


INITIAL EVALUATION

RE: Vernon Stowe

DOB: 07/09/1930

DOS: 03/04/2022

Harbor Chase AL

CC: New admit.

HPI: A 91-year-old in residence since 07/22/21 seen in his room. His wife who continues to live in their home was present. She is quite verbal and able to give information; however, the patient is as well. The patient was in another room when I entered. He comes out propelling himself in his wheelchair. He makes eye contact. He shakes my hand. He is very engaging and pleasant and was able to give a lot of his own history. The patient was living at home with his wife until he had a fall on 12/17/21 landing on his right side and sustained a right comminuted impacted fracture of his proximal humerus which is healing by conservative measures and a right intertrochanteric fracture for which he underwent ORIF with intramedullary nail repair. The patient is in a wheelchair, previously ambulated. Post hospitalization at NRH, the patient went to Brookwood SNF which wife expressed being very unhappy with. Her goal is for him to be able to walk again. He had no comment. He also has a history of renal disease. He is followed by nephrologist Dr. Alemu in MWC.

DIAGNOSES: Loss of ambulation post ORIF for a right hip fracture with intramedullary nail repair on 12/19/21 by orthopedist Dr. Maupin, HLD, HTN, GERD, bilateral macular degeneration wet, depression, anxiety and CRF.
PAST SURGICAL HISTORY: Four-vessel CABG with cardiac stent one year ago and per wife he also has bilateral iliac and fem-pop stents and bilateral renal artery stents, pacemaker and colon resection in 1988 secondary to colon CA. He did not require a colostomy. Bilateral cataract extraction and appendectomy.

ALLERGIES: IODINATED CONTRAST MEDIA.
MEDICATIONS: Norvasc 5 mg q.d., ASA 325 mg q.d., benazepril 10 mg q.d., brimonidine drops b.i.d. left eye, Aricept 5 mg q.d., fish oil 1000 mg q.i.d., Lasix 40 mg MWF, Lexapro 10 mg q.d., meclizine 25 mg t.i.d., Vytorin 10/20 mg q.d., Toprol 25 mg q.d., MVI q.d., Plavix q.d., Prilosec 20 mg q.d., Senna q.d., and Brilinta 60 mg b.i.d.
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CODE STATUS: Full code.
SOCIAL HISTORY: The patient has been married 62 years and was living at home with his wife Marjorie. He retired from Tinker as a liaison. Nonsmoker and nondrinker. They have two sons and a son who passed away in 2015.

REVIEW OF SYSTEMS:

Constitutional: He thinks he may have lost some weight, cannot quantify it.

HEENT: He wears bilateral hearing aids. He has lower and upper dentures which are loose secondary to his weight loss which wife was able to quantify stating that his baseline weight was 170 to 175 pounds.

Cardiovascular: No chest pain or palpitations.

Respiratory: No cough or SOB. He does have obstructive sleep apnea and has a CPAP which is here with him. That is a long-term issue.

GI: Continent of bowel. No difficulty chewing or swallowing. No nausea.

GU: No history of UTIs and continent of urine.

Musculoskeletal: Previously used a walker or a cane and wants to get back to that.

Neurologic: He states he occasionally has some memory issue, but overall thinks he is doing okay.

Psychiatric: Denies depression or anxiety.

Skin: Denies rashes, bruising or breakdown.

PHYSICAL EXAMINATION:

GENERAL: Thin older male, pleasant and cooperative.

VITAL SIGNS: Blood pressure 129/71, pulse 89, respirations 20, and weight 150.8 pounds.

HEENT: Hair well groomed. Conjunctivae clear. He has hearing aids in place. Moist oral mucosa. His dentures appear to be fitting well while he was talking and during the visit.

NECK: Supple. No LAD. 

CARDIOVASCULAR: Regular rate and rhythm without M, R or G. PMI nondisplaced.

RESPIRATORY: Good effort. Clear lung fields. Symmetric excursion. No cough.

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: Propels his normal wheelchair using his feet. No LEE. He has fairly good range of motion of his right arm distal, but movement of the shoulder he is a little bit conscious about and has pain at the left hip which he states has been going on for a week or so. He denies another fall. No change in his sleep position. He has not taken anything for pain though he has p.r.n Tylenol.
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ASSESSMENT & PLAN:
1. Right hip fracture post ORIF on 12/19/21. The patient had PT. Both he and his wife request additional, feeling that he did not make the gains that he thinks he could have. So PT and OT ordered.
2. Left hip pain. X-ray three views of left hip ordered.
3. Pain management. Norco 7.5/325 mg will be given routine a.m. and h.s. with q.8h. p.r.n. The patient able to ask for same if needed.

4. UA review. 03/01/22 UA was done secondary to complaints of dysuria. The initial read-out is actually unremarkable, appearing normal. A UTI panel is pending. So we will have staff check on that tomorrow.

5. Code status: We will review that with the patient at my next visit.

6. Social. Wife was present, went over things with her and she gave her input as well.
CPT 99328

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

