


INITIAL EVALUATION

RE: Millard Lindsey
DOB: 03/10/1938
DOS: 04/24/2024
Harbor Chase AL
CC: New admit.

HPI: An 86-year-old gentleman in residence since 04/20. He arrived from Brookwood Skilled Nursing Facility where he underwent physical therapy. He had previously been hospitalized at Integris SWMC with diagnosis of hyperglycemia and hypokalemia with generalized weakness. Leading up to the hospitalization was a fall at home and the patient was not able to get himself up. Daughter/POA Michelle Lindsey who is an RN states that her father was having multiple falls over the last several months and he would deny it or have a reason as to why it happened. While the patient was not skilled care and the daughter asked him want to talk to him about what his living situation would be when she left there, he conceded that he did not feel safe living at home anymore and that the house was too big and that is when they found this facility and he agreed to go and has been happy since he got here.

PAST MEDICAL HISTORY: DM-II diagnosed 29 years ago, insulin has recently been started, he is currently on Mounjaro and has had a decrease in appetite with weight loss unintentional, BPH managed with Proscar, HTN, CAD, history of congestive heart failure, chronic low back pain, chronic right knee pain, HLD, peripheral vascular disease, sleep apnea, uses CPAP. Mild cognitive impairment and depression. Chronic low back pain L1 and L2 compression fractures.

PAST SURGICAL HISTORY: Bilateral carpal tunnel release, left elbow surgery with ulnar nerve decompression, tonsillectomy, left wrist surgery.
MEDICATIONS: MVI q.d., Pepcid 20 mg q.a.m., Proscar 2 q.a.m., fluoxetine 20 mg q.d., glimepiride 4 mg q.d., lidocaine patch to low back, MiraLAX q.d., Spironolactone 25 mg q.d., Flomax q.d., torsemide 100 mg q.d., oxycodone 5 mg one half tablet q.8h. p.r.n., Refresh tears OU q.d., Triad area protectant to sacrum t.i.d., Glargine insulin 10 units 8 a.m. and 8 p.m. with Humalog insulin three units q.a.c.
ALLERGIES: SULFA, ALBUTEROL, CODEINE, PCN, and COMBIVENT RESPIMAT.
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DIET: Diabetic.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient was widowed 12/29/23 after 54 years of marriage. He has three daughters. His daughter Shelley Lindsey is POA. The patient worked in sales and marketing, retired six years ago. Lived at home alone, had a fall within the last 30 days where he was in the bathroom fell backward and somehow in his fall broke the toilet flooding the bathroom. He was able to turn the water off, but after that had difficulty moving due to back pain and that is when he injured his back sustaining L1 and L2 compression fractures. The patient was smoker for 10 years, so he has a 15-pack year smoking history and quit about 50 years ago and rare social drinker.
FAMILY HISTORY: Positive for heart disease with an MI in his father. Sister and brother with DM-II and sister with HTN.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished male, pleasant and cooperative.
VITAL SIGNS: Blood pressure 185/99. Pulse 61. Temperature 98.0. Respirations 18. Weight 214.8 pounds. The patient is 5’10” and BMI is 30.8.
HEENT: NCAT. EOMI. PERLA. Sclera clear. Nares patent. Moist oral mucosa.

NECK: Supple without LAD and native dentition.

CARDIOVASCULAR: He has regular rate and rhythm without murmur, rub, or gallop. PMI is non-displaced.

ABDOMEN: Protuberant and nontender. Bowel sounds present. No masses or tenderness to palpation.
SKIN: He has normal skin color and texture. He does have some bruising on bilateral forearms resolving with solar keratosis on face, neck and forearms. Normal turgor. No breakdown noted.
NEUROLOGIC: CN II through XII grossly intact. The patient makes eye contact and speaking. Speech is clear. There are some memory deficits noted. Orientation x2 to 3 and cooperative to direction.
PSYCHIATRIC: Appropriate affect and demeanor for initial contact. He seemed relaxed and cooperative to the extent that he could recall.
ASSESSMENT & PLAN:

1. DM II. FSBS are being checked daily and will review them next week to see what his ranges are and any needed changes in his baseline Glargine insulin will be made at that time. For now, we will continue with the QAC at short acting insulin, but I am discontinuing sliding scale.
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2. Pain management. The patient is on low-dose oxycodone on a p.r.n. schedule and this is why he arrived with her orders and will see if that is effective for his baseline pain and then the L1-L2 compression fractures that he sustained in his most recent fall.

3. Gait instability. We will monitor how he gets along. He just had physical therapy, but will assess if he would benefit from additional.
4. IBS symptoms. The patient states that he does not have a history of constipation and he denies diarrhea which is also noted in hospital notes. So, he is on MiraLax and states as long as he takes that routinely he is okay.

5. Social. I contacted his daughter/POA Michelle went through his history and he had given much of the same information with the exception of the number of falls that he has had. Any questions she knows she can contact the staff and I will be made aware of that on days I am here.

CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

