


INITIAL EVALUATION

RE: Charles (Larry) Vache

DOB: 11/05/1930

DOS: 05/09/2021

Rivendell MC

CC: New admit.
HPI: A 91-year-old who is moving in today. His wife Janice Vache is already in residence. The patient will have a separate room. The patient has visited the facility and it was noted that there were clear memory deficits as well as generalized frailty and he continued to drive. His sons were spoken to regarding this and they voiced having the same concerns which has led to his admission today. The patient has previously been seen by Dr. Kershan, a neurologist. None of those records are available but he had also prescribed Sinemet. The patient denies that he has Parkinson’s disease despite treatment for same as well as all the stigmata of Parkinson’s. The patient was sitting quietly in a corner of his wife’s room while she was lying in bed. They seemed to be okay with each other’s presence. The patient was able to give information. There were some pieces that I will verify with family.

DIAGNOSES: Upper extremity tremors, chronic back pain, weight loss and gait instability.

PAST SURGICAL HISTORY: Bilateral cataract extraction and left knee replacement.

MEDICATIONS: Sinemet 25/100 mg two tablets t.i.d., Aleve 220 mg two tabs q.a.m. and we will add p.m. dose and p.r.n. Tylenol and Imodium.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient is married 62 years to Janice. They have two sons. Wade is POA. Nonsmoker and nondrinker. He is a retired aerospace engineer with a master’s. He states he retired in 1999, which would have put in his late 60s.
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FAMILY HISTORY: His mother died at the age of 95. She had dementia.  He states his father died at 106 years of age and did not have dementia. The patient is the only child.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Baseline weight is 170 pounds. He states that his weight loss started in early spring.

HEENT: He wears reading glasses and has drooling. He attributes it to when he takes a nap though he was drooling while we were sitting and talking. He denies auditory deficits.

RESPIRATORY: Denies cough, expectoration or SOB.

CARDIOVASCULAR: Denies chest pain or palpitations.

GI: He is continent of bowel unless he cannot get to the toilet.

GU: He is continent of urine unless he cannot get to the toilet. He will not quantify how frequently he has episodes of incontinence.

MUSCULOSKELETAL: He acknowledges that he has falls or trips and the last was about two weeks ago at home. He has never used a cane or a walker. He acknowledges having a tremor that interferes with doing some things like holding silverware or shaving. 

NEUROLOGIC: He does have hallucinations and states that he hears things that turn out to not be there and with further probing, he does have visual hallucinations where he sees shadows or things moving that he checks out and are not there. He denies night terrors. After he talked about his home and his personal property and his concerns about it, what his sons would do with it. I asked if there was some fear or paranoia that things were going to be taken care of or that he would not profit financially from his own belongings and he reluctantly said that that crosses his mind. The patient states that he sleeps through the night but did not sleep last night.
SKIN: He denies rashes or breakdown, but acknowledges that his hands get bruised easily.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly male with mild tremor and cooperative.
VITAL SIGNS: Blood pressure 137/81, pulse 91, temperature 97.2, respirations 18, and O2 sat 96%. Weight 138.2 pounds.

HEENT: He has full thickness hair. Conjunctivae clear. Nares patent. Native dentition. He has had his reading glasses with him, but not wearing. He did have a brief period of drooling, which he wiped quickly away.

NECK: Supple. He has subtle carotid bruit on the right and negative on the left.

RESPIRATORY: Cooperated with deep inspiration, but has decreased bibasilar breath sounds. Symmetric excursion without cough.
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CARDIOVASCULAR: Regular rate and rhythm with soft SEM right ICS. No rub or gallop. PMI nondisplaced.

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

MUSCULOSKELETAL: Ambulates independently. He has a short stride shuffling gait. His arms tend to just be at his side with limited movement. At rest he does have a mild upper extremity tremor increasing with intention. 

NEUROLOGIC: CN II through XII grossly intact. He is oriented x 2-3. He knew that it was either April or May, but did know the date and did know the year. His speech was slow and intentional, soft volume. He is articulate and is able to be redirected if needed.

PSYCHIATRIC: He was cooperative and pleasant. There is denial as to his actual health status and need to be here. The patient’s focus is on his home and what will happen to it.

SKIN: He has senile changes on the dorsum and forearms of both arms and resolving bruise on the volar aspect of his left forearm. He had no lower extremity edema. He is able to go from sit to stand using the table for support.

ASSESSMENT & PLAN:
1. Parkinson’s disease. We have requested information from his neurologist’s office and hopefully we will get that sooner than later. I am verbalizing the diagnosis simply based on tremor, drooling, gait and hallucinations with cognitive change.

2. Gait instability with tremors. PT and OT for any benefit the patient would have. He is open if he would benefit from use of either a cane or walker.

3. Hallucinations and paranoia. We will monitor this for now and if the patient needs treatment for that, then we will start something like Nuplazid. For right now may not be indicated as he does not have at least for now night terrors.

4. Weight loss. While his BMI is within target range for his height, there has been significant weight loss as noted even by his pants where he has them tightly gathered with his belt and it is clear that he cannot get them tighter than he has them. The patient denies difficulty with chewing or swallowing. We will monitor and see if there is any need for either a modified diet or would benefit from speech therapy. 

5. Advance care planning. POA/Son Wade requests DNR be signed. Physician certification form completed.

6. General care: CMP, CBC and TSH ordered.

CPT: 99328 and 83.17

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

