


INITIAL EVALUATION
RE: Clyde Rickard
DOB: 12/05/1927
DOS: 08/16/2022
Council Road, AL
CC: New patient.

HPI: A 94-year-old spouse Betty moved into facility on 07/06/22 arriving from SNF at Baptist Village where he was admitted 06/28/22. The patient had a fall at home, the second one with injury requiring an ER visit and subsequent hospitalization. He was hospitalized at Mercy. It was this event that was the deciding factor that the patient and his wife needed to be moved into a monitored facility and he states that he does not have any problem with it. It is not home, but he was okay with it. The patient’s two daughters visit them frequently. The patient was able to give information which daughter added to. He is generally quiet, but pleasant and while he appears frail, it is reported that he appears to be getting a little bit stronger while his wife is declining. The patient was hospitalized at Mercy on 06/05/22 through 06/08/22 for community-acquired pneumonia left lower lobe. While he had oxygen in the hospital, he did not require it on discharge. Also noted that the patient has hyponatremia as a chronic issue and was monitored in the hospital was 136 on discharge. CXR showed heart size in upper range of normal to borderline. CT of the abdomen and pelvis showed a superior pole right renal mass compatible with renal cell carcinoma. He also had a distended gallbladder containing gallstones now with evidence of acute cholecystitis and a tracheal diverticulum. While hospitalized, the patient had swelling of his left scrotum and comments that he had moderate protein calorie malnutrition, but no lab available.

PAST SURGICAL HISTORY: Bilateral CE, right femur fracture less than a year ago requiring hospitalization with routine healing and SNF at Epworth. He then had another fall resulting in hospitalization with significant left knee hematoma and that is when from where he went to Baptist Village and then came here. He has also had lithotripsy for renal stones.

MEDICATIONS: None.

ALLERGIES: NKDA.

Clyde Rickard

Page 2

CODE STATUS: DNR.

DIET: Regular.

SOCIAL HISTORY: Married since 1949 to his wife of 73 years. Three children. Daughter Cynthia Cantrell is POA. Th patient worked in commercial insurance, nonsmoker and nondrinker.

FAMILY HISTORY: Negative for dementia. 
REVIEW OF SYSTEMS:

CONSTITUTIONAL: He has lost some weight, but not aware of how much.

HEENT: Wears readers. Hears adequately. No difficulty chewing or swallowing. He has native dentition.

RESPIRATORY: No cough, expectoration, or SOB.

CARDIOVASCULAR: No chest pain or palpitations.

MUSCULOSKELETAL: He ambulates with a walker in the room. A wheelchair is used for distance.

GI: He has a good appetite and is incontinent of bowel.

GU: Incontinent of urine.

NEURO: He did not have a comment one way or the other about his memory and whether it is changed.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly male, seated quietly, pleasant and cooperative.

VITAL SIGNS: Blood pressure 126/65, pulse 83, temperature 97.2, respirations 22, and O2 sat 96%.

HEENT: He has thinning of his hair. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.

RESPIRATORY: He had decreased bibasilar breath sounds, prolonged expiratory phase. No cough. Lung fields are clear.

CARDIOVASCULAR: He had in a regular rhythm without MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. I only saw him in a sitting position. No LEE of significance. Intact radial pulses.

GU: He is incontinent of urine. Denies any pelvic discomfort. No hematuria or sense of inadequate avoiding.
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NEURO: Orientation x2. Speech was clear. He was able to give limited information and acknowledged that. He was pleasant. He made comments about his wife and how she just kind of roams around and he is concerned that she is going to fall. 
PSYCHIATRIC: He denies depression or anxiety and states he sleeps through the night and his appetite is good.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN: 
1. Renal cell carcinoma. Monitor the patient routinely. Treatment has been deferred.

2. Fall history with injuries. The patient has a walker in the room, but wheelchair outside of the room and he is in full agreement with that. He knows to use a call if he is having difficulty getting himself up. 
3. History of hyponatremia. Baseline labs to assess that will be ordered. Moderate protein calorie malnutrition assessed per labs and protein drinks etc. as needed.

4. Chronic left leg swelling. This has been established and we will just monitor with treatment as indicated. I think that Tubigrip would be good for this patient given his decreased skin integrity. 
5. HTN. We will just monitor and adjust medications as needed. He is not on anything at this time. 
CPT 99328 and prolonged contact with family direct 25 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
