


INITIAL EVALUATION
RE: Ken VanDyke
DOB: 11/01/1925
DOS: 03/16/2022
Rivendell AL
CC: New admit.

HPI: A 96-year-old seen in apartment that he shares with his wife who was also present. The patient was able to give information for himself as well as for his wife. In addition, there was a recent office visit note prior to admit here. The patient is well-versed in his medical history having much of it on his iPhone. The patient begins with focus on his wife on how she needs to be seen first. She was recently diagnosed with Alzheimer’s dementia and it appears to be difficult for him to tolerate. After I had seen both parents, I spoke with their daughter and POA Sandy Foste who acknowledges her father’s difficulty in accepting her mother’s changes. He has also been generally in charge and now has a spouse who does not even acknowledge what he is saying.

PAST MEDICAL HISTORY: HTN, hypothyroid, BPH, unspecified dysphagia, glaucoma and HLD.

PAST SURGICAL HISTORY: Hemorrhoidectomy, nasal septum removal, bilateral blepharoplasty, bilateral cataract extraction, varicose veins bilateral legs more than once and right femur fracture with ORIF, Dr. Derek West, orthopedist.

ALLERGIES: NKDA.

MEDICATIONS: Atenolol 50 mg q.d., losartan 50 mg q.d., Zocor 20 mg h.s., levothyroxine 100 mcg q.d., Flomax q.d., Proscar q.d., vitamin C 1000 units q.d., timolol OU b.i.d. and latanoprost OU h.s. and MVI q.d.

DIET: Regular.

CODE STATUS: Full code.

SOCIAL HISTORY: He is married to his wife for 70 years. They have a boy and a girl; daughter Sandy is POA. He worked for AT&T in multiple arenas retiring in upper administration. Nonsmoker and social drinker. He and his wife lived at home up until moving to Southwest Mansions where they were residents for five years and now moved here in residence since 03/10/2022.
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REVIEW OF SYSTEMS:

CONSTITUTIONAL: He has lost some weight, but he cannot quantify it. Baseline weight was generally 160 to 165.
HEENT: Wears corrective lenses, bilateral hearing aids and has a full upper plate. Denies difficulty chewing, the recent swallowing issue; he has sought out a GI physician at Community Hospital and will make an appointment there. He tells me that he needs to have his esophagus dilated; again, he has already made a diagnosis before being seen.

RESPIRATORY: He denies SOB, cough or expectoration. He has OSA and uses a CPAP.
CARDIAC: Denies chest pain or palpitations. BP generally well controlled.

GI: No nausea or vomiting. He is continent of bowel.

GU: No hematuria. Positive for BPH and continent of urine.

MUSCULOSKELETAL: He had a fall 02/21, which resulted in the right femur fracture and ORIF from what he rehabbed nicely and does not require assistive device for mobility. Denies a history of lower extremity edema.

SKIN: He denies rashes, bruising or breakdown.

NEURO: No history of seizure, syncope or vertigo.

PSYCHIATRIC: Denies depression, anxiety or insomnia.

PHYSICAL EXAMINATION:

GENERAL: Alert and well-groomed male, cooperative.
VITAL SIGNS: Blood pressure 154/64, pulse 61, temperature 97.4, respirations 16, O2 sat 97%, he is 5’8” and weighs 151 pounds with a BMI of 22.6.
HEENT: NCAT. EOMI. PERLA. Conjunctivae clear. Corrective lenses in place. Nares patent. Moist oral mucosa. Dentures well fitting.

NECK:  Supple. No LAD. Clear carotids.

CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: Normal respiratory effort and rate. No cough. Symmetric excursion.

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

MUSCULOSKELETAL: He ambulates independently. No lower extremity edema. Intact radial pulses. Limbs move in a normal ROM.

SKIN: Warm, dry and intact. Senile changes.

NEURO: CN II through XII are grossly intact. Alert and oriented x3. Clear coherent speech.

PSYCHIATRIC: Appropriate affect and demeanor for situation.

ASSESSMENT & PLAN:

1. Dysphagia. We will monitor for this and we will assist him in getting an appointment made if he is not able to do it on his own. He may need a referral which I would be happy to provide and informed them of that.
2. HTN. We will monitor his blood pressures with adjustments in medication if needed.
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3. Hypothyroid, needed TSH and we will attempt to get the most recent labs and, if unable to, we will redraw them.

4. General care. He acknowledges difficulty dealing with his wife and, if it becomes more of an issue, then we will look into maybe she needs to be in one room and he in another. His daughter who I spoke with later will discuss DNR status with him.

CPT 99328 and prolonged contact with POA 15 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

