


INITIAL EVALUATION
RE: Benny Jacobs
DOB: 09/07/1940
DOS: 06/05/2024
Rivendell AL

CC: New admit.

HPI: An 83-year-old gentleman seen in apartment that he shares with his wife. He sat while I addressed her first and I was made aware by wife initially that he has dementia and that is the reason that they both here. So, when it was the patient’s turn, he was very smiley and interactive. He would make comments. However, his speech is word salad. But he did cooperate to exam and I deferred to his wife for medical information and he did not seem bothered by that. In fact, it is apparent that it is quite fond of his wife teasing and looking at her and anyway it was very sweet.

PAST MEDICAL HISTORY: Advanced vascular dementia, HTN, atrial fibrillation, and cardiomyopathy.

PAST SURGICAL HISTORY: Colonoscopy, inguinal hernia repair bilateral, TURP and electrocardioversion.

MEDICATIONS: Atenolol 50 mg b.i.d., Aricept 10 mg h.s. which has been recently discontinued per wife, Eliquis 5 mg b.i.d., garlic capsules 1000 mg q.d., MVI q.d., vitamin C 500 mg q.d., and zinc 100 mg q.d.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient was living at home with his wife and she states her house is about a half mile from here. Wife is his POA. The patient worked in management from AT&T and retired at the age of 49.

FAMILY HISTORY: Father had colon cancer. Mother COPD. No known history of dementia on his side of the family.
CODE STATUS: Advanced directive now made DNR.

Most recent doctor visit was on 04/29/24, seen by PCP after an ER visit on 04/23/24 for cough and generalized weakness. CXR clear consistent with COPD, prescribed Levaquin 500 mg daily for 10 days and a handicap placard form was completed secondary to the patient’s increasing shortness of breath.
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REVIEW OF SYSTEMS:

CONSTITUTIONAL: His baseline weight is 180 pounds to 185 pounds and he is 6’3”.

HEENT: He wears corrective lenses. Hearing is adequate without hearing aids though he does have them, but does not like to wear them. Native dentition in good repair. Denies chest pain or palpitations.

CARDIAC: As above.

GI: He is generally continent of bowel and has to be prompted by wife to toilet.

GU: Some incontinence episodes, but generally will be prompted to toilet. He has had no falls, independent gait, appetite good.

PHYSICAL EXAMINATION:

GENERAL: Tall lanky gentleman who was pleasant, intermittently joking with his wife and commenting, but often random and word salad.

HEENT: He has full thickness hair. Sclerae are clear. Corrective lenses in place. Nares patent. Moist oral mucosa. Dentition in good repair.

NECK: Supple. No LAD. Clear carotids.

RESPIRATORY: He had a fair effort. We tried it again and he was able to take deep inspiration. His lung fields were clear. He had no cough, but symmetric excursion.

CARDIOVASCULAR: He had in a regularly irregular rhythm, could not appreciate murmur, rub, or gallop.

ABDOMEN: Scaphoid and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. The patient goes from sit to stand without assist. He ambulates independently. No falls. No lower extremity edema. He moves arms in a normal range of motion.

NEURO: He is alert and oriented x 1. He is verbal, but where there is the occasional intelligible word, it is random and out of context, often it is just gibberish. They seems very happy. He can be redirected and is compliant with care once we get going.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Advanced vascular dementia. We will assess the level of assistance that he needs and I encouraged wife to not take on the full caretaker responsibilities now that they are both here that staff can assist with some of that and to use the call light when needed.
2. Atrial fibrillation/HTN. We will check BP and heart rate for one week and then continue with checking HTN for ongoing. The patient’s cardiologist is Dr. Pravu and he has followup in January 2025.
3. Medication review. Aricept is listed. Wife states that that was discontinued by his primary care a few months back. So, I am discontinuing that medication and then baseline labs CMP, CBC, and TSH ordered. 
CPT 99345, direct POA contact 30 minutes and advance care planning 83.17
Linda Lucio, M.D.
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