


INITIAL EVALUATION

RE: Norman Stevens
DOB: 05/27/1936
DOS: 12/12/2023

Rivermont AL
CC: New admit.
HPI: An 87-year-old gentleman in residence since 11/21/2023, is seen today for initial contact. He is a tall, quiet, but pleasant gentleman of a few words and states that he has been a loner most of his life, he has found someone that he has dinner with here who is a man who is quiet and only says a few words as well. The patient states that he is getting used to things, he is a people watcher and has kind of sorted out for himself of who does steer clear of and who is harmless. We sat to review his PMH and he was quite cooperative. Information is gathered from an office visit of 11/16/2023, with his cardiologist and from the patient as well as some input from son David.
PAST MEDICAL HISTORY: Centrilobular emphysema, COPD mixed type, seasonal allergic rhinitis, abdominal aneurysm (AAA), BPH with lower urinary tract symptoms, gait abnormality; uses walker, B12 deficiency and mild cognitive impairment per Mini-Mental Status Exam score of 26 and elevated glucose; A1c was 6.4 on lab of 11/16/2023, and the patient started on metformin, which he does not believe he needs to take and spoke with him regarding this.
PAST SURGICAL HISTORY: Right groin hernia repair x 2 and left groin x 2 hernias with one surgical repair, prostate surgery unclear, polyp removal colon benign, hemorrhoidectomy, right knee surgery to repair medial and lateral meniscus post fall remote, cardiac stent x 1 and pacemaker placement.
PULMONOLOGIST: Dr. Kumar.

CARDIOLOGIST: Dr. Tahirkheli.
MEDICATIONS: Zocor 20 mg h.s., metoprolol 50 mg t.i.d., oxybutynin 5 mg b.i.d., metformin 500 mg b.i.d. a.c., azelastine nasal spray one puff b.i.d., Prilosec 40 mg q.d., ASA 81 mg q.d., and Lasix 20 mg q.d.
ALLERGIES: MOTRIN and PLAVIX.
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DIET: NAS.

CODE STATUS: DNR.
SOCIAL HISTORY: The patient has been married three times. His last marriage was approximately 40 years. He has been a widower five years. He has three children; two girls and a boy. His son David Gage is his POA. The patient retired from the Air Force as a tech sergeant after serving 25 years. He was then in the Air Force Reserves 12½ years. He also served active duty four years in the Coast Guard. The patient then worked as an electronics technician on B6 Fighter Jets, retired in 1995. Prior to admission, the patient was living alone in his home in Moore. Per his son David, he spent his time alone with little outside contact. Family had been after him for several years to go into Assisted Living and his daughter Crystal who is a hospice nurse had talked to him about the benefits and he resisted until one day about a month ago he called his son and stated that he was ready to go into a place where he would get assistance. Smoking, the patient has a 50-pack year history. He quit in 2014. He states he had rare alcohol use and none in several years. The patient was also driving up until he was admitted here and son states that he had multiple incidences of getting lost while driving and calling and needing help.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient’s baseline weight is 200 to 210, so he is a bit underweight from that.

HEENT: He wears reading glasses. Hearing is adequate without hearing aids and he has an upper plate. No difficulty chewing or swallowing.

CARDIAC: No chest pain or palpitations. He does have a history of cardiac stent x 1 in 2014. He denies chest pain or palpitations at this time.

RESPIRATORY: No cough, expectoration or SOB.
GI: No dyspepsia. Continent of bowel.

GU: No history of UTIs. Continent of urine. Sometimes, has urinary delay.

MUSCULOSKELETAL: Ambulates currently with a walker transitioning from using a cane. When asked, he denies any fall history and his son supports that.

NEURO: He acknowledges some cognitive decline. He does not seem upset about it. He states that he has a good appetite and a normal sleep pattern. Denies chronic pain.
PHYSICAL EXAMINATION:

GENERAL: Alert and pleasant gentleman, cooperative and warmed up through discussion.
VITAL SIGNS: Blood pressure 141/76, pulse 79, temperature 97.6, respirations 18, O2 sat 96% and weight 192 pounds. I looked back on 11/16/23 note, his weight at that time was 191.9 pounds, so almost exactly where he is at now.
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HEENT: He has full-thickness hair. Sclera clear. Nares patent. Moist oral mucosa. Secure fitting upper plate. Native dentition in good repair.

NECK: Supple with clear carotids. No LAD.
CARDIOVASCULAR: Heart sounds are distant and occasional irregular rhythm. No rub or gallop noted. PMI nondisplaced.

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

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds. Lung fields clear. No wheezing, rales or rhonchi. No cough.

MUSCULOSKELETAL: Goes from sit to stand independently. Moves limbs in a normal range of motion. He is steady and somewhat slow in his movement, but once he gets going he has an even pace. No lower extremity edema. Moves arms in a normal range of motion.
SKIN: Warm, dry and intact.  Good turgor. No bruising or breakdown noted.
NEUROLOGIC: CN II through XII grossly intact. He makes eye contact. Speech is clear. He did become engaging. Affect, he smiled a few times when appropriate.
ASSESSMENT & PLAN:
1. Clarification of code status. The patient had an incomplete DNR form in his chart. He has an advance directive indicating no heroic measures. I talked to him and he said when it was his time he just wanted to be left alone, so DNR is signed and placed in chart.

2. Issue of DM II. The patient’s A1c of 6.4 for his age is within normal as target is 7 to 7.5. The patient states he does not like taking the metformin due to GI issues, so it is discontinued and we will follow up with an A1c in three months.
3. Hyperlipidemia. Lipid profile will be checked with baseline labs.

4. Urinary hesitancy. We will give time here and then our next visit if it continues as an issue, then we will adjust the dosing of oxybutynin, which I explained to him and he is in agreement with.

5. Chronic seasonal allergies treated with current medication.

6. Social. Spoke at length with his son/POA David Gage about the above.

7. General care. CMP, CBC, FLP, TSH ordered and will be reviewed at next visit with the patient.
CPT 99345, advance care planning 83.17 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

