


INITIAL EVALUATION
RE: Walter Lemke
DOB: 06/04/1937
DOS: 08/09/2023
Rivendell Highlands
CC: New admit.

HPI: An 86-year-old in residence since 07/31/23. This is my first visit with him. He was observed sitting in the dining room with another male resident. He was quiet when I approached him, he looked at me, but he had very stern glare that was the sole expression he had throughout the remainder of the evening anytime that I spoke with him. Staff report that he is quiet, but he is compliant to care, but is unable to voice his needs. I saw the patient in his room today and asked if he was able to give some of his medical history, he just looked at me and so I just went ahead and started and found out quickly that he is not able to. I contacted his wife after I contacted his son Steve who is his POA and I left a voicemail. Subsequently, I spoke to both of them with wife giving most of the history. They are glad that he is here. They feel that he is receiving the care he needed. The patient had been living the two years prior to coming here in the Memory Care Unit at Village on the Park and his wife was in the AL component where she remains. Wife and son state that they have just seen a progression or decline in his ability to care for himself, to interact with others or communicate his needs. Wife stated that over the last few years, the things that were notable to her were when he just quit talking and she stated this was a man who taught Bible study classes for years and who was an auctioneer as a part-time gig that he enjoyed and now he was not talking. His mobility just declined for someone who was robust and routinely walked for exercise, now could not coordinate his leg function to stand and then to walk.
PAST MEDICAL HISTORY: Alzheimer’s disease, hypertension, hypothyroid, and IBS.

PAST SURGICAL HISTORY: Nephrectomy that occurred as a result of a congenital defect and tonsillectomy.

MEDICATIONS: Lipitor 10 mg h.s., Aricept 10 mg h.s., doxepin 100 mg q.d., levothyroxine 75 mcg q.d., losartan 50 mg q.d., Namenda 5 mg b.i.d., Omega-3 1000 mg q.d., Flomax q.d., MVI q.d., and nystatin cream to affected areas q. shift.
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ALLERGIES: NKDA.

DIET: Regular, mechanical soft and ground meat with gravy.

CODE STATUS: The patient has a living will and, after speaking with wife, I will write a DNR.

SOCIAL HISTORY: The patient and wife married 65 years. He was living in Memory Care two years prior to coming here with wife in AL. So, they were separated going that far back. He has two sons with son, Steve being POA for both medical and financial. His other son Bob lives outside of Oklahoma City area, but will be involved in his father’s care. The patient smoked when he was a younger man, but quit decades ago and worked as the manager of an iron and steel manufacturing company in Enid for over 30 years from which he retired. On part-time for enjoyment, he was an auctioneer and was very involved in his church as a Bible study leader and sang in the choir.
FAMILY HISTORY: He has two female cousins who both died from dementia complications that began in their 80s similar to the patient. His mother died at the age of 68 of an aortic aneurysm rupture and father died in his 80s due to a stroke.

REVIEW OF SYSTEMS: Deferred given dementia.

PHYSICAL EXAMINATION:

GENERAL: Robust male seated in a wheelchair, cooperative to being seen.

VITAL SIGNS: Blood pressure 138/86, pulse 74, respirations 16, and weight 244 pounds.

HEENT: He has some male pattern baldness. Conjunctivae clear. Nares patent. He has a partial upper plate. The patient states that he has good hearing and vision.
NECK: Supple.

CARDIAC: He had a regular rate and rhythm. No murmur, rub or gallop.

RESPIRATORY: He was able to cooperate with deep inspiration. He had clear lung fields, symmetric excursion. No cough.

ABDOMEN: Protuberant and nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: The patient has good neck and truncal stability seated in his wheelchair which he is not able to propel, has to be transported. He has no lower extremity edema. He has grip strength to hold the utensil. Good muscle mass and fair motor strength everything except his lower extremity which he is not able to stand.

SKIN: Warm, dry and intact with good turgor.
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NEURO: The patient makes eye contact with others. However, he has this fixed stern glare with which he just stares with others and family state that this is new, but has been going on for at least the last six months. When he talks, it is just a few words at a time. He has difficulty communicating his needs, unclear what he understands of what is said, can be redirected with effort. Orientation x1, possibly 2.
ASSESSMENT & PLAN:
1. Dysphagia. The patient’s diet is modified due to his dysphagia and medication crush order written and we will review medications next week to minimize nonessential.

2. Code status. I reviewed the patient’s living will and made her aware that a DNR needs to be signed to honor those requests. She is in full agreement with it and states that they had discussed it with one another as well as her sons and they both wanted a DNR. So, form is completed and placed in chart.

3. Hypothyroid. TSH ordered.

4. HLD. Lipid profile ordered and we will assess whether he needs to continue on statin.

5. History of B12 deficiency. A B12 level ordered.

6. Gait instability. The patient has had PT most recently up to two months ago and it was his second course. It was discontinued secondary to decreased comprehension of instruction and poor retention. I did explain to family that this was not unusual and so we are not going to attempt PT while here.
7. General care. I spoke at length with both wife and son/POA Steve and they do come to visit the patient frequently.
CPT 99345 and direct POA contact 30 minutes and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
