


INITIAL EVALUATION
RE: Harold Conner
DOB: 03/06/1931
DOS: 07/10/2024
Rivendell Highlands
CC: New admit.

HPI: A 93-year-old gentleman admitted to facility on 07/02/24 seen for initial contact today. The patient is a thin frail gentleman lying in bed quietly just staring out randomly. He did speak just a few words, soft spoken, but not able to give much information. Information contained herein is from chart and what the patient could offer. The patient was apparently living alone. He states at home, he had a fall and was apparently found down after an unknown amount of time. He was taken to Norman Regional Hospital where he was inpatient and treated for rhabdomyolysis, UTI and uncontrolled hypertension. From Norman Regional, the patient was admitted to Medical Park West on 06/12/24 and remained there until transfer here on 07/02/24. Staff reports that the patient has had poor p.o. intake. He will drink fluid when offered and is able to feed self though slowly and does better with feed assist though amount consumed still remains minimal. In speaking with the patient about what he likes, he stated that he liked ice-cream and that he would eat it anytime. I then proposed that we make semi-shakes by taking ice-cream and poring over it a cold protein drink and mush it up to be somewhat like a milkshake and he said that sounded good and he would drink it. The patient’s son Bart lives locally and has been in daily to see his father. I did place a call with voicemail and attempt to get additional information.

PAST MEDICAL HISTORY: Status post hospitalization for rhabdomyolysis, UTI, atrial fibrillation, iron deficiency anemia, hypertension, hypothyroid, and history of hypernatremia with hypokalemia.

PAST SURGICAL HISTORY: The patient unable to recall.

MEDICATIONS: Amiodarone 200 mg one p.o. q.d., amlodipine 5 mg p.o. q.d. and hold with parameters, levothyroxine 50 mcg q.d., Pro Fe 180 mg one capsule q.d., Tylenol 650 mg ER q.6h. p.r.n. pain, Zofran 4 mg q.6h. p.r.n., Megace 200 mg p.o. b.i.d. and protein drink b.i.d.
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ALLERGIES: PROCAINE.

SOCIAL HISTORY: The patient is widowed 11 years. He has three sons. The patient is a retired structural engineer and he served in the National Guard for eight years. He is a nonsmoker and occasional social drinker.

DIET: Regular.

CODE STATUS: DNR.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: He could not recall baseline weight.

HEENT: He does not wear glasses. Mild hearing deficits. He does not wear hearing aids. Native dentition. Denies difficulty chewing or swallowing.

RESPIRATORY: Denies cough, expectoration, or SOB.

CARDIAC: Positive for hypertension. He does not have chest pain or palpitations.

MUSCULOSKELETAL: He was ambulatory with a walker. Currently, he has use of wheelchair with walker available.

GI: No nausea, vomiting, constipation, or diarrhea and is continent of bowel.

GU: Occasional urinary leakage, but will try to toilet and recent UTI treated during hospitalization.

NEURO: The patient response that he does not know or cannot remember to several questions. He denied anxiety or depression. When asked if he noted decline in his memory, he stated he thought so.

SKIN: He denied pruritus and no breakdown.

PSYCHIATRIC: When asked if he felt depression or anxiety, he was quiet in a monotone voice said no.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly gentleman who is pleasant and a bit quiet.

VITAL SIGNS: Blood pressure 142/73, pulse 60, temperature 97.1, respirations 16, and weight 108 pounds.

HEENT: He has short full thickness hair that is combed. EOMI. PERRLA. Anicteric sclera. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. Decreased bibasilar breath sounds secondary to diminished effort.

CARDIOVASCULAR: He has an irregularly irregular rhythm, could not appreciate murmur, rub or gallop. PMI nondisplaced.
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ABDOMEN: Scaphoid. Hypoactive bowel sounds. No distention or tenderness.
MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Intact radial pulses. No lower extremity edema.

NEURO: CN II though XII grossly intact. He was quiet. Affect was bland. When he spoke, it was just a few words at a time and he was most vocal referencing pictures that were on a digital format and pictures that were coming up in succession and he would state who was in the picture or when or where the picture was taken. The patient sounded pleased or happy to be looking at those pictures, but his affect remained blunted and orientation is x 2.

SKIN: Warm and dry. Decreased turgor. No bruising or abrasions noted.

ASSESSMENT & PLAN:
1. Status post hospitalization for rhabdomyolysis and UTI. The patient is now six weeks out from hospitalization and has completed three weeks of PT. So, he is still frail and has limited mobility. He requires assistance. We will continue with PT/OT which started here. The patient when asked stated that he wanted to do therapy.

2. Decreased p.o. intake secondary to poor appetite with weight loss. Megace 200 mg b.i.d. We will monitor how he does after one week and if needed, we will increase to 400 mg b.i.d. We will supplement with ice-cream protein shakes b.i.d. and family will provide both items.

3. HTN/atrial fibrillation. We will monitor BP and heart rate daily with adjustments in medication as needed.

4. Hypothyroid. We will check TSH.

5. General care. CMP and CBC to assess baseline lab. Phone call placed to the patient’s son/POA Bart and we will see if he returns just to get additional information. 
6. Advance care planning. The patient has an advanced directive indicating no intervention be made in the event of cardiopulmonary failure. DNR required for facility. So, a DNR is written to honor his expressed wishes in his AD.
CPT 99345, advance care planning 83.17, and social call left with POA five minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
