


INITIAL EVALUATION

RE: Robert Stem
DOB: 10/05/1928

DOS: 04/08/2024
Jefferson’s Garden AL

CC: New admit.

HPI: A 95-year-old gentleman in residence since 04/04 seen today his wife with whom he shares an apartment and also a new resident is present while I am speaking with him. The patient is alert. He makes eye contact. He is able to give information though I find later when I spoke with his daughter/POA Cyndy Peterson that there were few significant medical events that he left out. Staff reports that patient comes out for all meals he is compliant with care. He has appropriate questions and has had visitors that he seems to enjoy. During my conversation with him, he would kind of go around from one topic to the other needed to be redirected when I was talking to his wife he would want to fill in some of her medical history as well. Prior to coming here, the patient wife lived at Bellagio, AL for two years they grew unhappy with the care so transferred here.

PAST MEDICAL HISTORY: Hyperlipidemia, DM II, coronary artery disease, hypothyroid, asthma, COPD, history of CHF, and BPH.

PAST SURGICAL HISTORY: Four vessels CABG approximately 20 years ago then three years ago. He had two coronary artery stents placed, bilateral cataract extraction, venous stripping both legs, and traumatic amputation the tip of his right middle finger.

MEDICATIONS: Lipitor 20 mg q.d., Os-Cal q.d., Plavix q.d., Eliquis 2.5 mg b.i.d., glipizide 5 mg q.d., Januvia 50 mg q.d., torsemide 20 mg q.d., KCl 10 mEq q.d., metoprolol 25 mg b.i.d., Atrovent nasal spray two sprays t.i.d., Flomax q.d., and MVI q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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SOCIAL HISTORY: Married to Rosemary 73 years they have two children a daughter Cyndy Peterson who is POA and a son who not sure where he lives drafted into the Army serving two years. He states he tried to get into the Navy and they turned him down. He worked as a mail carrier 30 years retiring from that position.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His baseline weight is 165 pounds.

HEENT: He wears glasses. He does not have hearing aids but appears to hear adequately. Native dentition in fair repair. He denies any difficulty chewing or swallowing. Daughter states when she is taken parents to the dentist he wants to have his teeth pulled out rather than repaired and has turned down partials or dentures.

CARDIAC: History of CAD and HTN but denies recent chest pain or palpitations. He said he had recent cough were he feels like he needs to bring something up but it would not come up and he then asks if he can have more Mucinex. The patient has a smoking history about 40 pack years and states that it is his problem now. The patient states that he gets around with his walker states his last fall was two or three years ago. Daughter states it was actually about two weeks ago were he rolled out of bed onto the floor and had difficulty getting himself up without assist.

GI: The patient has a good appetite. He is continent of bowel tends more toward constipation and want something to help with that. The patient denies dysphagia with food or pill but then had told me that a Heimlich maneuver that had to be done at the other facility about a month or so ago.

GU: The patient describes urinary urgency and wants something to help with that does not recall having had a recent UTI.

SKIN: The patient describes occasional pruritus does not know what triggers it and daughter at city also has just random occasional nosebleeds.

PHYSICAL EXAMINATION:

GENERAL: Robust gentleman who was eager to meet with me and make sure that they are getting better care than they did at the other place in his words.
VITAL SIGNS: Blood pressure 130/60. Pulse 65. Temperature 98.1. Respirations 18. Weight was 175 pounds. He is 6 feet tall and BMI is 23.7.

HEENT: The patient has thinning hair grey combed with male pattern hair loss. Sclerae clear. Corrective lenses in place. Nares patent. He has a mustache and goatee slightly dry lips. He has negative dentition with noted teeth missing in others and subpar repair.

NECK: Supple. No LAD.

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

RESPIRATORY: Normal effort and rate. His lung fields are clear. No cough. Symmetric excursion.
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ABDOMEN: Slightly perturbed and nontender. Bowel sounds present. No masses or HSM.

MUSCULOSKELETAL: The patient has a walker that he uses to get around the facility in his room. He states he either uses nothing or cane. He has stoop posture over his walker but he seems to navigate it without any difficulty.

SKIN: Dry but generally intact with no significant bruising. No evidence of recent nosebleed.

NEURO: He makes eye contact. He will voice his needs. He does repeat himself some. He will give information about his wife that she needs prompting on but he did not give some other of his own medical history that was filled in by daughter. His affect is appropriate to situation. He is congenial and orientation to self in Oklahoma. MMSC performed on admit is WNL at 25.

ASSESSMENT & PLAN:

1. DM II. The patient wife are both followed by complete home health and FSBS 139 was 192 that is the only reading I have so A1c will help me know what we need to do regarding his diabetic management.

2. OAB. I told him medications we can try nothing will completely stop it and a brief is kind of insurance protection if you are away from your room so hopefully he will continue wearing. One of the factors may be that he is also on Flomax, which promotes urination so we going to have that medication held until I return next week.

3. Coronary artery disease with significant intervention. Continue with BP management and Imdur and he is let us know if he is having any chest discomfort.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

