


INITIAL EVALUATION

RE: Walter Palmer
DOB: 07/19/1940

DOS: 01/25/2022
HarborChase AL

CC: New admit.

HPI: An 81-year-old in residence since 01/21/2022, seen today in room. The patient was cooperative. He however was confused about giving information. The patient has OTC medications that he dispenses, also states that he has not been able to give himself his glaucoma eye drops, but his son has been coming in the evenings to give them. I told him that we would have staff do it, he wanted to guarantee that they would do it routinely. It was noted that he had a cane, which he states he does not really use. He has a walker, which he uses to navigate within his room, but to leave his room he has a manual wheelchair that he is able to propel. When asked about ambulation, the patient states that his legs have just gotten weak and he has not been able to; asked him about physical therapy, he is not interested. Review of his chart, however, shows that he has a history of normal pressure hydrocephalus and is not a surgical candidate, but followed by NES. He states that he just needs to get himself motivated in order to get his ambulation where it should be. He states that he takes three Norco a day, which addresses pain. He has a history of chronic back pain as evidenced by epidural steroid injections and a neurostimulator that had been placed and subsequently removed as he found it of no benefit. He also has a history of lumbar compression fracture.

PAST MEDICAL HISTORY: Atrial fibrillation, CAD, glaucoma, normal pressure hydrocephalus, HLD, HTN, hyponatremia, chronic low back pain, and lumbar stenosis.

PAST SURGICAL HISTORY: Lumbar decompression surgery bilateral, ESI, appendectomy, cataract extraction, neurostimulator placement and subsequent removal, coronary artery stent x2, lumbar kyphoplasty secondary to compression fracture, LASIK eye surgery, and tumor excision of his parotid gland.

MEDICATIONS: Latanoprost OU q.d., sotalol 80 mg b.i.d., Nexium 20 mg b.i.d., Allegra 180 mg q.d., Norco 5/325 mg t.i.d., Xarelto 20 mg q.d., docusate q.d., losartan 50 mg h.s., Remeron 15 mg h.s., Zocor 10 mg MWF, and Tylenol 325 mg one q.h.s.
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DIET: Regular.

SOCIAL HISTORY: The patient is a widower. He has a son in OKC and a daughter in Austin. Mark is his POA. He is a retired oilfield engineer and a nonsmoker.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: He denies weight change, fever, or chills.

HEENT: He wears corrective lenses. Denies auditory deficits. No difficulty chewing or swallowing.

RESPIRATORY: Denies cough, expectoration or SOB.

CARDIOVASCULAR: No chest pain or palpitations.

GI: No nausea, vomiting, constipation, diarrhea. Continent of bowel, but he does wear a brief in the event of an accident.

GU: Urinary incontinence.

MUSCULOSKELETAL: He is weight-bearing and can ambulate short distance with the use of a walker. Propels his manual wheelchair for distance, but states he has general leg weakness. He cannot tell me the last time he had a fall.

NEURO: NPH with lower extremity weakness, but he seems uninformed about this.

PSYCHIATRIC: He denies depression or anxiety.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed, reclined in his recliner, appears comfortable, in no distress.

HEENT: Full-thickness hair. Corrective lenses in place. Conjunctivae clear. Nares patent. Moist oral mucosa. Native dentition.

NECK: Supple. Clear carotids.

RESPIRATORY: A normal respiratory rate and effort. Lung fields decreased bibasilar, but clear otherwise. Symmetric excursion without cough.

CARDIOVASCULAR: He has an irregularly irregular rhythm without MRG. PMI nondisplaced.

ABDOMEN: Protuberant. Bowel sounds present. No tenderness.

MUSCULOSKELETAL: Intact radial pulses. Moves arms in a normal range of motion.

LOWER EXTREMITIES: He has muscle flaccidity of his legs with increase of dorsum ankle and distal pretibial girth.

SKIN: Warm, dry, and intact with fair turgor.

NEURO: CN II through XII grossly intact. Orientation x2-3. Speech clear. Makes eye contact and cooperative.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.
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ASSESSMENT & PLAN:

1. Gait instability. He has three different assistive devices that he is able to use. NPH is likely the culprit as to his gait instability as well as a diagnosis seen of ankylosing spondylitis in addition to the chronic back pain. The patient defers PT at this time.

2. Lower extremity edema. The patient has a history of hyponatremia and has been taken off diuretics due to that, so despite the issue it is not uncomfortable for him and compression socks as he tolerates, otherwise no diuresis.

3. Normal pressure hydrocephalus stable at this point in time.

4. Atrial fibrillation/HTN. We will have BP and HR check MWF for the next month and make adjustments in medications as needed.

5. General care. CMP, CBC, and TSH ordered.

CPT 99328

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

