


INITIAL EVALUATION

RE: Robert Sharry
DOB: 09/12/1934

DOS: 10/18/2023
Rivendell Al

CC: New admit.

HPI: An 89-year-old in residence since 09/28 sharing an apartment with his wife. They are both seeing at the same time Mr. Sharry first throughout by asking him questions his wife would speak over him or correct his answers and he states that that is a pattern he does not expect to change. The patient is pleasant and well groomed. I am told that he has quite a singing voice and has since admission there is another staff member here who sings in her church choirs so the two of them have been singing and entertaining others. He states that he is met some really nice people and he enjoys meeting new people. His wife was quiet throughout all this. The patient’s daughter Teresa was also present and during discussion it was commented that she would most likely become the POA and mentioned that their son had done all of those things but he is passed.

PAST MEDICAL HISTORY: History of CHF with coronary artery disease, carotid artery disease, valvular heart disease with recent transaortic valve replacement, and atrial fibrillation.

PAST SURGICAL HISTORY: Pilonidal cyst removal, lumbar discectomy, which was repeated a few years later involving two discs also in the lumbar region. He has had carotid endarterectomy bilateral, esophageal wrap secondary to GERD, cholecystectomy, and skin cancer excisions. On 11/02/2023, his pacemakers to be replaced.

MEDICATIONS: Plavix q.d., Lopressor 25 mg q.d., Latanoprost one drop left eye h.s., torsemide 10 mg q.d., and Coumadin 5 mg q.d.
DIET: NAS.

ALLERGIES: NKDA.
CODE STATUS: DNR.
SOCIAL HISTORY: The patient and wife have been married 70 years, they have three children one who is passed. He was a pastor ordained in 1960 and only recently retired. Prior to being ordained he worked at a packing plant. He is nonsmoker and nondrinker.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: His baseline weight is 195 pounds. He sleeps well and has a good appetite.

HEENT: He wears corrective lenses. Hearing is adequate without hearing aids. He breaths okay. No difficulty chewing or swallowing.

CARDIOVASCULAR: He denies chest pain or palpitations but is aware of when his A-Fib is irregular.

RESPIRATORY: He denies cough, expectoration or shortness of breath.

GI: History of reflux and occasionally food will get caught in his throat because of the esophageal wrap. He is continent of bowel.

GU: Continent of bladder, but he does have some difficulty with initiation of stream.

MUSCULOSKELETAL: He is using walker for the past year. His most recent fall was last week here in his bathroom he had gone in and was going to change shirts, lost his balance and grabbed on to the door, which was not much support and he fell. He stated that he feels like he bruised. His hip it feels tender but he still able to ambulate without difficulty. He denies issues with pain and said that he just feels good about life.
PHYSICAL EXAMINATION:
GENERAL: The patient alert and well groomed. He is very pleasant.
VITAL SIGNS: Blood pressure 116/76. Pulse 77. Respirations 18. O2 saturation 94%. Weight was 182 pounds.

HEENT: He has mild male hair thinning pattern. Sclerae clear. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple. He seemed to hear without difficulty.

CARDIOVASCULAR: He had an irregular rhythm. No murmur, rub, or gallop.

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

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

MUSCULOSKELETAL: He was observed earlier using his walker. He has a steady pace and seems comfortable with walker use. No lower extremity edema. Moves arms in a normal range of motion.

SKIN: Warm, dry, and intact. No bruises. Skin tears noted.

ASSESSMENT & PLAN:
1. HTN. We will monitor his BP, requesting that it be checked q.d. prior to BP med administration.

2. Gait instability. The patient is just started PT with home health they use SSM Home Health both he and his wife and we will see if he feels that he receives benefit but he has been cooperating with it.

3. Weight loss. The patient’s baseline weight 195 pounds and his current weight 182 pounds. He told me that some of that was intentional weight loss that he felt like he was getting that old man belly and he needed to do something about it and there was also some stress involved.
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4. Code status discussion. The patient agreed to DNR so physician certification form assigned. He has assigned DNR as part of his trust but not available now.

5. General care. CMP, CBC, TSH, and A1c are ordered.

6. Gait instability. PT through SSM Home Health is started with patients and will hopefully strengthen the patient and he is ambulatory but can be unsteady.

CPT 99345 and advanced care planning 83.17 and direct POA contact one hour.

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

