


INITIAL EVALUATION

RE: Garlan Clarabut
DOB: 04/20/1947

DOS: 10/04/2023
Rivendell MC

CC: New admit.

HPI: A 76-year-old gentleman admitted on 09/29 from home where he lived with his wife Marilyn. Since admission the patient has been quiet but cooperative. He ambulates independently and will just quietly go about and just sit. I am told that he sleeps through the night. His appetite is good and he feeds himself. He is generally quiet and went out of meals keeps to himself. Met with the patient, he was pleasant and cooperative but had difficulty giving information. He has significant ward apraxia, but he seemed to take it all in stride. I contacted his wife Marilyn and was able to get information from her. His Alzheimer’s dementia was diagnosed by Dr. Salinas neurologist at IBMC and he was diagnosed in early 2017. What was noted was forgetting the simple basic things that he normally knew like the back of his hand. Then began speech difficulties and doing things like leaving the house and just walking around outside and he managed to find his way back. He then started having decreased PO intake with weight loss and lost interest in things like he would always watch sports on television and that just fell out of favor. He did sleep through the night. He was able to try to communicate what he needed. His wife states at the end and before coming here that he started becoming more frustrated and annoyed with her when she tried to get him to eat or that they he needed to change cloths and shower, etc. She stated he was never loud in his anger, he never was physical and that he would always apologize if he seemed irritated. She also told me about a brother he had that he was very close to who passed away 13 years ago and while he is on Effexor and has been for a couple of years per Dr. Salinas. She states that his depression still seems very prominent. That he talks about him to her and gets tearful.

PAST MEDICAL HISTORY: Alzheimer’s dementia diagnosed 2017, major depressive disorder, and weight loss from 220 pounds to now 182.3 pounds so almost a 40-pound weight loss over the past year.

PAST SURGICAL HISTORY: Negative.

MEDICATIONS: Namenda 10 mg h.s., Effexor ER 150 mg q.d., and Tylenol ES 500 mg q.4h. p.r.n.
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DIET: Regular with Ensure one can q.d.

ALLERGIES: NKDA.

CODE STATUS: DNR

SOCIAL HISTORY: The patient has been married to Marilyn 25 years. He has one child by his first marriage. She has four children. He was a chemical representative for Eagle Laboratories. He is a native of Houston and went to Houston Baptist College where he played college baseball for four years and was the pitcher. He was a nonsmoker and rare alcohol drinker.

FAMILY HISTORY: His brother the chiropractor who passed away 13 years ago but no family history of dementia.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight was 220 pounds. He generally slept good. His appetite was good and he was active and interested in different things but that rapidly started to change must notable in the past year and half. He has reading glasses that he does not wear. He has hearing aids that he does not wear. He has his own teeth.

MUSCULOSKELETAL: He ambulates independently. He has had several falls at home and here without injury. He is continent of urine with some leakage and continent of bowel and does complain of back pain and rib pain to his wife. The patient withdraws when other people are around even if it is his family or children and noted speech difficulties with significant ward apraxia now. He has also had slowness of his gait where he does not really move his arms and hand tremor.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert, pleasant, and agreeable to sit and visit with me.
VITAL SIGNS: Blood pressure 140/87. Pulse 71. Temperature 97.4. Respirations 18. O2 saturation 98%. Weight was 182.3 pounds.

HEENT: He has full thickness hair. His hair is combed. Sclerae are clear. Nares patent. Slightly dry oral mucosal. Native dentition appearing to be in good repair.

NECK: Supple with clear carotids.

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

RESPIRATORY: He had a normal effort and rate. He cooperates with deep inspiration. His lung fields are clear. No cough and symmetric excursion.

SKIN: Warm, dry, and intact with good turgor. No bruising, skin tears or other lesions noted. He does have solar keratosis on his back and a good suntan, spent time outside at home.
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ABDOMEN: Soft, nontender, and bowel sounds present.

MUSCULOSKELETAL: He ambulates independently, it is a slow steady gait, slightly flat foot, and he keeps his arms at his side. He goes from sit to stand without difficulty. No edema.

ASSESSMENT & PLAN:
1. Alzheimer’s dementia diagnosed 2017. He has had a rapid progression at this point it is just keeping him safe and engaged and decreasing his isolation.

2. Major depressive disorder. I am going to add Zoloft 50 mg to his Effexor and next week we will increase additional.

3. Weight loss, again about 40-pound weight loss over the past year to year and half. He does consume the Ensure. When I told wife his weight today she states that it is a pound up from when he was admitted so it is going in the right direction.

4. Back pain. He was able to get that out to me and wife states that he has recently started complaining of back pain the mid lower area and rib pain and again with his numerous falls we will check that out with lumbosacral and right and left rib x-rays.

5. Insomnia. She states he has not been sleeping well. He tells her about it when she talks to him and anxiety may also be a part of that, but I will start him on trazodone 50 mg h.s. If it is not a benefit after three nights, we will increase at to 100 mg and she is in agreement with that.

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

CPT 99345 and direct POA contact 30 minutes.

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

