


INITIAL EVALUATION
RE: Arthur Baird
DOB: 03/17/1941
DOS: 07/05/2024
Rivendell AL
CC: Assume care.
HPI: An 83-year-old gentleman who has been in residence since 05/22/24 is seen for the first time. I was asked to assume care by family. Previously, the patient was followed by an outside physician and it just became too difficult to get him to outside appointment secondary to his limited mobility. The patient was seated in his recliner. Wheelchair was adjacent and walker was in the kitchen area. The patient was quiet, made eye contact and as time went on and I asked questions about him, he seemed to warm up and was able to give some information. Some things when I spoke to his stepdaughter Denita were needed to be corrected. Denita Rose the stepdaughter feels that the patient is in a lot of denial about his limited mobility. He thinks that he is going to be able to walk after doing PT and that has not proven itself to be true. He has over the last two years had numerous falls with ER visits and hospitalizations and was told at his last hospitalization that another fall with hitting his head would be the end for him. Denita feels that that does not really register with him. The patient’s family is very supportive of him calling and visiting.

PAST MEDICAL HISTORY: Parkinson’s disease diagnosed approximately eight years ago by a neurologist whose name he could not recall, sideropenic dysphagia, hyperlipidemia, overactive bladder, BPH, depression, irritable bowel symptoms, and CKD stage III.

PAST SURGICAL HISTORY: Bilateral cataract extraction and cardioversion due to atrial fibrillation x 1.

MEDICATIONS: Amantadine 100 mg b.i.d., ASA 81 mg q.d., diltiazem 120 mg ER q.d., Proscar q.d., fesoterodine SR 4 mg q.d., fludrocortisone 0.1 mg q.d., levothyroxine 25 mcg q.d., Nuplazid 34 mg h.s., propafenone 150 mg t.i.d., Seroquel 25 mg h.s., Flomax b.i.d., Lamictal 200 mg b.i.d., metoprolol 50 mg b.i.d., losartan 100/25 mg one-half tablet q.d., Claritin 10 mg q.d., and carbidopa/levodopa 25/100 mg there was a change in it, so the instructions are now two tablets q.a.m., one and half tablets at 3 p.m. and one tablet at h.s.
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ALLERGIES: NKDA.

SOCIAL HISTORY: The patient is a widower of 11 years after being married 39 years. He has three stepchildren of which Denita is one and he has two biologic children both males. Tim lived with his father for sometime after he was widowed. The patient was in the Air Force for 20 years and then worked in the insurance industry 30 years after the military. The patient lived at home with his son Tim for few years and then felt that it was unsafe for him to drive. So, he sold his vehicle, moved into Wellington Park Assisted Living where he was for one year and then after that went to village on the Park in January 2024. He began to have problems with his mobility, increased falls and had a fall in January that led to hospitalization with a brain bleed being found. Since that injury that family has noted a progressive decline that the patient according to them is in denial about.
DIET: NCS.

CODE STATUS: DNR.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient states his baseline weight was 190 pounds. Daughter states it is actually 200 pounds.

HEENT: He does not wear glasses. Nares patent. Swallowing is an issue. He needs to have a straw for things to go down with less risk of aspiration. At times, he will tilt his head side-to-side in order to help things go down.

RESPIRATORY: He denies cough, expectoration, or SOB.

CARDIAC: He denies chest pain or palpitations.

MUSCULOSKELETAL: The patient has used a wheelchair for the last six months. Prior to that used a walker, but he had repeated falls that ended up being in the ER and some hospitalizations. He is able to propel it and states his last fall was a month ago. The patient talks about neck stiffness that has been progressed over the past year. He applies heat to the area which then loosens his neck muscles.
GI: He has constipation. He has been to the ER few times for disimpaction and he is able to toilet self of both bowel and bladder. Denies history of UTI. He states he has occasional dysuria, but cannot tell me when last. He has a good appetite and weight is stable.

SLEEP: The patient states that he sleeps through the night, but will occasionally awaken 1:30 to 2 o’clock and is then able to get back to sleep. He has a history of night terrors which he does not remember, but they are effectively treated with Nuplazid.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated in his recliner. He was alert and pleasant.

VITAL SIGNS: Blood pressure 115/76, pulse 67, temperature 97.1, and respirations 18.

HEENT: He has full thickness hair that was combed. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to effort. No cough and symmetric excursion.

CARDIOVASCULAR: He had in a regular rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. He remained seated. He moves his arms and legs. I did not witness weight bearing.

NEURO: CN II through XII grossly intact. He is alert. He is oriented x 3. He has to reference for date and time. His speech is clear since the need for him to present that he is independent and doing well and I told him that it was okay to need help. 
PSYCHIATRIC: Affect is guarded. He did make eye contact. It took a while for him to relax and give his own personal history, but left out things that family later filled in that were indicative of his decline.
ASSESSMENT & PLAN:
1. Gait instability with falls. The patient has a manual wheelchair that he can propel and is encouraged to use it. If he has difficulty with self transferring, he is to contact staff. He states he is able to do without difficulty. He also has PT that comes into the facility two to three times a week and it is considered restorative therapy.
2. Parkinson’s disease. The patient has advanced Parkinson’s disease given that he has multiple falls with injury. Dysphagia requiring diet modification with a history of aspiration, chronic constipation and the night terrors requiring Placid to treat. We will monitor as he has increasing care need issues.

3. HTN. We will monitor BP and heart rate for the next two weeks and daughter states that he has a history of bradycardia and if that is so then we will look at the diltiazem 120 mg ER that he is on for blood pressure control for possible substitute.

4. BPH with OAB and increasing urinary incontinence likely something that is occurring and we will continue with leading to frank incontinence and I discussed that with the DIL that we will just let nature take its course in that arena. He does remain on medical treatment for OAB.
5. Social. I spoke to co-POA for greater than 30 minutes.

CPT 99345 and direct POA contact 45 minutes

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
