


INITIAL EVALUATION
RE: Jack Hoskins
DOB: 10/02/1928
DOS: 02/20/2022
HarborChase AL
CC: New patient.
HPI: Pleasant 93-year-old gentleman seen in the room. He was sitting in his rocker. He was giving information. There were some things he was confused about. So he contacted his daughter who is able to give information. The patient was hospitalized 12/30/22 for three weeks due to diarrhea. There was multiple workup ruling out any infectious etiology, came to the diagnosis of collagenous colitis and pancreatic insufficiency which he had already been diagnosed with. From the hospital, he went to Jim Thorpe. He was there from 01/07/22 through 01/18/22. Before he left, he had a swallow study that showed need for dietary modification to mechanical soft with ground meat and honey thickened liquid. He went to Somerset. He was there through 01/24/22 when diarrhea and vomiting led to hospitalization at IBMC. Evaluation showed that the patient had lost his swallow mechanism and discussion regarding the option of PEG tube versus doing nothing. He now has a PEG tube in place through which he receives Jevity. The patient has an order for a pleasure diet, but when asked he states he attempts it infrequently. Again, the patient was at Jim Thorpe from 02/11/22 until he moved here on 02/18/22. He is currently followed by Golden Age Home Health. I have asked the daughter to remind them to bring a patient chart to the facility with his vitals, etc., and to make contact with the nursing staff when they are here. The patient had been receiving p.o. budesonide for colitis. It did not transfer on his medications here so that will be added after discussing it with the daughter. 
MEDICATIONS: Vitamin C 500 mg q.d., bethanecol 10 mg b.i.d. a.c., D3 25 mcg q.d., B12 1000 mcg q.d., docusate b.i.d. for 10 days, Proscar q.d., Lasix 20 mg b.i.d., levothyroxine 75 mcg q.d., lidocaine patch to the affected area, metoprolol 12.5 mg b.i.d., Remeron 30 mg h.s., omeprazole per PEG 20 mL, pancrelipase t.i.d. a.c., prednisone 10 mg q.d. for seven days to be completed 02/25/22, silodosin 8 mg q.d., Jevity Plus bolus q.i.d., with directions as to H2O flushes.

ALLERGIES: PCN.

CODE STATUS: DNR.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: He has lost weight. He cannot quantify. No fevers or chills.

HEENT: He points out something on the top of his head that he does not know what it is and reassured him that it is benign, but would have to be removed by a dermatologist. He wears glasses. He has full dentures and hears adequately without aids.

RESPIRATORY: No cough, expectoration or shortness of breath.

CARDIOVASCULAR: He denies chest pain or palpitations.

GI: The above and is continent of bowel unless he is having diarrhea and cannot get to the bathroom.

GU: No history of UTIs and is continent of urine.
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MUSCULOSKELETAL: He ambulates with a walker. No falls.

NEURO: No history of seizure, syncope or vertigo.

PSYCHIATRIC: Positive for depression and insomnia.

SKIN: The lesion on his scalp and no significant areas of wound breakdown.

PHYSICAL EXAMINATION:

GENERAL: Pleasant elderly gentleman, in no distress.

VITAL SIGNS: Blood pressure 140/80, pulse 81, temperature 97.1, respirations 17, and weight 135.4 pounds.

HEENT: Complete alopecia of scalp. In the middle of the front part of his scalp, he has a keratotic corn. It is nontender, but firm and adherent. Conjunctivae clear. Corrective lenses in place. Dentures still fit fairly well.

NECK: Supple without LAD.

RESPIRATORY: He had good respiratory effort and rate. Clear lung fields. No cough. Symmetric excursion.

CARDIOVASCULAR: Regular rate and rhythm without M, R, or G. PMI nondisplaced. 
ABDOMEN: Soft. Bowel sounds present. PEG stoma is clean, covered and dated that it was addressed today. No masses.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. He is frail, but the patient in immobility.

NEUROLOGIC: He is alert and oriented x3. He makes eye contact. He has clear speech. He can give information regarding his past medical history. It is the short term that has become the issue.

ASSESSMENT & PLAN: 
1. Sarcopenia. Continue with tube feedings and we will get a dietary consult. We will see what can be done to improve the patient’s nutritional status without tipping the cart to either causing diarrhea or constipation which has occurred intermittently the past couple of months. I am also ordering a CMP to assess TP and ALB and assess need for increased water flushes. 
2. Hypothyroid. We will check TSH.

3. Pain management. I did not clarify where his lidocaine patch was, but he also has Tylenol p.r.n. and is capable of asking for it. So, I encouraged him to do that.

4. HTN. We will watch his BP and HR and see if we can need to adjust BP medication.

5. Keratotic corn. It is benign and I know that from cosmetic perspective it may bother him and I told him that once he is stable, that we can look at getting him set up with dermatology. 
6. Social: I spoke with his daughter/POA Patty Cottle.

Prolonged contact with POA in 15 minutes.
CPT 99338
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
