


INITIAL EVALUATION

RE: Joe Craig

DOB: 09/27/1941

DOS: 04/05/2022

Autumn Leaves

CC: New patient.
HPI: An 80-year-old in residence since 04/01/2022, with a diagnosis of Alzheimer’s disease. Since admission, the patient has been quiet, but cooperative with care. Staff state he is redirectable. In speaking with him, he is unable to give any significant information but does put forth effort. When I saw him and throughout my speaking with him, he wore very dark sunglasses and at the end of speaking with him and asking him to see what it looks like without his sunglasses, he took them off and then I was able to also see that he has a clear inflammation of both eyes. The patient’s daughter and POA Deborah Taylor was available for PMH info. In addition to the evident eye irritation, looking at the patient’s legs that were visible, he had significant scaling and dryness stating that he has had that problem for a long time, but it has now worsened than it has been and there is no evidence of treatment for it in his orders. He also did ask me how he would get out of the facility and I told him that he would not unless someone else made a decision on his behalf.

PAST MEDICAL HISTORY: Alzheimer’s disease was diagnosed in 02/2021 with symptoms beginning 05/2019, lower extremity edema, HLD, depression/anxiety, delusional thinking, GERD.

PAST SURGICAL HISTORY: Bilateral cataract extraction with lens implants, inguinal hernia repair, and multiple skin cancer excisions.

MEDICATIONS: B12 1000 mcg q.d., Lasix 20 mg q.d. and will be increased to 40 mg, Namenda 10 mg b.i.d., Aricept 10 mg h.s., use remaining supply and then discontinue, KCl 10 mEq q.d., Zocor 20 mg q.d., discontinue med when remaining supply used, Zoloft 150 mg q.d., risperidone 0.5 mg b.i.d. and esomeprazole 20 mg q.d.

ALLERGIES: Bee and wasp stings.

DIET: Regular.
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CODE STATUS: Initially, full code; after speaking with daughter, the patient will be made DNR.

SOCIAL HISTORY: The patient was married for 50 years and has been a widower for 10 years. Nonsmoker. Occasional social drinking. Two daughters. He is a retired tool and die maker. He went to live at Village on the Park AL on 03/04/2021 and by 03/09/2021 was in MC unit. He moved here was due to the smallness of the MC unit and with the patient stating he felt like a prisoner there.

FAMILY HISTORY: Negative for dementia and positive for longevity.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Weight, he has gained weight per daughter; baseline weight was 165-170 pounds and currently 213 pounds.

HEENT: He has a bottom plate and wears readers and has hearing aids that he does not use. Redness and irritation of both eyes and it has been going on several months.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

MUSCULOSKELETAL: He walks independently. Denies falls.

NEUROLOGIC: Denies having problems with his memory.

SKIN: History of dryness of both lower extremities.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished male in no distress.

VITAL SIGNS: Blood pressure 143/80, pulse 88, temperature 98.4, respirations 16, and weight 213 pounds with a BMI of 27.3.

HEENT: He has thinning and a male pattern hair loss distribution. Bilateral conjunctivae are injected right greater that left. There is no matting of the lashes or tearing that is noted. Nares patent. Moist oral mucosa. Well-fitting bottom plate.

NECK: Supple. Clear carotids. No LAD.

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

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

ABDOMEN: Protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: Ambulates independently, limbs moves in a normal range of motion and intact radial pulses.

EXTREMITIES: Lower Extremities: He has 1 to 2+ pitting edema and significant skin dryness with flaking and to the point of scaling.
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NEUROLOGIC: CN II through XII grossly intact. He makes eye contact. He is initially detached and then seems to warm up once he is comfortable. He did clearly ask as to how he would get out of here and I told him that it was secured and that would not be happening. He was not agitated thereafter.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact. He was redirectable, cooperated with directions and answered questions and it appeared as appropriately as he could.

ASSESSMENT & PLAN:
1. Bilateral conjunctival injection. Visine-A eye drops a.m. and 2 p.m. routine and we will follow up on that next month.

2. Bilateral lower extremity dryness with excessive flakiness. Triamcinolone cream 0.1%, 180 g to be dispensed, to lower extremities a.m. and h.s with CeraVe cream then to be placed once that is resolved.

3. Code status. After discussion, daughter opts for physician certification of DNR that form is signed and placed in chart.

4. B12 deficiency. B12 level ordered.

5. General care. CMP, CBC, lipid profile and TSH ordered.

6. Med review. There are medications considered nonessential that we will use the remaining and then discontinue the order for same.

CPT 99328, advance care planning 83.17 and prolonged contact with POA 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

