


INITIAL EVALUATION

RE: Jerold Jones
DOB: 10/12/1941

DOS: 04/05/2022
Autumn Leaves

CC: New patient.

HPI: An 80-year-old with Alzheimer’s disease who is cooperative to care, participates in activities, was observed rolling the dice this afternoon and I had a sense of humor when I teased him about it. He has a good appetite and sleeps through the night. He has had no falls since admit. I have seen patient previously, however, he is not able to give any information, his chart contains no medical information and today was the first time that I was actually able to get a hold of a family member his daughter Cherie Jones. The patient had been living with her for couple of months prior to admission when she stated that between having small children herself and then having to deal with her father his care needs exceeded what she was able to provide. She states that he had paranoid behavior accusing her and becoming agitated with her children, did not sleep well either.

PAST MEDICAL HISTORY: Alzheimer’s disease x5 years with BPSD in the form of paranoia, atrial fibrillation on Eliquis, HTN, HLD, and BPH.

PAST SURGICAL HISTORY: Bilateral cataract extraction.

MEDICATIONS: Aricept 10 mg q.h.s., Eliquis 5 mg b.i.d., Lopressor 50 mg q.d., Benicar 40/12.5 mg q.d., Protonix 40 mg q.d., Zocor 10 mg q.d., and Flomax q.d., clonazepam 0.5 mg two tablets h.s.

DIET: Low fat and low cholesterol.

CODE STATUS:: Full code.

ALLERGIES: NKDA.

FAMILY HISTORY: His mother had dementia.

SOCIAL HISTORY: The patient has been married three times. His last marriage was for three years and he was widowed 11/20/21. He has six children. His POA is Sherry along with brother Anthony Jones. The patient was in the military 26 years after retirement became a postal worker from which he then retired. Nonsmoker and nondrinkers.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: His weight has remained stable.

MUSCULOSKELETAL: He has no fall history and ambulates independently. He has intermittent lower extremity edema that responds to diuretic.

HEENT: He wears corrective lenses. No difficulties chewing or swallowing.

CARDIOVASCULAR: No chest pain or palpitations and per HPI.

RESPIRATORY: No cough or SOB.

GI: He can toilet, but occasional incontinence.

GU: Urinary leakage, but also can toilet.

SKIN: Denies rashes or breakdown.

PSYCHIATRIC: Positive for paranoia.

PHYSICAL EXAMINATION:

GENERAL: Well groomed gentleman walking around facility.
VITAL SIGNS: Blood pressure 103/68. Pulse 65. Temperature 97.8. Weight 160 pounds.

HEENT: He has well shaved hair. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids. No LAD.

CARDIOVASCULAR: An occasional irregular beat without MRG. PMI nondisplaced.

RESPIRATORY: Cooperates with deep inspiration. Lungs fields are clear. Symmetric excursion at a normal rate. No cough.

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

MUSCULOSKELETAL: Good muscle mass and motor strength. Steady gait. No edema.

SKIN: Warm, dry, and intact with good turgor.

NEUROLOGIC: Orientation x1. He makes eye contact. His speech is clear, but he is not able to give information just says a few words at a time. He is cooperative.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.

ASSESSMENT & PLAN:

1. Alzheimer’s disease stable. No BPSD monitor.

2. Sleep disorder. Clonazepam 0.5 mg ordered unclear where this order came from but it was one to two tablets so went ahead and started at two tablets and will titrate downward to 0.5 mg once he has an established sleep pattern.

3. HTN. BP well controlled. We will monitor over the next couple of weeks and if able we will then decrease or discontinue the Benicar.

4. General care. CMP, CBC, and TSH ordered and did discuss code status and they choose to remain full code.

CPT 99328 and advance care planning discussion 83.17 and prolonged time with POA 20 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

