RANDALL RESIDENCE MEMORY CARE
___________
HISTORY AND PHYSICAL
DATE OF VISIT:
05/13/2022
PATIENT:

RAYMOND OLSON (11/27/1948)

H&P:
Mr. Olson has been transferred to memory care from an assisted living because he was not able to take care of himself and he has been getting more confused.  He is forgetful, but pleasant.  Denies any nausea, vomiting, diarrhea, chest pain, shortness of breath, loss of consciousness, fever or chills.

PMH:
Significant for hypertension and Alzheimer’s dementia.

FH:
Noncontributory.

SH:
Denies smoking, drinking, or any drug abuse.

ALLERGIES:
None.

MEDICATIONS:
As per attached list.

ROS:
As per history of present illness.

PE:
The patient is conscious, alert, awake, oriented x1 and hemodynamically stable.

HEENT:  Head is atraumatic and normocephalic.  Pupils are equal and reactive to light.

NECK:  Supple.  No JVD.

HEART:  S1-S2 is regular.  No gallop.

LUNGS:  Bilateral fair air entry.  No added sounds.

ABDOMEN:  Soft and nontender.
EXTREMITIES:  No pedal edema.

CNS:  No gross or sensory or motor deficit is noted.  Detailed exam is not possible.
LABS AND HOSPITAL RECORDS AND PREVIOUS RECORDS:  Reviewed.

A:
Hypertension, Alzheimer’s dementia with behavior disorder, osteoarthritis, dyspepsia, and hemorrhoids.

P:
The patient was seen and examined.  Chart, labs, and medications were reviewed.  Will continue current management and watch closely.  Management discussed with nursing staff.  Denies any abdominal pain, nausea or vomiting.  We will continue present management.  Psych consult is requested for his behavior.  We will watch him closely.  Plan of management was discussed with the patient and nursing staff.

___________________

Gurbax S. Saini, M.D.

SK/sur
