


INITIAL EVALUATION

RE: George Dannehl
DOB: 03/24/1935

DOS: 01/25/2022
HarborChase AL

CC: New admit.

HPI: An 86-year-old seen in room, he had just been toileted by a caretaker from Noval Senior care. The caretaker states that today was her first day with him and that he will have a caretaker with him throughout the day and then at h.s. The patient was noted to have a bump with an abrasion on the right side of his forehead, there was clot formation, no longer actively bleeding. The patient could not tell me when it happened or how it happened nor did the caretaker know. The patient has a history of Alzheimer’s disease in addition to HTN and CKD. He makes eye contact. He speaks it is slow and deliberate. He has clear short-term memory deficits, attempts to answer questions and is able to give some information. He was previously followed by an outside physician Dr. Connery. The patient has been in residence since 03/04/2020.

ER visit on 01/24/2022, SSM after a fall, in which he sustained the abrasion noted to the right side of his forehead. C-spine films, head CT, and right elbow imaging ruled out any fracture or other acute changes.

PAST MEDICAL HISTORY: Alzheimer’s disease, hyperlipidemia, HTN, CKD III, history of renal cell carcinoma, hypothyroid, and gait instability with falls.

PAST SURGICAL HISTORY: Nephrectomy, bilateral cataract extraction, CABG, and cholecystectomy.

MEDICATION: Norvasc 5 mg q.d., ASA 81 mg q.d., Plavix q.d., Avapro 150 mg q.d., levothyroxine 200 mcg q.d., metoprolol 25 mg b.i.d., Seroquel 100 mg h.s., Zocor 20 mg h.s., Flomax q.d., and D3 2000 units q.d.

ALLERGIES: DEMEROL, TYLENOL, LISINOPRIL, PROMETHAZINE, and MEPERGAN-FORTIS.

CODE STATUS: Full code.
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SOCIAL HISTORY: The patient is a widower x3 years. He had owned a manufacturing company. He is a nonsmoker and nondrinker. Daughter Brenda Graham is his POA.

FAMILY HISTORY: Noncontributory.

PHYSICAL EXAMINATION:

GENERAL: The patient seated in his wheelchair. He was quiet with a blank expression.

VITAL SIGNS: Blood pressure 109/88, pulse 42, temperature 97.0, and respirations 24.

HEENT: Male pattern baldness. Conjunctivae are clear. Corrective lenses in place. Nares patent. Moist oral mucosa with native dentition. Carotids are clear. No LAD.

NECK: Supple.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: Intact radial pulses. No LEE. He has an abrasion with clot formation on the right forehead, nontender to palpation.

NEURO: CN II through XII grossly intact. He did make eye contact. He seemed to warm up as the longer that we talked, but he is limited in the information he can give.

ASSESSMENT & PLAN:

1. General care. CMP, CBC, and TSH ordered. There are no labs available in his chart.

2. Code status. We will speak with the patient as well as POA regarding code status.
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Linda Lucio, M.D.
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