


INITIAL EVALUATION

RE: Terrell Driskill
DOB: 11/20/1935

DOS: 01/24/2025
Radiance AL

CC: New admit.

HPI: An 89-year-old gentleman in residence since 01/20 this is my first visit with him. The patient was admitted to Radiance from his home where he lived with his wife she assisted in his care taking this is his first facility residence. The patient was seen in the living room of his apartment. He was alert, pleasant, and cooperative. The patient gave information when he could and acknowledge when could not and emphasize with me repeatedly that his wife is very involved in his care so please call her. I did call his wife and have left a voicemail for her should she choose to contact me this evening. The patient’s care at home exceeded what wife could do and in lieu of hiring outside help she felt that he would benefit from more involved care 24x7. The patient seems to be taking it well not upset about being in a facility.

PAST MEDICAL HISTORY: Myasthenia gravis, history of CVA, coronary artery disease, hypertension, hyperlipidemia, aortic stenosis, sleep apnea does not use CPAP, chronic kidney disease stage IV (severe), chronic diastolic CHF, mild obesity and dementia most likely vascular in nature.

PAST SURGICAL HISTORY: Bilateral cataract extraction, right hip replacement, skin cancer excision most recently bilateral lower extremities, vasectomy, and hernia repair.
FAMILY HISTORY: Negative for cognitive impairment, dementia, glaucoma, BPH, subspecialist Dr. Brent Beson neurology, Dr. Ahmad Bilal nephrology, and Dr. Todd Mollet dermatology.

SOCIAL HISTORY: The patient is married to Linda who is also his POA. He states that approximately 70 years but may be longer. They had three boys one who is passed from leukemia. The patient retired as the vice president of WW Steel Company for whom he worked 50 years. He has a remote history of smoking cigars and rare social ETOH use and it has been years since intake.
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MEDICATIONS: Lipitor 40 mg h.s., azathioprine 50 mg t.i.d., clobetasol 0.05% to affected skin p.r.n., Plavix q.d., Cymbalta 60 mg q.d., Proscar 5 mg q.d., Namenda 10 mg b.i.d., Toprol-XL 12.5 mg q.d., Myrbetriq 50 mg q.d., Flomax q.d., torsemide 100 mg q.d. and 50 mg, which is increased to 100 mg at 1 p.m. was previously taken at h.s., Tylenol 500 mg two tablets p.o. b.i.d. routine, and tramadol 50 mg q.6h. p.r.n. for refractory pain.

DIET: Healthy heart and chopped meat.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s baseline weight was about 170 pounds and we have a note from 07/20/24 that shows he weighed 174 pounds and he is 5’4”.

HEENT: The patient wears corrective lenses. Does not require hearing aids. He has partial dentures that he states do not fit well.

CARDIAC: He denies chest pain or palpitations.

RESPIRATORY: He reports having shortness of breath with activity and cannot tell me how long that has been going on.

GI: He denies difficulty chewing or swallowing. Acknowledges there some pills that are big for him and was reassured that we would have a crush med order. He denies dyspepsia and he is continent of bowel. Denies constipation.

GU: He has CKD stage IV and last creatinine 07/20/24 was 2.16 with a GFR of 29. He still makes urine. He denies any dysuria and cannot recall when his last UTI may have been. The patient has nocturia. He wears adult briefs and states that they are generally wet in the morning.

MUSCULOSKELETAL: The patient is ambulatory with the use of a walker. His last fall was 01/23 here in the facility. He is not clear of the date but he rolled out of his bed and he states that that happens frequently to him while at home as well. He denies any significant change in his musculoskeletal strength, but he has increased left knee pain that is helped with Tylenol and he does not remember to ask forward until he has the pain and is agreeable to having the Tylenol scheduled. 
PHYSICAL EXAMINATION:
GENERAL: The patient is seated comfortably in his room. He is alert, makes eye contact, and is cooperative.
VITAL SIGNS: Blood pressure 92/43. Pulse 68. Temperature 98.0. Respirations 17. O2 saturation 96% on room air. Weight was 158.5 pounds, which would be a weight loss of 15.5 pounds from his July weight.

HEENT: He has male pattern hair thinning. EOMI. PERLA. Anicteric sclerae. Makes eye contact. Nares patent. Moist oral mucosa. Partial denture appears to be fitting appropriately during interview.

NECK: Supple and clear carotids. No LAD. Hearing appears adequate for conversation.

Terrell Driskill

Page 3

CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop PMI is nondisplaced.

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

ABDOMEN: Slightly protuberant and nontender. Bowel sounds present. No distention or masses.

MUSCULOSKELETAL: He has intact radial pulses. He has bilateral lower extremity trace edema from ankle to the mid pretibial. He is weightbearing and can ambulate with a walker. Moves arms in a normal range of motion.

SKIN: Warm, dry, and intact. He has some peeling skin on both feet that he attributes to dryness and on the front of both legs there are several areas that were side of excision of skin cancers superficial. No evident bleeding. Dark brown from dried blood in color. There is no surrounding redness, warmth, or redeem.

NEURO: The patient makes eye contact. He is verbal. Speech is relatively clear and coherent in contact. He is able to answer some questions and acknowledges what he does not remember and reiterates that his wife should be contacted about him and/or his history. He is oriented x2 and has to be oriented to date and time. He is understanding that he is here as his wife is no longer able to take care of him at home and he does not seem particularly upset by it.

PSYCHIATRIC: He appears to be in good spirits. Taking things in stride and he was able to voice his concerns and expressed appreciation of the things that were being addressed.

ASSESSMENT & PLAN:
1. CKD with increase in bilateral lower extremity edema. I am increasing torsemide to 100 mg to be given at 8 a.m. and 2 p.m. We will continue with same doses of KCl.

2. Pain management in particular toward his left knee. The patient receives benefit when Tylenol is taken and making it now 500 mg two tablets to be given routine at 8 a.m. and 5 p.m. and can have an additional x1 daily p.r.n. dose, which if taken would bring him to the limit of 3 g q.d. for his age group.

3. Medication review. I am discontinuing finasteride and when out of Namenda and atorvastatin orders for both those medications will be discontinued.

4. Room air DOE, which he reports as new. DuoNeb b.i.d. x3 days routine then same schedule on a p.r.n. basis for two weeks.

5. General care. CMP, CBC, TSH, and lipid profile ordered.

6. Bilateral lower extremity increase. I am changing torsemide to 100 mg at 8 a.m. and 2 p.m. and continuous same dose of KCl.

7. Pain management. Tylenol 500 mg two tablets to be given routinely at 8 a.m. and 5 p.m. with an additional x1 dose p.r.n., which if taken brings him to 3 g the dose limit for his age group.

8. Dyspnea on exertion. DuoNebs are ordered to be given routinely b.i.d. for three days then to be p.r.n. b.i.d. x2 weeks and will evaluate when here next week.
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9. Excision of bilateral lower extremity skin cancers with decrease in skin integrity and previous bleeding. Skin appears fragile and with the lower extremity edema I am recommending Unna boots to be placed to bilateral lower extremities until there is a decrease in the edema and the skin has had a chance to heal.

10. Home health order. The patient definitely requires some extra care assist. Traditions Home Health is ordered to evaluate and treat the patient with the recommendations of placing Unna boots and assisting in obtaining nebulizer for DuoNebs.

CPT 99345 and direct POA contact 20 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

