient is not able to provide any.

2. Obesity. We will ask that he propels his own chair and staff not provide transport for him.

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