


INITIAL EVALUATION

RE: Tommy Busby

DOB: 01/07/1944

DOS: 01/31/2022

Autumn Leaves

CC: New admit.

HPI: A 78-year-old in residence since 05/19/2021, previously followed by outside physician, I am now assuming his care. The patient was at Tuttle Care Center prior to move to Autumn Leaves this past May. He has a history of dementia without BPSD, CAD, HTN and major depressive disorder. He was sitting in a small day area with two other residents. It was noted that he was there for several hours watching TV. He would look about and appear to talk at least in the direction of one of the other residents and then just go back to television watching. When I spoke with him, he was pleasant and cooperative, not able to give information.

PAST MEDICAL HISTORY:  The patient was diagnosed with dementia in 2018, CAD with cardiac stents, HTN, depression, osteoarthritis, and COPD.

PAST SURGICAL HISTORY: Apart from cardiac stents negative.

MEDICATIONS: Alprazolam 0.5 mg h.s., ASA 81 mg q.d., BuSpar 7.5 mg b.i.d., Aricept 10 mg h.s., lisinopril 5 mg q.d., Claritin 10 mg q.d., Namenda 10 mg b.i.d. Naprosyn 220 mg b.i.d., Paxil 10 mg h.s., Norco 5/325 mg q.4h. p.r.n. and albuterol MDI q.6h. p.r.n.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient is married to Vicky x 38 years. She is his POA. He had a previous marriage from which he has two children with his son Jeffrey as alternate POA. He was a nonsmoker and nondrinker.

CODE STATUS: DNR.

HOSPICE: Lifespring Hospice.

PHYSICAL EXAMINATION:

GENERAL: Pleasant and alert male, in no distress.

VITAL SIGNS: Blood pressure 142/76, pulse 74, temperature 97.6, respirations 18, and O2 sat 97%.
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HEENT: NCAT. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD. He has native dentition and does not wear corrective lenses and no hearing aids.

RESPIRATORY: Normal effort and rate. Lung fields clear. Symmetric excursion without cough.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.
ABDOMEN: Soft and nontender. No distention. Bowel sounds present.

MUSCULOSKELETAL: He has fairly good muscle mass and motor strength of his upper extremities. He has fair muscle mass of his lower legs, but decreased motor strength. He is in a manual wheelchair that he propels and he has trace distal pretibial and ankle edema.

SKIN: Warm, dry and intact with good turgor. No breakdown noted. He does have a few scattered ecchymosis.

NEUROLOGIC: CN II through XII grossly intact. Oriented x 1. Makes eye contact. Smiled. He stated a few words that were random, unable to give information. He was cooperative to exam. He seems to be very easygoing.

PSYCHIATRIC: Appropriate and quite pleasant for initial contact.

ASSESSMENT & PLAN:
1. New patient with no recent acute medical events. CMP, CBC, TSH and A1c ordered for baseline lab. We will review and address any abnormalities at that time.

2. Code status. Reviewed the patient’s advance directive and he has previously had a DNR signed per his wife; however, there is not one in the chart. So, a physician certification will be signed.

3. POA clarified that it is in fact his wife as his son is listed as the first contact and we will address that with staff.

4. Gait instability with falls. The patient was previously ambulatory. He did have an occasional fall that increased after he got here; whether it was confusion due to everything that new for him unclear. He was put in a wheelchair. He has not fallen since then; however, he is now also not able to assist in his own transfers and he is a solid gentleman. Despite the fact that he is on hospice, I am going to engage Focus On Function for physical therapy so that he is able to do basic things like weight bear, assist in transfer and continue to propel his wheelchair in a safe manner.

5. Social. All of the above was reviewed in phone discussion with the patient’s wife who was helpful and happy to have been contacted.

CPT 99328 and 83.17
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

