


INITIAL EVALUATION
RE: Perry Nemecek
DOB: 12/04/1944
DOS: 04/21/2022
Rivermont MC
CC: New admit.

HPI: A 77-year-old admitted 03/30/22. This is my first visit with him. His wife/POA Glenda Nemecek is present. When I entered the room, the patient is noted to be robust in appearance, well groomed, makes eye contact. She did not speak, but watched me guardedly. His wife very quickly told me that she had a lot of questions and things that she wanted to bring up, in particular his insomnia which was an issue at home. They had developed a regimen of trazodone and melatonin that seemed to work for him and hopes that that can be done here. Told her I would order it and we will see if it works. The patient has a history of chronic seasonal allergies followed by the Oklahoma Allergy Clinic and staff administers his injections as well as his nasal sprays. The patient was followed through OU Physicians Senior Health. His last visit was 03/17/22 through tele-med. At that time, sundowning and insomnia was addressed. Physician felt sundowner’s side effect of the Seroquel, so the 25 mg t.i.d. was decreased to b.i.d. Insomnia was acknowledged, but no orders given to address. Wife states when he is given melatonin that puts him to sleep quickly, the problem is keeping him asleep. So they wake up to re-dose him during the night. Trazodone was added by primary care physician. They were seen by his NP on 03/16/22 and she started trazodone 100 mg h.s. Wife acknowledges that it works, but for a limited time. When I spoke to the patient by himself, he was very defensive in answering questions and while he spoke, he did not give an answer. When I asked if he noted his memory was changing, his response was in a roundabout way perhaps and when asked what he did professionally, he said well I am enjoying free time until I had to come here and again I pressed him about what his job was and he said it does not matter I am here. He was in banking, retiring as a bank president after 42 years. Wife adds that she noted that he was no longer able to write a check and when it came to signing a bill in a restaurant, he could not figure out the numbers or the tip percentage. 
DIAGNOSES: Dementia. Recent CT of head showed generalized parenchymal atrophy and diffuse white matter hypoattenuation and chronic small vessel ischemia. He has been maintained on Namenda.
Perry Nemecek
Page 2

BPSD – there has been a decrease in his irritability especially toward his wife with a decrease in the Seroquel. However, there is evidence that it remains and we will not press that at this time, allowing him to acclimate from being away from home and in the new facility. Insomnia, HTN, GERD, BPH, gout of right knee, HLD, and history of hyponatremia.

PAST SURGICAL HISTORY: Bilateral cataract extraction, basal cell carcinoma, excision from the nose, hemorrhoidectomy, left hip replacement, sinus surgery, and tonsillectomy.

MEDICATIONS: Vitamin E q.d.., melatonin 5 mg h.s., calcium carbonate q.d., Voltaren gel q.i.d. to joints, levothyroxine 112 mcg q.d., Proscar q.d., Singulair q.d., Seroquel 25 mg b.i.d., Zyrtec 10 mg q.d., Namenda 10 mg q.d., Benicar 40 mg q.d., trazodone 100 mg h.s. and melatonin will be 15 mg at 8:30 with 5 mg if he awakens during the night, Atrovent nasal spray b.i.d. and azelastine nasal spray b.i.d.

ALLERGIES: ALLOPURINOL, CELEBREX, CIPRO, LASIX, LEVAQUIN, LORAZEPAM, and MELOXICAM.
FAMILY HISTORY: Positive for MI and dementia in two of his uncles.

CODE STATUS: Has advance directive. No DNR.

DIET: Regular with thin liquid.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient wears corrective lenses. He has native dentition. He does not wear hearing aids. He denies chest pain or palpitations. Denies shortness of breath or cough.

GI: No constipation. Incontinent of bowel.

GU: No hematuria or dysuria. Incontinent of urine.

MUSCULOSKELETAL: Ambulates independently. He has had no falls. 
NEURO: Positive for dementia diagnosis.

PHYSICAL EXAMINATION:

GENERAL: Well groomed and well developed male, cooperative. 
VITAL SIGNS: Blood pressure 136/73, pulse 72, temperature 98.2, respirations 17, and O2 sat 98%. 
HEENT: Hair well groomed. Conjunctivae clear. Corrective lenses in place. Native dentition good. 
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NECK: Supple. Clear carotids. Hearing appears adequate.

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

CARDIAC: Regular rate and rhythm. No M, R, or G. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. Slight protuberance, but no tenderness.
MUSCULOSKELETAL: He has an erect posture. No lower extremity edema. Ambulates independently, will fidget, moving his arms, putting them in his pockets and crossing across his chest and down to his side repeat. He after his wife left continued to walk about, pacing, asking where he needed to go and what he should do.
NEURO: CN II through XII were grossly intact. He is alert. He is oriented x 1 to 2. His speech is articulate. However, he does not give information. When he answers, he answers in a very global way. 
PSYCH: He appears to have some paranoia and a lot of caution about saying anything. He does not seem to acknowledge what was going on at home.
SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN: 
1. Dementia. We will just assess what his care needs are, giving him time to acclimate to the facility as I get to know him. Reassured him that I am on his side, wanting to be his advocate and what cares in his best interest is what will be recommended. We will continue on Namenda only and I agree with that. At this point, memory formation is passed.

2. Insomnia. I have written and made sure that the nurses are aware that he does get his melatonin 15 mg at 8:30 along with trazodone 100 mg and should he awaken during the night, an additional 5 mg of melatonin will be given.
3. Seasonal allergies. The nurses monitor the use of his nasal MDIs and do his monthly allergy injection. He has received one since here as it was due. 
4. Hypothyroid. We will check on TSH. 
5. Labs in general: He had CMP and CBC in January, all WNL.

6. HDL: The patient’s total cholesterol was 140 when checked in January with HDL of 47 and LDL of 76, so this medication could be easily discontinued.
7. Vitamin D supplementation. His D3 level when checked in January was 29.84; low end of normal is 30, so we will continue with supplementation.
CPT 99328 and prolonged direct contact with POA, wife Glenda 45 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
