


INITIAL EVALUATION
RE: Fredrick Wellborn
DOB: 01/23/1933
DOS: 03/26/2024
Rivermont AL
CC: New patient.

HPI: A 91-year-old gentleman seen in apartment that he shares with his wife. They have been in residence since 03/11/24 moving from the San Antonio area. The patient was seated adjacent to his wife in a side chair. As I addressed her initially, I wanted to see what their interaction was. He was quiet and would initially try to answer for her and then I told him I just wanted to see what she could tell me and he was quiet and watched and then would answer once I started asking him or telling him to go ahead and answer. It was clear that she did not like him speaking on her behalf despite the fact that she could not answer for herself. He was also the target of passive aggressive comments and being cursed at. His affect did not change. He did not seem upset, but rather seen my behavior that he is used to dealing with. The patient acknowledged that he has had his own medical issues recently that have been taxing for him.

PAST MEDICAL HISTORY: Paroxysmal atrial fibrillation on anticoagulant, hyperlipidemia, hypertension, BPH, chronic seasonal allergies, bilateral acoustic neurofibromatosis, sensorineural hearing loss bilateral and other medical history MI resulting into cardiac stents in 2009, lumbar stenosis, and degenerative disc disease.

PAST SURGICAL HISTORY: Times two cardiac stents post MI in 2009, TURP in 2000, colonoscopy with polypectomy 2006, disc surgery secondary to DDD, pacemaker placement with recent removal of pacemaker and placement of a pacemaker with defibrillator.

MEDICATIONS: HCTZ one tablet 25 mg q.d., thyroxine 200 mcg q.d., Zocor 40 mg h.s., Toprol 25 mg q.d., Flomax q.d., ramipril 5 mg q.d., Eliquis 5 mg b.i.d., Allegra 180 mg q.d., D3 1000 IUs q.d., docusate one p.o. h.s. p.r.n., MVI q.d., probiotic q.d., Niaspan ER 1000 mg h.s., and flunisolide nasal spray two sprays per nostril q.d.

ALLERGIES: PCN and CODEINE.
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SOCIAL HISTORY: He and his wife had been married 70 years. They have four sons. The patient was in banking for 32 years and then for 16 years worked with the nonprofit. He is a former smoker and nondrinker.

FAMILY HISTORY: Positive for CAD.

DIET: Regular.

CODE STATUS: Full code.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: His baseline weight is 180 pounds.

HEENT: He wears reading glasses. He has bilateral hearing aids. He has native dentition with the bridge.

RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: He denies chest pain or palpitations.

MUSCULOSKELETAL: He has a walker that he can use, but also ambulates independently. Last fall in 2013 and the patient acknowledges nocturia.

GI: Appetite is good. He does have constipation. No dysphagia to include for pills.

GU: He is continent of both bowel and bladder.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly male who was verbal and engaging.

VITAL SIGNS: Blood pressure 130/69, pulse 75, temperature 98.7, respirations 20, and O2 sat 98%.

HEENT: He has male pattern baldness. He wears glasses. Sclerae are clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.

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

CARDIAC: He had in a regular rhythm. No murmurs, rubs, or gallops noted.
ABDOMEN: Flat and nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: He is thin and lean. He moves limbs in a normal range of motion. I observed him stand and walk without assist. He has no lower extremity edema.

NEURO: CN II through XII grossly intact. The patient is alert and oriented x 2 to 3 having to reference for this specific date. He is able to give information for himself as well as wife. He did not react to her sarcasm and then direct aggressiveness directed toward him and orientation 2 to 3. He can voice his needs as well.

SKIN: Warm, dry and intact. Fair turgor.
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ASSESSMENT & PLAN:
1. HTN. BP b.i.d. for the first two weeks then continue with just daily check.

2. Chronic seasonal allergies. The patient has a sinus cleansing pot that he will keep in his room and administered self as needed. He then asked about giving himself his own medications and I told him the nurse would address that with him. He has to demonstrate an awareness of what medications are, what are taken for, and how they are taking and I told him my concern was that he has got a lot with a new environment and then his wife. He did then ask if at least he could take medications that had to be taken specifically before a meal and that would be his Flomax.

3. General care. CMP, CBC, and TSH ordered.
4. Code status. I discussed with him and he said that he thought his son had that paperwork unless I hear from his son then the patient is cognizant to give that information and we discussed doing a DNR for him.

5. Paroxysmal atrial fibrillation, on Eliquis. I just told him as he knows to be careful given easy bruising and bleeding to let staff know if that occurs.

6. Social. I did leave a voicemail with his son.
CPT 99345, direct family contact 30 minutes, and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
