


INITIAL EVALUATION
RE: Chris Vail
DOB: 09/12/1934
DOS: 11/12/2025
Rivermont AL
CC: New patient.
HPI: A 91-year-old gentleman, seen for initial visit this afternoon in his room, his brother/POA Peter Vail was present and sat in when I was speaking with the patient. The patient has been in residence since 11/03/2025, stating that he had been in rehab at Noble Rehab post hospitalization. Before we get started, he wanted to put in his hearing aids as he is hard of hearing while we found the charging container, but there were no hearing aids in it and he does not know were they are at thinks they may be at his brother’s so hopefully will be found easily. The patient’s room was a little disorganized and he did not have all his personal belongings, but brother said he would get them to him. Then went into his history to the extent he could give information.
PAST MEDICAL HISTORY: Cardiac arrhythmia with cardiac pacemaker, BPH with urinary outlet obstruction, hyperlipidemia, skin irritation of the peri and buttock area, history of hypokalemia and ongoing wound care.
PAST SURGICAL HISTORY: Bilateral cataract surgery and right total hip replacement.
MEDICATIONS: Zinc oxide 20% ointment thin-film to buttocks and scrotum area q. shift, Lipitor 10 mg h.s., fenofibrate 145 mg after breakfast, KCl 20 mEq two tabs q.d., and Flomax one tab q.d.
ALLERGIES: NKDA.
CODE STATUS: The patient and brother both state that he has a DNR and his paperwork that brother has, but it was not with him. He stated it would be easy to find and I told him that when he could bring it just to do so and if not able to find it that new DNR can be written for.
DIET: Regular with thin liquid.
FAMILY HISTORY: Noncontributory.
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SOCIAL HISTORY: The patient is a retired Marine and he then worked in law enforcement for several years and retired as an investigator for Congress in DC. He is a non-smoker and remote drinker. He has been married twice. He has no children. Over the past few years, the patient had lived in Assisted Living Facilities in different areas of Oklahoma and then his last hospitalization was secondary to a decrease in his ambulation and that led to going to rehab at the Noble facility.
REVIEW OF SYSTEMS:
Constitutional: The patient’s baseline weight has varied at his high. He weighed 245 pounds and was able to get down to 190 pounds.

HEENT: He wears reading glasses. He uses hearing aids. He did not have them in when I was speaking to him, but he was able to answer as though he could hear what I was asking so he was anxious to get his hearing aids charge so he can use them. He has native dentition. Denies difficulty chewing or swallowing.
CARDIAC: He denies chest pain or palpitations. No problems with hypertension. He does have a loop recorder. The evidence of that is in his admission paperwork. He could not recall exactly when it was placed or his cardiologist name. The patient is cognitive urine states he has no idea if he has had a UTI in the past.

GI: He denies dyspepsia. He is incontinent of bowel. Occasional constipation.

MUSCULOSKELETAL: His last fall was remote. He has wheelchair that he can propel. He states he is non-weight bearing so he does not use a walker it has been for about the last year. He states that it was just kind of acute weakness that his legs would not hold them up. He has been through PT and it did not affect change.

SKIN: He denies any rashes, bruising or breakdown.

PSYCHIATRIC: He denies depression or anxiety, but he states that he can talk about his ex- wives for a long-time.

PHYSICAL EXAMINATION:

GENERAL: The patient seated comfortably in his wheelchair. He was alert and engaging.
VITAL SIGNS: Blood pressure 120/81, pulse 82, temperature 97.6, respiratory rate 18, O2 sat 98% and weight will be obtained as it was not.
HEENT: Hair short and combed. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD. He was able to hear without his hearing aids was not requiring his glasses as he said it is usually just for reading.

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

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.
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ABDOMEN: Protuberant, but soft. Nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: Intact radial pulses. He has bilateral lower extremity edema about +1 to 2 at the ankle. His legs had been in a dependent position all day. Moves arms in a normal range of motion.

SKIN: He has bilateral lower extremities in Unna boot wrapping. The posterior left leg has wound that is dressed and then he has a deep tissue injury on his right heel. The patient also has pressure sore on the right buttock that is cleaned and covered.

PSYCHIATRIC: The patient appears to be in good spirits. Cooperative he is able to recall things gets carried away in conversation with his brother and then has to come to be reeled back into finish what we are talking about.
ASSESSMENT & PLAN:
1. New patient. There is no baseline lab on him so CMP, CBC, and TSH ordered.

2. Hyperlipidemia. He is on statins that work in two different ways so I am ordering a lipid profile to see how things stand for him in that regard.
3. Wound care. We will continue with the wound care company that is currently seeing him they seem to have a handle on what they are doing with him I spoke with him earlier today.
4. Overweight. We will have his weight recorded tomorrow and will then figure out his BMI and go from there.

CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

