


INITIAL EVALUATION
RE: George Biggs
DOB: 12/20/1934
DOS: 02/28/2024
Harvard Chase MC
CC: New admit.
HPI: An 89-year-old gentleman in resident since 02/23/24, seen today in room for initial visit. The patient arrived from Southern Plaza where he had been in AL approximately three-and-half years. The relocation is due to daughter/POA Dr. Carol Lawrence living in Norman and so this is easier for her to visit the patient etc. The patient has acclimated fairly well spends free time out in the dayroom among other residents sometimes engaging in conversation other times just looking around. Staff report that he is pleasant and cooperative and when seen in room today, he had been napping that he woke up and was cooperative to visit. The patient began telling me that he had been having some accidents with diarrhea and that it has been happening the last several days. In review of notes from Southern Plaza, the same thing had occurred and his PCP at the time requested that his statin at that time Lipitor be held as it was felt to be the cause and when it was held there was resolution of the diarrhea. Since there has been a change to lovastatin 10 mg and he has had periods where it has been okay without watery stools, but then times like now with consecutive days and he states it bothers him. Information presented is some from the patient, his daughter, and daily notes on events from Southern Plaza.
PAST MEDICAL HISTORY: Hyperlipidemia, GERD, OAB, seasonal allergies, and history of CVA 04/20/23, due to bilateral vertebral artery occlusion and a month thereafter seizures occurred now controlled with the Vimpat.
SURGICAL HISTORY: Total dental extraction in one procedure due to poor dentition and right scapula cyst removal on 12/18/2023, PEG tube placement temporarily during the time of total dental extraction and unable to eat adequately and then other medical events, CVA 04/20/23, secondary to cerebellar vertebral artery occlusion and then mid-2019. The patient had a fall in his driveway hit his head with a subsequent head bleed and then 12/20/19, developed seizures and placed on Vimpat.
MEDICATIONS: ASA 81 mg q.d., Pepcid 20 mg q.12h., lacosamide (Vimpat) 50 mg b.i.d., Claritin 10 mg q.d., lovastatin 10 mg h.s., Myrbetriq 25 mg q.d., and miconazole powder to peri area, gluteal area, and pannus daily and clotrimazole to feet p.r.n.
ALLERGIES: NKDA.
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CODE STATUS: DNR.

DIET: Puréed.

SOCIAL HISTORY: The patient is a widower since January 18, 2023, after 65 years of marriage. He has three children, two sons Dan and John who live in the surrounding area and a daughter Carol who lives in Norman. She is also his POA. The patient was a teacher from 1956 until 2014. He taught high school and then 25 years at SMU. He was a nonsmoker and nondrinker and emphasized that he never had one drop of alcohol. The patient lived at Southern Plaza AL starting 04/2020 up until move here. The patient told me that he lived there 25 years.
REVIEW OF SYSTEMS:

Constitutional: The patient states his baseline weight is 120, which its not and insisted that today’s weight was 122 pounds.

HEENT: He wears readers as needed. He has bilateral hearing aids and states that only one works but in the absence of his hearing aids in place while I was with him. He appeared to hear quite well. He is edentulous and states that he is fine with pureed diet and does not see the need for dentures. Denies chest pain or shortness of breath. He describes having to get up several times a night to urinate. No dysuria or blood in urine and this has been an issue for the last several years. Mobility is impaired. He is able to walk using a walker for short distance with standby assist and is currently walking hallways with PT who sees him a couple of times a week. Generally, he is in a manual wheelchair that he can propel and he is able to self transfer but is safer with standby assist. He also has a right knee that he states aches and does not like standing on it.

NEURO: He sleeps in his recliner at night. He states he elevates his legs, which helps the swelling to go down. He states his appetite is too good and only pain is reported to his knees.
PHYSICAL EXAMINATION:
GENERAL: Pleasant obese male cooperative.
VITAL SIGNS: Blood pressure 105/56, pulse 72, temperature 98.1, respiratory rate 18, and 226 pounds.
HEENT: He has male pattern baldness. Makes eye contact. Sclera clear. Nares patent. Moist oral mucosa edentulous with gum health appearing to be good.

NECK: Supple. Clear carotids. No LAD.

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

RESPIRATORY: He has a normal effort and rate. He has wheezing on the right mid to lower lung fields. No cough. Symmetric excursion. No evident SOB and respiratory rate WNL.

ABDOMEN: Protuberant. Nontender. Bowel sounds present. No masses or HSM.
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NEURO: CN II through XII grossly intact. He is oriented x2. His speech is clear. He talks loud. He can certainly voice his need and he is insistent on what he believes things to be and such as his weight being 122. He can be directed with some effort.

PSYCHIATRIC: He appears in good mood. No evidence of depression or anxiety and acclimated well.
SKIN: In his groin area, there is evidence of antifungal powder, but skin is clear. As you go distal toward the perineum the skin is red and needs to have powder placed there. His scrotum he states is red and it is mild pink and some of that is due to pressure sitting on that area and the skin on his feet he has good foot care. No evidence of tinea pedis.

ASSESSMENT & PLAN:
1. Advance care planning. Spoke with his daughter/POA at length regarding his advanced directive, which request no aggressive measures be taken as part of end-of-life and I reviewed DNR with her and that it is in no way affects ongoing care and she is in agreement with the DNR signed and placed in chart.

2. Watery stools. Imodium 2 mg two tabs q.a.m. routine and will monitor for decreasing watery stools as well as no constipation occurring. Loose stools are secondary to his statin.

3. Bilateral vertebral artery occlusion that was recommended by his cardiologist and neurologist that he remained on a statin and ASA to prevent further occlusion, which would be life altering for the patient so he will remain on the statin.

4. Edentulous. The patient is completely comfortable on a puréed diet. No change.
5. General care. CMP, CBC, and TSH ordered.
CPT 99345 and direct POA contact 20 minutes and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

