


INITIAL EVALUATION
RE: George Reed
DOB: 10/21/1930
DOS: 02/06/2024
Jefferson’s Garden AL
CC: Second visit, but we will obtain H&P.
HPI: A 93-year-old gentleman seated in his recliner. His son-in-law who is married to the patient’s daughter and who is his POA was present. The patient had been taken out by SIL to see Dr. Armstrong, his orthopedist who did a plain film of his right hip. Prior to coming here, the patient was living at Independent Living at Touchmark and had been there three years. On 12/26/23, he had a fall, underwent ORIF on 12/28/23 and then from 12/30/23 to 01/12/24 was at Oklahoma City Rehab. From there, the patient moved into our facility as he was told that his care needs exceeded more than what they would provide. There were labs that I wanted to review with the patient and I told son-in-law that he was welcome to sit in on it; initially, I think he was a little bit suspect of what I was doing and whether I could take care of his father-in-law, but after sitting and listening and asking questions, it seemed that he was comfortable with the care the patient was receiving here in the facility and asked questions that were answered. The patient is quite verbal, has to be redirected; he wants to tell stories from the very beginning up to modern day and he has got some interesting stories. After I finished getting medical history, the SIL asked if I would act as the patient’s primary care; he had been under the care of Dr. Shawn Schlinke and I told him that I would be happy to and that is what I do for the people I see here. He states that the x-rays that were taken by Dr. Anderson today, he looked at them and stated it looks like things are healing okay and that they did not need to go back.
PAST MEDICAL HISTORY: Status post right femur fracture with ORIF, DM II, CAD, HTN, hyperlipidemia, CHF, atrial fibrillation with pacemaker and GERD.

PAST SURGICAL HISTORY: 5-vessel CABG, bilateral cataract extraction, right clavicle fracture with plate placement and four cardiac stents and that was several years post the CABG. He also had a right hernia repair.
MEDICATIONS: Amiodarone 50 mg q.d., Norvasc 2.5 mg q.d., Lipitor 80 mg h.s., Plavix q.d., Eliquis 2.5 mg b.i.d., FeSO4 q.d., Lasix 20 mg q.d., Norco 5/325 one tablet p.o. t.i.d., lisinopril 10 mg q.d., Mag-Ox 400 mg q.d., metformin 500 mg ER q.d., metoprolol 100 mg b.i.d., Neuriva Brain Performance one tablet q.d., Protonix 40 mg q.d., PreserVision two tablets q.d., and Lamisil 250 mg q.d.
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ALLERGIES: IODINE, MORPHINE, PREDNISONE and SHELLFISH.
DIET: NCS with a protein supplement b.i.d., which does not occur that frequently.
SOCIAL HISTORY: The patient lived in Springfield back east and then was moved by his daughter and SIL to OKC after his wife died. He has been widowed eight years after 47 years of marriage. The patient has three daughters. His daughter Ann is POA. He worked for 40 years for the Department of Conservation and retired with no further work after that.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s baseline weight is 160 pounds.
HEENT: He wears glasses. He is hard of hearing, so things have to be said loudly despite hearing aids. He has native dentition. No difficulty chewing or swallowing.

CARDIAC: He states he no longer has palpitations; before, for many years, he stated that either during the day or while he was lying down to go to sleep he would start feeling all this. He called them _______ that would go on in his chest and he stated it was something that would concern him, so he would lie awake and just wait for it to get better. He has not felt that sensation since his pacemaker placement.

RESPIRATORY: He denies cough, expectoration or SOB. Doing things at his pace, but with physical therapy he states that they give him a workout.

GU: He is continent of urine and no UTIs.
GI: He is continent of bowel.
PHYSICAL EXAMINATION:

GENERAL: Very thin and frail-appearing gentleman who is pleasant. He is very verbal, did not appear to be in any pain.
VITAL SIGNS: Blood pressure 112/62, pulse 76, temperature 97.4, respirations 18, O2 saturation 96% and weight 116.4 pounds.

HEENT: Male pattern baldness. Sclerae clear. Corrective lenses worn. Nares patent. Native dentition in good repair. Moist oral mucosa.
NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: He had a regular rate and rhythm. No murmur, rub or gallop noted.
RESPIRATORY: Normal effort and rate. His lung fields are clear. He has no wheezing, rales or rhonchi.
MUSCULOSKELETAL: He has generalized decreased muscle mass and motor strength. He has both a wheelchair and a walker. He has had no falls since move-in. He does occasionally have pain at his right hip and lower leg, it is alleviated with pain medication and he is able to sleep at night.
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SKIN: Warm, dry and intact with fair turgor.

NEURO: CN II through XII grossly intact. He is oriented x2. He has to reference for date and time. His speech is clear. He has a strong voice. He goes on and he can tell stories, but most of them are usually history and/or related to his health.

ASSESSMENT & PLAN:
1. H&P with much information provided by SIL who also contacted the patient’s POA.
2. Hypokalemia, potassium is 3.0. He takes Lasix 20 mg q.d., is not on KCl, so we will start KCl 10 mEq b.i.d. x1 week, then decrease to one q.o.d. and we will do a potassium level.

3. Hypoproteinemia. T-protein and ALB are 5.4 and 3.1. The patient has Premier Protein drinks in his refrigerator as his son pointed out and the patient had no comment when asked if he was drinking them or how frequently. I told him that if he were to be faithful by drinking one a day that it would help catch him up.

4. Hypocalcemia, calcium is 7.9. He can do TUMS chews and I will order those at 500 mg two q.d. for one week and then one q.d.

5. Elevated alkaline phosphatase, it is 158 and this is likely due to his right hip fracture with ORIF.

6. A1c is 6.1 while on metformin 500 mg ER q.d. I spoke with him at length about the target for his age is 8.0 and why I it was more lax, told him that he did not need to take the metformin and we will recheck a value in three months. It took a while for him to process that and I reassured him it was not going to harm him and that he has been continued on medication and I do not know what his previous A1c’s are, but I do know that his weight now is at least 40 pounds less than what his baseline is which could be another factor in his A1c being well.

7. Anemia. H&H are 9.0 and 27.7 with normal indices. Just continue with iron. He has no SOB or blood pressure maintenance issues.
CPT 55945 and direct POA contact 60 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

