


INITIAL EVALUATION

RE: Richard Kricher
DOB: 11/11/1970

DOS: 12/04/2025
Windsor Hills

CC: New patient for me.

HPI: A 55-year-old gentleman seen for the first time today he was propelling himself around in his manual wheelchair. He was cooperative to being seen initially a little bit hesitant about giving information. Staff reports that he generally stays in his room he will come out and around in his manual wheelchair. He is been a smoker in the past and occasionally will continue to smoke tends to keep to himself. I brought up the issue of fingersticks that he receives four times daily for diagnoses of DM II and told the nurse that we can cut it back to twice-daily and he immediately said no. He likes to have them as frequently as they are just to make sure that he has good control. When I spoke with him about his own history his ability to recall was limited.

PAST MEDICAL HISTORY: COPD, depression, allergic rhinitis, type I diabetes mellitus, hypothyroid, generalized muscle weakness, GERD, seborrheic dermatitis, loss of vision in right eye. The patient is status post CVA with sequelae of expressive aphasia and hemiplegia/hemiparesis of right dominant side.

MEDICATIONS: Remeron 7.5 mg h.s. MWF, Singulair one tablet q.d., Synthroid 112 mcg one tablet q.d., Eucerin cream to face b.i.d., Keppra 500 mg one tablet q.12h, ASA 81 mg q.d., docusate one capsule b.i.d. baclofen 5 mg q.8h. p.r.n., Lipitor 10 mg h.s., Lantus 30 units q.d., and lispro insulin per sliding scale.

ALLERGIES: NKDA.

CODE STATUS Currently listed is full code. We talked about DNR versus full code. The patient does not want chest compressions or intubation and so when I said do you want DNR and explained that to him he nodded his head yes.

DIET: Liberalized diabetic diet, mechanical soft with chopped meat and thin fluid.

SOCIAL HISTORY: The patient was never married. He has two adult children with whom he has no contact. He was in the Air Force. Smoked for 40 years. Denies alcohol use and when I asked what his employment was after the Air Force he just shrugged his shoulders he could not give me an answer.
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REVIEW OF SYSTEMS:
RIGHT EYE: Right eye loss of vision and left eye functional.

GI: He denies difficulty chewing or swallowing. He is continent of bowel. Denies constipation.

GU: The patient is continent of urine per his report occasional accident. The patient states that when asked he sleeps through the night. Denies pain. His appetite is good.

PHYSICAL EXAMINATION:
GENERAL: Frail appearing gentleman seated in his wheelchair, initially appeared reluctant to review his history but then seemed to relax and participated to the extent he could.

VITAL SIGNS: Blood pressure 109/68, pulse 84, temperature 98.1, respirations 18, O2 saturation is 94% on room air, FSBS 400, and weight 149.8 pounds, which is stable for patient.

HEENT: His hair is groomed. Right eye conjunctiva injected and limited mobility, tends to look to the right with that eye focuses with the left eye. He has poor dentition. The remaining teeth he has are bottom front and they are ground down to decayed stubs.

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

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Soft and bowel sounds hypoactive. No distention or tenderness.

MUSCULOSKELETAL: He has generalized decreased muscle mass and adequate motor strength. He propels his manual wheelchair using his left leg and he can pivot his transfer also using same leg.

ASSESSMENT & PLAN:
1. Diabetes mellitus type II. On 11/17, A1c is 7.4, which is good control and the patient opts to stay with FSBS x4.

2. Hypothyroid. The last TSH available was 425 and it was suppressed at 0.03, unclear if at this time there was an adjustment in his levothyroxine. The patient not able to give that information. I am ordering a followup TSH and then will make adjustments as need indicated.

3. CMP from 03/20/25 all values WNL with the exception of a T-protein of 6.1 and a prealbumin of 13.8. We will do follow up on those labs.

4. Advanced care planning. DNR form will be completed and placed in the patient’s record.

CPT 99306

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

