


INITIAL EVALUATION
RE: Bruce “Alfred” Fuller
DOB: 07/10/1939
DOS: 12/11/2023
Rivermont AL

CC: New admit.

HPI: An 84-year-old gentleman seen today. The initial part of contact was with him alone. His wife who had been in the facility for other reasons then just came in and joined. She began answering questions that I directed to him and I had to ask her to let him answer for himself and then I would let her know when I needed her help and she did not seem to have appreciate that, but I explained it helps me to understand his cognition. When the patient and I were alone, I asked his age. He told me he was 88. When I looked and I told him that his actual age was 84, he seemed surprised. The patient’s overall demeanor seemed to change once the wife was present. He did not look at her and I think he felt stressed to answer questions or she was going to. It was also cleared that she was easily frustrated with him and gave him facial expressions to that extent.
PAST MEDICAL HISTORY: Bipolar disorder with depressive component, hyperlipidemia, DM-II, constipation, glaucoma, hypertension, BPH, and insomnia per the patient report.

PAST SURGICAL HISTORY: Bilateral cataract extraction and appendectomy.

MEDICATIONS: Sinemet 25/100 mg four tablets q.i.d. one hour postprandial and at h.s., Fiberlax one tablet b.i.d., Proscar q. noon, latanoprost eye drops OU h.s., lisinopril 2.5 mg at 9 p.m., metformin 1000 mg one tablet q.d. a.c., lithium carbonate capsule 300 mg one p.o. q.d., Paxil 30 mg at lunch, Zocor 20 mg 9 p.m., Flomax at lunch and B12 1000 mcg at 9 a.m.

ALLERGIES: AMANTADINE.

CODE STATUS: DNR.

DIET: Regular.

Bruce “Alfred” Fuller

Page 2

SOCIAL HISTORY: The patient lived with his wife in Independent Living at another facility until his care needs accelerated what she can do and his cognition declined. She is now in IL at Rivermont and he is here. She visits frequently. They have a long-term marriage, two children, a boy and a girl. Wife is his POA. He is a retired electrical engineer who at the end of his career went into computer programming. He retired in 1998. He has a 75-pack-year smoking history. He is not smoking a few years now. He denies ETOH use.

FAMILY HISTORY: Negative for dementia or other neurologic disorders to include Parkinson’s.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Baseline weight is 170 pounds which wife states he has lost weight if the given weight here 148 pounds is correct.

HEENT: He has male pattern hair loss. He does not wear corrective lenses. Native dentition and here as well without hearing aids. He denies chest pain or palpitations. Denies cough, SOB, or expectoration.

MUSCULOSKELETAL: He uses a walker and he has a different gait, but he denies having any falls since he has been using them.

GI: He denies abdominal pain. He states that he has constipation where he will go sometimes three to four days, got a BM. His wife refutes that and glares at him.

GU: Denies urinary incontinence. No recent history of UTIs.

NEURO: He denies headaches. Denies Parkinson’s disease and no seizure history.

PSYCHIATRIC: He has a diagnosis of bipolar disorder and his medications have been monitored by his previous PCP with lithium level recently drawn, not available to me at this time.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, appears to be seated comfortably after walking in with his walker, and he is attentive.

VITAL SIGNS: Blood pressure 133/78, pulse 78, temperature 97.2, respirations 18, and weight 148 pounds.

HEENT: He has male pattern baldness. Sclerae are clear. Nares are patent. Moist oral mucosa. Native dentition.

NECK: Supple with clear carotids. No LAD.

RESPIRATORY: He has a good respiratory effort at a normal rate. Lung fields are clear. No cough and symmetric excursion.
CARDIOVASCULAR: He has regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

Bruce “Alfred” Fuller

Page 3

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

MUSCULOSKELETAL: He ambulates with the use of a walker which he holds on to that he keeps it pushed out in front of them and he walks with his knees flexed. So, it is just a very strange gait, but for whatever reason that is how he has learned to use it or feels safest in his words.

NEURO: CN II though XII grossly intact. He makes eye contact when he is speaking or being spoken to. His orientation is to self in Norman Oklahoma. He has to have questions repeated evident, short-term memory deficits.

SKIN: Warm, dry and intact. Good turgor. There is no breakdown or bruising noted.

PSYCHIATRIC: Affect appropriate for situation with wife present. He tended to look in my direction only looking in her direction when it was clear that she was being critical or disagreeing with him. It did not seem to bother him.
ASSESSMENT & PLAN:
1. Bipolar disorder, on lithium. Quarterly level was done one month ago per wife at his prior PCP. She will obtain a copy of that for his chart here and I am aware despite her repeated reminders that level is to be done q. 3 months and adjustments in his lithium level can be made by myself or Dr. K the neurologist who is following him.
2. Dementia. The patient is now diagnosed and this is per later discussion with the patient’s wife with frontotemporal dementia. Diagnosis was made per scans that were done in the initial evaluation with Dr. K who found he did not have Parkinson’s disease, but he does have frontotemporal dementia and he is following him for that.

3. DM-II. Wife states that she believes A1c was previously done or is to be done. She is taking them out for labs this week to the Mercy South Clinic and he will get his chart copies of labs that he had done a month ago as well as what he is having done later this week.
4. Constipation. MOM 30 mL p.o. q.d. p.r.n. ordered.

5. Weight loss. Wife is concerned about his current weight. She states that the portions given are not enough and we talked about double portions and she would like to have that for him.

6. Insomnia. The patient states that he lies for hours before he falls asleep when start with trazodone 25 mg h.s. and see if that works after one week. He continues with the insomnia then we will increase it to 50 mg (two 25 mg tablets).
7. Right thigh pain. This is during the exam, he brought up that his right thigh hurts and he states that it is worse when he has to stand up or push himself from a sitting position by exam. There was nothing notable, but we will do icy hot to right thigh. Staff to apply at morning and bedtime.
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8. Advance care planning. A DNR is signed. He has an advanced directive indicating no heroic measures and there is a DNR that the patient signed, but that is it. I will have to do a physician order DNR.
CPT 99345, direct POA contact 30 minutes, and advance care planning is 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
