


INITIAL EVALUATION
RE: Mike Assef
DOB: 10/03/1949
DOS: 01/22/2025
The Harrison AL
CC: New admit.

HPI: A 75-year-old gentleman seen today for initial contact. He has been in resident since 01/02/25. The patient was admitted here after a stay at Bellevue Health & Rehab from 11/27/24 to mid-January. When asked why he ended up in the hospital and then Bellevue, he states that he had a fall at home by himself. He could not get up and that he broke a finger. He was confused and did not remember how to get help. Family was somehow contacted. He was not clear how that occurred, but then taken to hospital – he could not tell me which one – and then skilled care. When asked he stated that he thinks that it helped him to get stronger and he is waiting also to have surgery on his broken finger and that it bothers him still. While he was in Skilled Care, he had one of those metal things that would fit over the top of his finger to protect it with thin tape wrapping and he would like to have that again. He says it makes him feel better about his finger not getting reinjured. The patient was sitting on the couch with the TV on loudly. He was cooperative to turning it down, but was still looking at it as I was asking questions and then was redirectable to do just turning it off and he apologized. The patient has DM II, receives insulin and staff states whenever he gets his injection that he howls and talks about how much it hurts. I asked him about it and he said that it would sting and hurt and I just told him that just try to be quiet and let it happen and be done with it quickly and he looked at me, shrugged his shoulders and said okay. 
PAST MEDICAL HISTORY: Parkinson’s disease, DM II, hypertension, chronic left shoulder pain, BPH, insomnia, GERD, dementia – unspecified, seasonal allergies, and paroxysmal atrial fibrillation.

PAST SURGICAL HISTORY: Right knee replacement.

MEDICATIONS: Melatonin 3 mg h.s., metformin 1000 mg p.o. q.d., metoprolol 25 mg q.12h. with parameters, MOM 30 mL q.24h. p.r.n., MVI q.d., Norvasc 5 mg q.d., Protonix 40 mg q.d., Nuplazid one p.o. q.a.m., Aricept 10 mg h.s., Sinemet 25/100 mg two tablets t.i.d., colestipol 1 g q.d., Flomax q.d., Flonase nasal spray two sprays b.i.d., lisinopril 40 mg q.d., and DuoNeb q.8h. 

ALLERGIES: NKDA.
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SOCIAL HISTORY: The patient is divorced. He has two children. His son David is his POA and daughter Dena. The patient has worked in real estate and recently retired. He is a nonsmoker and nondrinker.

FAMILY HISTORY: His father had Parkinson’s and died with related complication.

DIET: NAS, regular texture. No pork or catfish. Sugar-free desserts.

CODE STATUS: Full code.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: His baseline weight is about 170 pounds.

HEENT: He does not wear glasses nor hearing aids and has native dentition. Denies difficulty chewing or swallowing.

RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: Denies chest pain or palpitations.

MUSCULOSKELETAL: He walks with a walker and used it prior to the fall in December and has not had a fall since.

GI: He denies any nausea or vomiting. No constipation or diarrhea. He is continent of bowel.

GU: He denies UTIs. He denies urinary incontinence, but does have occasional difficulty with flow.

NEURO: He states that maybe there is a change in his memory, but was not any more specific. He denies any syncope or seizure activity.

PSYCHIATRIC: He denies any depression or anxiety and he states that he is pretty good. 
SKIN: He denies any rashes, bruising or breakdown.

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 135/70, pulse 66, temperature 97.1, respirations 18, O2 sat 94%, and weight 170 pounds. The patient reports staff did not weigh him.
HEENT: He has male pattern baldness. EOMI. PERRLA. Anicteric sclerae. Nares patent. Moist oral mucosa.

NECK: Supple. Native dentition in fair repair. Hearing adequate.

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

CARDIAC: He has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.
ABDOMEN: Slight protuberance. Nontender. Bowel sounds present.

MUSCULOSKELETAL: I observed him walking with his walker – he is steady and upright and goes at a slower pace. He moves his arms in a normal range of motion. He repositions himself on the couch. When I went to check his lower extremities, he said they are bigger than normal and he clearly had +1 edema to mid-pretibial area from the dorsum of his feet and then his left fourth digit is where he states it is fractured and is reported on his discharge notes to be a healing fracture. There is some mild tenderness at the distal part of his ring finger. It is pink, but no warmth and slightly tender to palpation.
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NEURO: Cranial nerves II through XII grossly intact. He makes eye contact. Affect is appropriate, but he seems easily distractible. He is not actually able to give a lot of information and I asked him if he just did not understand what I was asking, he said no that he spoke English and I reassured him I was aware of that, but he does have an accent. 
PSYCHIATRIC: Distractible, hard for him to sit still. He seemed to become a little more relaxed as time went on and he tried to answer things as best he could, but not always adequate. Appropriate for situation. He was able to tell me what things bother him and he did voice his needs.

ASSESSMENT & PLAN:
1. DM II. There is no A1c that accompanies his notes. He states that he had one recently with his PCP and will try to get a copy of that. If he does not have it by next Thursday then I will order it here. I asked the patient about why he yells out when he is given his insulin and that he needed to just stop that. I said “you are an adult, you have been doing this for a while, just be quiet and let it happen.” So we will see if he is able to do that.

2. Parkinson’s disease. No evident tremor. His gait does not seem at this point affected and we will just continue with his medications. I did seek clarification as to why the Nuplazid is taken in the morning and he said it is to help him sleep which makes no sense as Nuplazid is for night terrors, so we will look into that. 
3. Finger injury of the left ring finger. I am ordering the splint to go over the finger to help stabilize it. 
4. Insomnia. Trazodone 50 mg h.s. to be given around 9 o’clock and melatonin 3 mg capsules. We will continue with that, but increase it to two capsules to be given at 7 p.m.
5. DM II. Again, we will have staff document what his Freestyle Libre glucose readings are in the morning and evening. 
6. Social: We will contact his son David who is his POA and review history with him. 
CPT 99345
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
