


INITIAL EVALUATION
RE: Claude Wayne Henderson
DOB: 03/19/1945
DOS: 08/11/2022
HarborChase, AL
CC: New admit.

HPI: A 77-year-old in residence since 08/08/22. The patient was a resident in AL February through August 2021 and then had a brief respite stay in November 2021 and is here now to stay. The patient’s daughter and co-POA, Shelley Fazio and her daughter Courtney were present. When I saw the patient, Shelley was able to give information as there is limited medical information in his chart. The patient had just completed taking a shower when I went into his room. Daughter states that when they came to see him today that his room reeked body odor and it was clear that he had not showered or changed clothes. Showering, he had not done since his admission and changing cloths had not been for five days. The patient did require some standby assist per the daughter and then came out and joined us using his walker which is an unusual type. He bends forward and walks briskly with it. There is a question whether he can keep up with his own pace and when asked about the bending over that he does, he stated that he is comfortable and I asked if he had pain with or discomfort with standing straight up, he stated yes.
Medical history that daughter/POA Shelley provided.
PAST MEDICAL HISTORY: Dementia diagnosed formally in 2020 by his PCP, Dr. James Prise. Daughter states that evidence of dementia preceded that by many years. She states that a brother who committed suicide in 2008 that her father found his body. It was after that his memory and his ability to do basic tasks of a daily living seemed compromised and then a daughter who passed in 2017 with her death that there was more compromising in his cognition and ability to live safely. CAD, HTN, depression, anxiety, and insomnia.

PAST SURGICAL HISTORY: Four-vessel CABG, AICD/defibrillator placement, four back surgeries to include cervical and lumbar, skin cancer excision’s, splenectomy secondary to rupture and a history of prostate CA for which he underwent proton therapy.
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MEDICATIONS: Namenda 5 mg b.i.d., Zyprexa 7.5 mg b.i.d., Haldol 1 mg b.i.d., Zoloft 100 mg q.d., ASA 325 mg q.d., Norvasc 10 mg q.d., Estrace 2 mg q.d., lisinopril 10 mg q.d., Zyrtec 10 mg q.d., D3 5000 IUs q.d., Nasacort q.d., probiotic q.d., trazodone 50 mg h.s., amitriptyline 10 mg t.i.d., lorazepam 0.5 mg p.r.n., and tramadol 50 mg will be b.i.d. routine and continue at q.8h. p.r.n.

ALLERGIES: NKDA.

CODE STATUS: Her daughter DNR and if there is not a sign DNR, I will do the physician certification.
SOCIAL HISTORY: The patient second marriage of 20 years currently going through divorce. Daughter states she is not even sure he is aware that it is not finalized. Prior to admission to AL in February 2021, he was living with daughter, Shelley after discharged of August 2021, he moved in with daughter Tricia. She and her husband are RNs and they were able to care for him up until the last couple of months. It has just been too demanding and no longer able. The patient is retired after 34 years of working at Tinker Field, a nonsmoker and nondrinker. He has four children, two living and they are the co-POA Shelley and Tricia. His son died through suicide in 2008 and resident found his son’s body and then daughter died in 2017 of cancer.
FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: His weight is stable.

HEENT: He wears glasses. He has good hearing. Native dentition. He has had recent difficulties with swallowing. He had an episode where he choked in the dining room on a hamburger. He did not recall that, but it is of concern to daughter.

RESPIRATORY: No evidence of SOB or cough.

CARDIOVASCULAR: No chest pain or palpitations.

MUSCULOSKELETAL: He can ambulate with an assistive device. His last fall was within this week that he has been here and prior to coming here, he had a fall at home where he had a head laceration that required an ER visit for staple placement and staples were removed after his admission here.

GI: He stated he had abdominal pain when he stood straight, but not able to be any more specific and is incontinent of bowel.

GU: Incontinent of urine.

NEURO: Diagnosis of dementia. No history of seizure, syncope, or vertigo.
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PSYCHIATRIC: Positive for anxiety and depression. Daughter notes he has had paranoia thinking that these fire alarm outlets in his room are actually cameras watching him and he is told his family that staff are stealing from him, but cannot be specific as to what. The patient states that he has trouble getting to sleep at night. He has been on trazodone and that difficulty has not been while on it at 50 mg.
SKIN: There is no reported current breakdown.

PHYSICAL EXAMINATION:

GENERAL: The patient joined us midway through his history. He came in quietly. He was seated and pleasant. He made eye contact with me and was made aware of the discussion I had with his daughters.
VITAL SIGNS: Blood pressure 120/59, pulse 76, temperature 97.9, respirations 20, and weight 201.2 pounds.

HEENT: He has male pattern baldness. He wears glasses. Conjunctivae clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids. No LAD.

RESPIRATORY: He had a normal effort and rate. Lung fields clear to bases. No cough. Symmetric excursion.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: He was observed ambulating with a short walker. He flexes at the hips and walks that way at a brisk pace and then was able to seat himself without assist. In a sitting position, he has a slight flexion at his hip, but not as pronounced as when he walks. No lower extremity edema. He moved arms in a normal range of motion.

NEURO: CN II through XII grossly intact. The patient made eye contact. He was soft-spoken a few words at a time that were in context, gave brief answers to basic questions. Of note, he has a Parkinson’s facies and has the speech pattern and volume of someone with Parkinson’s. 
SKIN: Warm, dry and intact with good turgor. No breakdown noted.

ASSESSMENT & PLAN: 
1. General care. Select Home Health to evaluate and follow the patient for speech therapy, occupational therapy, and should the time come PT, the patient recently had PT or at least at his last visit.
2. Dysphagia. A swallow study to evaluate for dysphagia and consistencies in the patient’s range of swallowing safely.
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CPT 99328, advance care planning 83.17 and direct POA contact prolonged 30 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
