


INITIAL EVALUATION

RE: John Sinclair
DOB: 12/19/1944

DOS: 12/04/2025
Windsor Hills

CC: The patient is new to me, initial visit.

HPI: An 80-year-old gentleman seen in his room he was lying in his hospital bed watching television. He was alert initially did not know who I was and what I wanted so I explained that I was his new physician and just wanted to meet him and get to know some about him so he took a minute relaxed and then was open to answering questions regarding his medical history.

PAST MEDICAL HISTORY: Paroxysmal atrial fibrillation, dysphagia, obesity, insomnia, HTN, chronic pain syndrome, hyperlipidemia, osteoarthritis left hip with unsteady gait, generalized muscle weakness mobility, history of falls, and seizure disorder.

PAST SURGICAL HISTORY: The patient had brain surgery after an MVA, colon resection secondary to colon cancer, did not have chemotherapy it was addressed with resection.

MEDICATIONS: Temazepam 15 mg h.s., Colace one capsule q.d., Voltaren gel to both knees b.i.d. vitamin D 5,000 IU q. Monday, thiamine 100 mg q.d., MVI q.d., folic acid 1 mg q.d., Zocor 5 mg h.s., Toprol 25 mg one tablet b.i.d., Eliquis 5 mg q.12h., Dilantin 100 mg one capsule b.i.d., Keppra 250 mg one tablet b.i.d., and allopurinol 300 mg q.d.

CODE STATUS: Full code.

ALLERGIES: NKDA.

DIET: Regular diet with thin liquid.

SOCIAL HISTORY: The patient was a land man for 35 years. He was married for 35 years. His wife passed in 2009. He has three children. His daughter Michelle Smith who resides in Moore is his POA and he has a daughter Amanda she and her husband who is a lieutenant colonel live at Langley air base in Virginia and he has gone and spent time with them which she enjoys. Prior to coming here the patient lived in an apartment for 12 years by himself. The patient has a 20-pack year smoking history. He has not smoked in several years. He does have a smoker’s cough with occasional wheezing.
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The patient is actually receiving physical therapy. He had a fall approximately one month ago where he hurt his left leg and he has been getting therapy here at Windsor Hills, which he finds helpful. He talks about being in a rehab hospital in Langley for nine days, which he felt really helped him.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient states that his baseline weight was 305 to 340 pounds. He feels better with the weight that he has lost.

HEENT: He wears glasses. Has dentures that he generally has in place.

MUSCULOSKELETAL: Electric wheelchair that he operates using his right hand. He is a transfer assist. He is bed bound.

GU and G.I: The patient is continent of both bowel and bladder. The patient has a history of constipation that is treated.

SENSORY: The patient has 40% hearing ability in his right ear and 10% hearing in his left ear.

PHYSICAL EXAMINATION:
GENERAL: Obese gentlemen lying comfortably in his hospital bed focused on the television.

VITAL SIGNS: Blood pressure 115/60, pulse 85, temperature 97.6, respirations 18, weight 287.5 pounds, and BMI is 41.2.

HEENT: Male pattern baldness. EOMI. PERLA. Anicteric sclerae. Wears corrective lenses. Nares patent. Moist oral mucosa. The patient has dentures that were not in place and does have some native dentition.

CARDIAC: An irregular rhythm at a regular rate without murmur, rub, or r gallop. PMI nondisplaced.

RESPIRATORY: Anterolateral lung fields clear. The patient has difficulty sitting up in bed. He had no cough. Symmetric excursion.

ABDOMEN: Protuberant, nontender, and hypoactive bowel sounds present. No masses or HSM.

MUSCULOSKELETAL: Intact radial pulses, bilateral lower extremity edema trace to +1. The patient is a full transfer assist. He can partially weight bear with his right foot, gets around an electric wheelchair that he operates using his right hand.

ASSESSMENT & PLAN:
1. Seizure disorder. The patient had a recent Dilantin level drawn on 12/09 it returns at 2 which is below the target range of 10 to 20 and review of his medications show that he takes one capsule 100 mg b.i.d. and I will check to see if that was increased when the level was found however that is probably unlikely. He has not had any seizures however.

2. Anemia. H&H from 11/26/25 shows an H&H of 11.0 and 33.4, normal platelet and WBC count, and mild macro psychosis most likely due to seizure medication. Nothing needs to be changed at this time.
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3.  Hypoproteinemia. T-protein and ALB are 5.1 and 3.0. I have recommended a protein drink at least three days weekly gave the patient a couple of names and he said that he will look into having it delivered here.

4. Hypocalcemia 8.1. We will look at calcium carbonate supplement 500 mg one daily.

5. Hyperlipidemia. Lipid profile shows an HDL of 34 with target greater than 40 and LDL of 117 with target less than 100 otherwise his numbers are in target range.

6. Screening. PSA, TSH, and A1c are all normal.
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Linda Lucio, M.D.
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