


INITIAL EVALUATION

RE: Thomas Davis

DOB: 01/30/1943

DOS: 12/04/2025
CC: The patient new to me.

HPI: An 82-year-old gentleman seen in his room he was lying quietly and snoring loudly while sleeping. I spoke to him got no response verbally I was able to listen to his heartbeat and his abdomen however his snoring got in the way of a good exam. I was told that the wife comes in after dinner time so I went back later and she was present so I was able to visit with her and get information regarding the patient she was very gracious. The patient is a dialysis patient. He started with peritoneal dialysis, which he received at home for about three to four year. She states that he did well. He had good energy and was active as his baseline. Then earlier this year 2025 the patient’s labs began to indicate that the peritoneal dialysis was not adequate and he was restarted on hemodialysis three days weekly. Wife tells me that he has had labs routinely assessing his H&H and will receive Neulasta if needed for anemia. In October 2025, he was seen at Baptist Hospital by his cardiologist and told that he needed an aortic valve replacement so he was admitted and that occurred she stated he appeared to get through the procedure with little negative affect. The patient then started hemodialysis at Integra Southwest Medical Center. She states the month of November was a good month for him until the end and the beginning of this month that he just seemed to become weaker.

PAST MEDICAL HISTORY: Chronic kidney disease stage V on hemodialysis, chronic respiratory failure with room air hypoxia, generalized muscle wasting and atrophy, dysphagia, protein-calorie malnutrition, obstructive sleep apnea, hypothyroid, GERD, chronic pain syndrome, hypertension, and hyperuricemia.

PAST SURGICAL HISTORY: Multiple skin cancer excisions but that is all that she could recall.

MEDICATIONS: Protonix 20 mg q.d., ferrocite 324 mg one tablet q.d., Renvela 800 mg three tablets t.i.d. a.c., primidone 50 mg one half tablet at h.s., MiraLax q.d., liothyronine 50 mcg one tablet q.d., Synthroid 150 mcg q.d., Lantus 15 units q.d., Allegra one tablet q.d., NovoLog sliding scale, calcitriol capsule 0.5 mcg one cap q.o.d., ASA 81 mg q.d., and allopurinol 100 mg two tablets q.d.

Thomas Davis

Page 2

SOCIAL HISTORY: The patient worked as a truck driver for Kellogg many years and after retiring from that position then was a school bus driver, which he states he really enjoyed working with kids. After retiring from school bus driving he then became involved in mentoring the young kids who were in the whiz kids program and enjoyed that. He taught Bible study at the village Baptist Church for many-many years and he had a first marriage and has two sons from that marriage one who lives independently here in Oklahoma City and the other one has some of disability so he lives with his father and stepmother. She states that he tries to help in patient’s care when he was at home. So Mr. Davis and current Mrs. Davis met at church and then got married they have been married 22 and half years. She also has two sons so that blended family. The patient is a nonsmoker and nondrinker. She stated he was not having falls at home prior to general decline that he is experienced. The patient’s wife Cheryl is his POA. We also discussed whether DNR had ever been discussed and she stated that it had been and that he has a DNR and that his wishes were to go naturally if he were not breathing or his heart not beating and I reviewed all of that with her and she understands what DNR implies.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Liberalized diabetic diet with mechanical soft chopped meat. The patient has nectar thick liquids.
REVIEW OF SYSTEM: The patient’s baseline weight is 192 pounds. He has gotten around in a wheelchair that he was able to propel on his own. Recently, he has been in the last couple of months is a full transfer assist. He is also now a feed assist at home. Initially, she said he was not having falls but then she acknowledges that she had to call the fire department to help with lifting him off the floor.
PHYSICAL EXAMINATION:
GENERAL: Frail elderly gentleman who slept the entire time that I was in with his wife.
VITAL SIGNS: Blood pressure 122/67. Pulse 78. Temperature 97.4. Respirations 18. O2 saturation 95%. FSBS 73 and weight 166.2 pounds.

HEENT: He has full thickness gray hair. Eyes remain close the whole time. Nares patent. He was mouth breathing and snoring in an apneic pattern.

CARDIAC: He has an irregular rhythm with a systolic ejection murmur at a regular rate. PMI nondisplaced. The patient has on his right chest wall a central line that is used for hemodialysis.

RESPIRATORY: Anterolateral lung fields and difficult auscultation given his snoring but he was taking deep inspiration. No cough. Decreased bibasilar breast sound.

ABDOMEN: Scaphoid, nontender, and bowel sounds present. No masses or HSM.
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MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. He will move his arms occasionally raising them and then setting them back down, did not grasp when I touched his palm. His lower extremities again decreased muscle mass and motor strength. No lower extremity edema. He has sleeves on bilateral arms for protection.

SKIN: Thin, dry, and generally intact. A few scattered bruises but no breakdown noted.

NEURO: The patient did not respond to his name and his wife was speaking odd enough that he could hear her but he had no response to her voice if he heard it.

ASSESSMENT & PLAN:
1. Diabetes mellitus type II. A1c from 11/21/2025 is 6.3 and given that I am going to decrease his Lantus. I am going to a decrease Lantus from 15 to 10 units.
2. Anemia. H&H are 6.8 and 21.0. The patient is given Epogen or erythropoietin via dialysis when his blood is checked so will try to get information as to what his CBC shows and hemodialysis and what the treatment is.

3. Hyponatremia. Sodium is 132, which is acceptable for the patient’s current condition whether it is caused to increase confusion it is difficult to decipher.

4. Hyponatremia. T-protein is 5.4 and albumin is 2.2. He is encouraged to eat. He is given feed assist as needed.

5. End-stage kidney disease stage V. The patient’s creatinine is 3.90 with a GFR of 15.8.

6. Hypothyroid. The patient’s FT4 is 0.59 in acceptable range.

7. Hyperlipidemia. All values are actually quite good and in target range.

8. Screening PSA. It is almost undetectable at 0.04, no concerns there. The patient’s TSH also was WNL.

9. Social. I gave the patient’s wife my office information if she needs to contact somebody in any event. She has an issue and cannot get a hold of anyone then she was given my cell phone number as well.

CPT 99306 and advanced care planning 83.17 and direct POA contact 45 minutes.

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

