


INITIAL EVALUATION
RE: Charles Hill
DOB: 10/05/1929
DOS: 10/22/2024
Rivermont MC
CC: New patient.

HPI: A 95-year-old gentleman in resident since 09/26/2024. He is in memory care, seen in his apartment where I am told he spends all this time unless he is coming out for a meal. When seen, the patient was intently watching television. I soon learned he is very hard of hearing almost have to yell at him for him to be able to hear and I asked some basic questions and he appeared annoyed and I realized he is very hard of hearing, so things were repeated again and instead of giving an answer he raised his arms and started acting like a monster. Some further attempts to get information from him appeared to annoy him, so I just stopped that. He did let me do a cursory physical exam. In chart, the patient has POA papers and a nephew James Hill is his designated POA. Mr. Hill lives in Cave Creek Arizona. A call was placed and we are not able to get a hold of him. Second listed is Julie Comer who is a family friend and helped oversee the patient’s care while at home. Ms. Comer’s husband recently passed away. She is now assuming care oversight for the patient while he is here. A call was placed and a voicemail left.

PAST MEDICAL HISTORY: Unspecified dementia moderate, hypertension, hyperlipidemia, history of CHF on anticoagulant, constipation and unspecified pain management.

MEDICATIONS: KCl 10 mEq one p.o. q.d., torsemide 20 mg q.d., B12 1000 mcg q.d., vitamin C 500 mg q.d., Eliquis 2.5 mg b.i.d., Lexapro 10 mg q.d., and Senna-S tablet q.d.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient is never married. He has no children. He is a retired university librarian and came to Oklahoma recently likely secondary to his friend who recently passed away being located here. POA is his nephew James Hill who resides in Arizona and Julie Comer who lives locally oversaw the patient’s care while he was at home.
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DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Frail elderly gentleman seated in recliner watching television.

VITAL SIGNS: Blood pressure 132/78, pulse 77, temperature 97.6, respirations 17, O2 sat 97%, and weight 133 pounds.

HEENT: Male pattern baldness. His skin is pale and in areas thick. He has moles on his face. EOMI. PERRLA. Anicteric sclerae. He does not work corrective lenses. Nares patent. Slightly dry oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: He was annoyed when I asked him to take a deep breath so exam was within normal respiratory effort. Lung fields are clear. No cough. Symmetric excursion and decreased bibasilar breath sounds secondary to limited effort.

CARDIOVASCULAR: An irregular rhythm at a regular rate. No murmur, rub, or gallop. PMI is nondisplaced.

ABDOMEN: Scaphoid. Bowel sounds present. No distention or tenderness. No masses.

MUSCULOSKELETAL: He has generalized decreased muscle mass and motor strength. He is able to weight bear for transfers, but it requires assist. He has no lower extremity edema. He moves arms in a decreased and normal ROM. He is able to hold utensil and water glass.
GI: No difficulty chewing or swallowing of food or liquid. Medications, he is able to swallow whole pills. No issue to date. He denies dyspepsia. He is continent of bowel by his report and occasional constipation.
GU: Occasional urinary incontinence, unclear of UTI history.

NEURO: CN II through XII grossly intact. He is awake, oriented x1 possibly 2. He is a man of very few words and when he speaks it is allowed due to his own hardness of hearing and his affect is generally one of being irritated and then he will laugh at you. He likes to minimize interaction with others.

SKIN: Throughout there are areas where it is rough and dry and then he has pale skin with scattered moles on neck and scalp and senile keratosis on the dorsum of hands and forearms. No evidence of pruritus and skin is intact.

PSYCHIATRIC: Initially he was quiet and tentatively cooperative. Then he easily became annoyed with each question or request did it begrudgingly and seemed to enjoy it, so I went along with it. When asked, the patient agreed with the statement that he prefers to be by himself.
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ASSESSMENT & PLAN:
1. Vascular dementia moderate stage to date. The patient has been compliant with care, goes to dining room for meals. Otherwise, he spends his time alone in room. I am going to encourage the patient coming out for at least one activity weekly and may help lift his spirits and the movement would be good for him.

2. CHF by history, on anticoagulant with no negative side effects noted. We will monitor BP and heart rate and for lower extremity edema, weights will be monitored every two weeks.

3. Depression, on citalopram 10 mg. We will check to see how long he has been on it and may be able to increase the dose to 20 mg which will be the maximal dose for his age.
4. History of constipation. The patient appears well established on two stool softeners without secondary diarrhea. So, we will just leave as is and checking periodically to see how he is doing.

5. General care. Baseline labs needed. CMP, CBC, and TSH ordered. We will review with the patient and go from there.

6. Social. I did contact both James Hill and Janice Comer, left a voicemail with the latter and we will try to contact them when here again in a few weeks.
CPT 99345 social 10 minutes POA and secondary contact leaving voicemail with the secondary contact
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
