


INITIAL EVALUATION

RE: John Becker
DOB: 10/13/1932

DOS: 02/24/2024
Town Village AL

CC: New admit.

HPI: A 91-year-old gentleman in residence since 02/08/24, this is my initial visit with him. The patient was seen in room, he was expecting me. He was alert, able to give information and acknowledged what he did not remember. He had information from his most recent visit with his oncologist Dr. Romeo Mandanas with visit occurring 02/23/2024. The patient has relocated to Oklahoma City after leaving OKC in 2016 to reside in Marietta, Oklahoma. Prior to his move back to OKC, he was hospitalized for COVID, stating he was in the hospital five days and in a step down unit for 11 days, which he said was just a nursing home. It was then he decided he needed to be closer to better healthcare.

PAST MEDICAL HISTORY: Chronic lymphocytic leukemia, not having achieved remission, diagnosed in April 1996. He was hospitalized due to an MI and it was discovered during the hospitalization that time for further diagnostic workup or treatment given his cardiac condition. On 09/20/2005, node biopsy confirming diagnosis and has received chlorambucil and prednisone x5 months with an improvement in symptoms. Significant fatigue has been an issue as cited in Dr. Mandanas’ notes; the first time was 10/02/2012 and the patient states that it continues to be an issue having gotten worse. Hypogammaglobulinemia with a q.8 week IVIG infusion; last infusion was 02/23/2024, acute on chronic CHF; cardiologist is Dr. Partin at OHH North, limited ambulation; the patient has a motorized wheelchair and ambulates in his room with the assistance of a cane, COPD with frequent dyspnea on exertion, CKD stage III, anemia due to CKD, age-related osteoporosis without pathologic fractures, generalized osteoarthrosis, and neurogenic orthostatic hypotension.

PAST SURGICAL HISTORY: Partial gastrectomy remote secondary to ulcers, cholecystectomy, three-vessel CABG in 1996 preceding his CLL diagnosis, cardiac stents, and bilateral cataract extraction with LASIK procedure.

ALLERGIES: FENTANYL, IBUPROFEN, MIDAZOLAM, OLMESARTAN, and ALBUTEROL.
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MEDICATIONS: Eliquis 2.5 mg b.i.d., lisinopril 20 mg q.d., omeprazole 20 mg q.d. p.r.n., Claritin 10 mg q.d. p.r.n., Pravachol 20 mg q.d., Effexor 150 mg q.d., clonidine 0.1 mg with parameters for use, B12 1000 mcg injection q.2 weeks, dicyclomine 10 mg q.i.d. p.r.n., Verquvo 2.5 mg q.d. prescribed by Dr. Partin for CHF and the patient has discontinued on his own secondary to dizziness and lightheadedness.

SOCIAL HISTORY: The patient was married for 53 years and married a wife who brought six children into the marriage that he helped raise; three of those children have since passed secondary to alcohol abuse at varying ages and he has three remaining stepchildren with whom he has contact. He had a business and has an auto parts warehouse. He also served 20 years in the Army signing up at the age of 17 and is a World War II veteran. He also has a 90-pack year smoking history. He quit approximately 15 years ago and rare social alcohol use.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His baseline weight was 216 pounds as of five years ago and has gradually come down to his current weight of 159 pounds.

HEENT: He wears corrective lenses. Hearing is adequate without hearing aids. He has a full upper and a lower partial plate.

CARDIAC: He denies chest pain or palpitations.

RESPIRATORY: He has easy fatigability and SOB with limited exertion. The patient has a residual respiratory SOB complicating his CHF and COPD.

MUSCULOSKELETAL: He is ambulatory and likes to ambulate as much as he possibly can, but for distance has an electric wheelchair. He denies any recent falls.

GI: The patient has a history of intermittent diarrhea for which Bentyl is taken p.r.n. His appetite is poor as he lost his sense of smell and taste with COVID and he states it is hard making himself eat despite knowing he needs to.

GU: He is continent of urine and at times has urinary retention and requiring time before he can void.

NEURO: He has insomnia that sleep induction is difficult for him. He has not tried any sleep aid and is reluctant to, but on suggestion of melatonin, he stated that is the only one that he has been thinking about trying, so he is open to that.

PSYCHIATRIC: He states there is some depression. He has been on Effexor for a long time, but states that it is helpful and not interested in changing it at this time. He has occasional anxiety in particular thinking about a POA etc.

PHYSICAL EXAMINATION:

GENERAL: Thin chronically ill-appearing older male who was cooperative.
VITAL SIGNS: Blood pressure 130/74. Pulse 90. Respirations 18. O2 saturation 93%. Temperature 98.4. The patient is 5’10”. His weight is 164.3 pounds.
HEENT: He has full-thickness hair, which is uncombed. Sclera clear. Wearing glasses. Nares patent. Moist oral mucosa. Dentures well fitting.
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NECK: Supple. No LAD and clear carotids.

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

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

ABDOMEN: Flat, nontender. Bowel sounds present. No HSM.

EXTREMITIES: Intact radial pulses. He has limited ROM bilateral upper extremities at the shoulders. Bilateral Lower Extremities: No edema. Overall generalized decrease muscle mass and motor strength.

SKIN: Thin, dry, and intact. He has scattered ecchymosis.

NEURO: CN II through XII grossly intact. He makes eye contact. His speech is clear. He tends to ramble on and makes comments kind of under his breath that he does not want to repeat.

PSYCHIATRIC: He has an unusual affect and demeanor, but appropriate.

ASSESSMENT & PLAN:

1. The patient is new to facility, so continue to assess his care needs. Encouraged him to use his call light if needed.

2. Chronic lymphocytic leukemia. The patient has his schedule to follow with Dr. Mandanas. He had a CBC on 02/23/24 with an H&H of 10.3 and 32.0, platelet count WNL at 175,000, and WBC count WNL at 5.4.

3. Gait instability. He informs me that he will be getting a new wheelchair per Medicare, they contacted him and Dr. Mandanas is in the process of doing that paperwork. I have not broached physical therapy with him, I think he is still recovering from his recent hospitalization, so we will wait.

4. CHF. Continue with medications per Dr. Partin and he has discontinued a recent trial of Verquvo 2.5 mg q.d. The medications point to help delay any recurrence of CHF. Side effects of dizziness and lightheadedness were experienced.

5. Senile osteoporosis/osteoarthrosis. The patient has Tylenol that he takes p.r.n. He states that he hurts every day, but is reluctant to try anything stronger than Tylenol.

6. CKD III. He has creatinine of 1.85. He does not recall if that is his baseline. We will simply follow it for now.

7. Poor PO intake secondary to loss of smell and taste per COVID. Discussed possible appetite stimulants, the patient defers at this time. Recommended protein drinks that would at least give the protein and nutrients of a full meal in one carton, so we will see if he follows through.

8. General care. The patient is in the process of establishing a POA amongst his stepchildren and will let me know when that has occurred and code status was discussed tonight and the patient requests DNR form to be completed; he has signed one in the past, but in the move he does not know where it is.

CPT 99345 and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

