


INITIAL EVALUATION
RE: Gilbert Phillips
DOB: 04/18/1935
DOS: 09/26/2023
Rivermont AL
CC: New admit.

HPI: An 88-year-old gentleman in residence since 09/05/23 seen today. The patient was cooperative. He was able to give some information. He has a diagnosis of dementia and when he was giving information if I had questions about it, he looked at me and said do not you believe me. It was clear that the patient’s memory was distorted. There is no significant information in his chart. He did have an MMSC with a score of 17 indicating moderate dementia. Staff reports that he needs a lot of prompting and queuing as to what to do next and repetition of given information.
PAST MEDICAL HISTORY: Dementia moderate level, CAD, atrial fibrillation, and arthritis.

PAST SURGICAL HISTORY: Tonsillectomy, TURP, cardiac stents unsure how many, and a history of an MI.

MEDICATIONS: Vitamin D3 125 mg q.d., B12 1000 mcg q.d., Seroquel 25 mg two tablets b.i.d., Aricept 10 mg h.s., digoxin 0.25 mg q.d., Zyrtec 10 mg q.d., Xarelto 20 mg q.d., and Zofran 4 mg p.r.n.

ALLERGIES: NKDA.

DIET: Regular with thin liquid.

SOCIAL HISTORY: The patient stated that he is married, but his wife has recently passed away. He has four children with daughter Deonna Cumpton POA. He smoked up until recently and cannot tell me for how long he smoked. He states he is a nondrinker. He worked in the oil field and at the age of 88, tells me that he retired a year ago.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His baseline weight is 220 to 230 pounds.

HEENT: He wears glasses and has full dentures.

RESPIRATORY: He denies cough or SOB.

CARDIAC: He denies chest pain or palpitations.

MUSCULOSKELETAL: He ambulates with a walker. He denies any recent falls.

GI: He is continent of bowel, but wears a brief for safety.

GI: He states he has got a good appetite. No nausea or dyspepsia.
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GU: He states that he is continent, but sometimes has leakage so again, he has a brief.

NEURO: He states that he sleeps good at night.

PHYSICAL EXAMINATION:
GENERAL: The patient was cooperative and quite verbal.

VITAL SIGNS: Blood pressure 118/66, pulse 62, temperature 97.6, respirations 17, and weight 148 pounds.

HEENT: His hair is combed. He has glasses in place. Sclerae are clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.

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

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

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

MUSCULOSKELETAL: He moves limbs in a normal range of motion. He ambulates. He needs a walker and has a wheelchair for distance if needed. No lower extremity edema. Fair muscle mass and motor strength.

NEURO: Orientation x1 and he thinks he is in Oklahoma, but was not sure. Other questions he stated he does not worry about it. Speech is clear. He makes eye contact. He is adamant about what he states and becomes angry if I do not agree with him or seem to question him. His speech is clear.

SKIN: Warm, dry and intact. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Moderate dementia vascular in nature. Given his cardiac history, we will just watch and let him get oriented and monitoring for BPSD as needed, concerns that he probably will need some behavior modifying medication longer he is here.

2. Atrial fibrillation. He is on Xarelto and digoxin for rate control. I am not going to write for perimeter when to hold. We will see what he does monitoring BP and heart rate daily and we will check a baseline digoxin level as part of admission labs.
3. BPSD. He is on Seroquel 50 mg b.i.d. so we will monitor how he does with that.
4. Arthritis. I am writing Tylenol ER 650 mg q.6h. p.r.n. in the event he needs it.

5. History of DM-II. He is not on DM-II medications. He cannot tell me how long he has not been on any part of admission orders from whoever wrote them were. Previous physician wanted an A1c every three months. We will do one initially and pending that value, do not plan to do it routinely.
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