


INITIAL EVALUATION

RE: Thurston Clark
DOB: 02/07/1934
DOS: 02/13/2022
HarborChase AL
CC: New admit.

HPI: An 88-year-old who along with his wife moved in 01/27/2022, they share an apartment, both are seen today. The patient was observed ambulating independently, he was steady and upright. His speech was clear. He was able to give information and pleasant and cooperative. He states that he is feeling good and has had no issues with moving out of their home and into a facility.

PAST MEDICAL HISTORY: GERD, cardiac arrhythmia with pacemaker, HTN, HLD, BPH with nocturia, history of prostate CA, AKI, degenerative disc disease.

PAST SURGICAL HISTORY: Appendectomy, pacemaker with battery recently changed.
ALLERGIES: CODEINE, TETANUS TOXOID, and IRON.

MEDICATIONS: Prilosec 20 mg q.d., sucralfate 1 g q.i.d., Pepcid 20 mg q.d., Tylenol 325 mg q.d., Norvasc 2.5 mg q.d., atenolol 25 mg q.d., Eliquis 5 mg b.i.d., ASA 81 mg q.d., Flomax q.d., oxycodone 20 mg p.r.n. q.12h., morphine sulfate 30 mg b.i.d.

SOCIAL HISTORY: Married 67 years. He is a retired civil engineer working for DOT from which he retired. Nonsmoker, rare social drinker. He and his wife have two children, their friend Bill Putnam is their POA. He has a DNR.

FAMILY HISTORY: His mother died at 93 of natural causes. He never knew his father and he has twin sisters that were 12 years older than him who both died of natural causes at late age.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His weight is stable. No fever or chills.

HEENT: Wears corrective lenses. Hearing is adequate without HAs and native dentition in good repair.

CARDIOVASCULAR: He denies chest pain or palpitations.

RESPIRATORY: No cough or SOB.
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GI: Continent of bowel. No difficulties chewing or swallowing.

MUSCULOSKELETAL: He has not had fall for quite sometime.
PSYCHIATRIC: He has a good appetite and no insomnia.
PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished male, in no distress.
VITAL SIGNS: Blood pressure 163/88. Pulse 75. Temperature 97.7. Respirations 17. Weight was 176.8 pounds.

HEENT: He has full thickness hair. Conjunctivae clear. Corrective lenses in place. Native dentition in good repair with moist oral mucosa.

NECK: Supple with clear carotids. No LAD.
CARDIOVASCULAR: He had a regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Good effort. Clear lung field. Symmetric excursion to bases. No cough.

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

MUSCULOSKELETAL: Ambulates independently in room, was steady and upright. No LEE. Intact radial pulses. Has a tripod cane and a walker if needed for distance.

SKIN: Warm, dry and intact with good turgor. He has no bruising evident.

NEUROLOGIC: CN II through XII grossly intact. He makes eye contact. His speech is clear. He takes his time thinking to answer questions. He did have short-term memory deficits noted.
PSYCHIATRIC: Appropriate affect and demeanor for initial contact.
ASSESSMENT & PLAN:

1. Cardiac arrhythmia, recent update on his battery. He is followed at OHH North could not remember his cardiologist name, but last visit saw Dr. Kerns. Neuro did have some noted short-term memory deficits which he acknowledges, this is a new issue. Pain management source is back and adequately managed with current medication without as he feels compromising his thinking or alertness.

2. Reflux adequately managed with current medications. We will give some time and then bring up that he is on three different medications Pepcid or Prilosec likely can be discontinued.

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

4. The patient POA contact. POA contacted to review above who is in agreement.
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Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

