


INITIAL EVALUATION

RE: Andrew Heisserer
DOB: 06/02/1935

DOS: 09/25/2023
Rivermont MC

CC: New patient.

HPI: An 88-year-old gentleman in residence since 07/31/2023 seen today in MC. I had been seeing patients in the dining room and he came up very enthusiastic and talkative wanting to know if I was Dr. Lucio and I said yes and he said will I need to talk to you later, he presented himself very clearly I actually thought he was a family member of a new resident. He was later seen in his room where he was able to give me more information and raised some issues of concern when his wife unexpectedly came in and she was able to give more information I think some that he did not really want to hear. She gave more information regarding behavioral issues and going from doctor to doctor unsuccessfully trying to get help with what was wrong with him and what they needed to do further. Staff told me that he generally stays in his room, he does come out for meals, he is quiet and goes back to his room, has not really participated in activities. A PCP note was primary source of information until his wife joined he was able to give a bits here and there.

DIAGNOSES: Dementia unspecified, MMIC is 24 indicating mild cognitive impairment, HTN, asthma, psoriasis/eczema, anxiety, and depression. Gilbert’s syndrome (abnormal elevation bilirubin).

PAST SURGICAL HISTORY: Hydrocele repair, TURP x2, sinus surgery, abdominal hernia repair, retinal surgery, and bilateral cataract surgery.

FAMILY HISTORY: His father died at 73. He was a longtime smoker. His mother died at 84 of uterine cancer. He does not know that if there is anyone with dementia diagnoses.

SOCIAL HISTORY: He has been married to his wife for 60 years. They have one child Eric who lives in LA and writes screenplays. The patient is a retired professor at OU of Ancient Greek and Roman History, teaching for over 25 years. The patient retired in 1991 and he took up cycling to occupy his time and while he said he really enjoyed it. He had a couple of cycling accidents with head injury and that putting into his cycling. The patient’s wife is his POA and then information from wife she states that over the past year she has noted behavioral changes as well as memory gaps becoming more and more evident. She has taken him to the emergency room a couple of times because of unusual behavior.
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He is evaluated and when she asked what information they can give her regarding his memory, his behavior, and that no one has really said anything to her or made a diagnosis of dementia. She states for the last eight years that his decision making has been abnormal and really become worse in the last year preceding coming here. She states she would drop him off to have a podiatry work done and on return he would have already left and would be crossing major roads during busy traffic times here in Norman and he does not understand why she would be upset about that. He would also just take off from the house without her knowing it and would return randomly and not able to tell her where he had gone. It is evident there has been a lot of stress felt on her part that he does not seem to have any idea about. She questions whether when he was doing all of this cycling after retiring and he hit his head whether he could have had some trauma that has caused the change that she has seen in him. She is not sure whether MRIs had been done on him. When his son Eric said that there was going to be no more driving for the patient, he became quite angry and became abusive verbally to his wife.

DIET: Regular with thin liquid.

ALLERGIES: CORTICOSTEROIDS to include FLOVENT, PULMICORT, BARBITURATES, AMLODIPINE, HCTZ, and SULFITES.

CODE STATUS: DNR.

MEDICATIONS: Tacrolimus ointment to scalp b.i.d., clindamycin topical 1% to psoriatic lesions b.i.d. p.r.n., Levalbuterol HFA two puffs q.i.d. p.r.n., albuterol MDI one puff q.4h. p.r.n., doxepin 10 mg h.s., clonazepam 2 mg one tablet b.i.d. p.r.n., Paxil 10 mg q.d., hydralazine 50 mg b.i.d., Zyrtec 5 mg q.d., Singulair q.d., lisinopril 40 mg q.d., Spiriva MDI two puffs q.d., PreserVision chews two tablets q.d., Systane eye drops OU q.d., biotin rinse up to five times q.d., sleep botanical tablets h.s., and CeraVe cream b.i.d. p.r.n.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His baseline weight is 150 pounds. He has no problem with sleeping or eating.

HEENT: He wears glasses. He has bilateral hearing aids. He has three crowns in his mouth. No difficulty chewing or swallowing.

CARDIAC: No chest pain or palpitations. He is positive for HTN.

RESPIRATORY: No cough expectoration or SOB.

GI: He is continent of bowel.

GU: He is continent of urine and no recent UTIs.

MUSCULOSKELETAL: He ambulates independently. His last fall was at home greater than four years ago. He ambulates independently.
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PHYSICAL EXAMINATION:
GENERAL: Robust, well developed, well nourished male, alert, and very engaging.
VITAL SIGNS: Blood pressure 125/80. Pulse 74. Temperature 97.2. Respirations 17. O2 saturation 99%. Weight was 164 pounds.

HEENT: He has male pattern hair thinning. Sclerae are clear. Corrective lenses in place. Moist oral mucosal. Native dentition in good repair.

NECK; Supple with clear carotids.

CARDIOVASCULAR: He has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He ambulates independently. He has good neck and truncal stability. No lower extremity edema. Moves limbs in a normal range of motion. Exam of his right great toe there is clear redness around the nailbed and an ingrown nail that is tender to palpation, not able to express any drainage.

SKIN: Warm, dry, and intact with good turgor.

NEURO: CN II through XII are grossly intact. Speech is clear. He can communicate his needs. He is oriented x2-3 and understands given information. He appears a bit anxious wanting to make sure that his point is made and that he understood.

PSYCHIATRIC: A bit of anxiety wanting reassurance, limited insight into his own decision making and choices as to why wife thinks he is better served in a controlled environment.

ASSESSMENT & PLAN:
1. The right great toe paronychia. Keflex 250 mg p.o. q.6h. x7 days and a topical gel cap to the nailbed is also ordered.

2. General care. CMP, CBC, and TSH ordered.

3. Depression/anxiety. We will monitor the longer he is here and see how he responds to having a limited environment. He wanted to go out into the AL dining area as he has male residents there that when he was in AL he would have meals with and decision has yet to be made about that.

4. HTN. We will monitor his BPs and make any decisions needed about medication changes.

5. Asthma. He is stable at this point in time. Continue accepting discontinuing Allegra.

6. Social. Spoke with his wife with him, will talk to her privately at the next visit.

CPT 99345 and direct POA contact 30 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

