


INITIAL EVALUATION
RE: George Nixon
DOB: 10/27/1927
DOS: 02/13/2022
HarborChase AL
CC: New admit.

HPI: A 94-year-old seen in room that he shares with his wife; they moved in on 02/09/22. The patient was cooperative; however, it was clear he had both long and short-term memory deficits. He did try to give information for himself and for wife which turned out to be incorrect.

DIAGNOSES: Hypothyroid, CAD, HTN, seasonal allergies, DM II, and cardiac arrhythmia with anticoagulation.

ALLERGIES: NKDA.

MEDICATIONS:  Zyrtec 5 mg q.d., metformin 500 mg b.i.d. a.c., Mag-Ox b.i.d., Eliquis 2.5 mg b.i.d., Remeron 7.5 mg h.s., KCl 20 mEq q.d., and sucralfate 0.5 g b.i.d.

CODE STATUS: DNR.

PAST SURGICAL HISTORY: Bilateral inguinal hernia repair and four-vessel CABG.

SOCIAL HISTORY: Married 73 years, has four sons. DIL is POA. He was a smoker who quit approximately 40 years ago and has a 20-pack-year history. Nondrinker. He lived at home with his wife until her recent hip fracture when family determined that it was too much for family to maintain their care although they did have Visiting Angels 24 x 7 and thus the move here.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: He wears corrective lenses, is mildly HOH. Native dentition.

CARDIAC: Followed by Dr. Hercules at OHH. No chest pain or palpitations.

GI: Continent of bowel. No dysphagia.

GU: No history of UTIs. Continent of urine.
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MUSCULOSKELETAL: He has had two falls in the last six months with mild injury such as skin tears and bruising.

NEURO: Positive for memory deficits.

PSYCHIATRIC: History of sleep deficits and treated with Remeron.

Baseline weight is about 165 pounds.

PHYSICAL EXAMINATION:

GENERAL: Very well groomed elderly male, in no distress.
VITAL SIGNS: Blood pressure 169/100, pulse 88, temperature 97.7, respirations 15, O2 sat 94% and no weight available.
HEENT: He has partial male pattern baldness. NCAT. EOMI. PERLA. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: He has soft SCM throughout precordium. Regular rate and rhythm. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

ABDOMEN: Soft. No distention or tenderness.

MUSCULOSKELETAL: Ambulates independently in his room, but has a cane when leaving the room as well as a wheelchair for distance. No LEE.

NEURO: CN II through XII grossly intact. He has both long and short-term memory deficits. Oriented x 2. Has to reference for date and time. Speech is clear and makes eye contact.

PSYCHIATRIC: Appropriate affect and demeanor for situation.

SKIN: Decreased integrity. Soft and dry. No bruising or breakdown noted.

ASSESSMENT & PLAN:

1. Gait instability. He uses cane, will need to remind him to use it as he was walking independently in room. Has had falls, none since move-in but did have one at home in January.
2. Memory deficits. MMSE will be administered and just need to clarify things with him and if questions, with family.
3. HTN/cardiac arrhythmia. BP to be monitored daily going forward.
CPT 99328 and code for prolonged POA contact
Linda Lucio, M.D.
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