


INITIAL VISIT NOTE
RE: George Roy
DOB: 08/01/1928
DOS: 08/31/2022
Rivendell AL
CC: New admission.
HPI: A 94-year-old in resident since 08/25/2022, coming from AL at Council Road. Since admission, the patient has politely refused to take medications and he spends his time sitting on his couch seemingly watching television. He does go for meals. He is quiet and sits either by himself or with a few other people. He does not leave his room otherwise. Personal hygiene has also been an issue. He is not showering on his own or allowing anyone to assist him. When I spoke with him, I was clear that he was hard of hearing so I spoke loud and when he could hear me he had a blank expression most of the time was not able to give information in general apart from the fact that he was widowed and had been a mechanic. He spoke with his son and POA Mark George and he relates that prior to coming here the patient lived in Kansas and they realize that he could not live independently. So, he was placed in an AL there and from that AL to Council Road in Council Road to Rivendell. He stated when he is visited his father, he is just sitting on his couch acting like he is watching television, but he has no other interaction. He also states that his father to his knowledge was not taking any medication prior to going to Council Road and was given a diagnosis of diabetes, which was new and not explained to the son. He stated that I would review the patient’s medications and will go from there.
PAST MEDICAL HISTORY: Major depressive disorder, HTN, DM II, anxiety, hypercholesterolemia, and constipation.
SURGICAL HISTORY: Bilateral cataract extraction and in 2015 at the age of 87, the patient had an MVA three vertebrae were crushed. He underwent surgery, he has a rod in his back.
MEDICATIONS: ASA 81 mg q.d., citalopram 10 mg q.d., Proscar q.d., Januvia 100 mg q.d., losartan 50 mg h.s., Toprol 12.5 mg q.a.m., pravastatin 20 mg q.d., Flomax q.d. trazodone 50 mg h.s., D3 q.d. at 2000 IUs, A&D ointment to be applied after showering and Tylenol 650 mg q.6h. p.r.n. and Zofran 4 mg q.6h. p.r.n.
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ALLERGIES: NKDA.
DIET: Regular.
SOCIAL HISTORY: The patient was a mechanic. His wife died in 2017. They were married 65 years and then the patient’s oldest son died in November 2019. The patient was living alone in Northwestern Kansas where he raised his family rather his son would call police to do welfare checks on the patient as he would not be able to get a hold of him by phone. The patient refused to let his son buy an improved cell phone that would get better reception and after concerns about him and driving he was placed in AL in Kansas lived there for a year and half during the COVID and then just recently was brought to the AL Council Road and son was unhappy with the staff in the facility in general. So, he is here and verbalizes that he is quite happy with people here.
REVIEW OF SYSTEMS:
Constitutional: Weight is stable.

HEENT: The patient wears reading glasses and has dentures. He is HOH.

CARDIAC: Question of hypertension will be addressed. No history of MI or other or CHF.

GI: Good appetite. No difficulty chewing or swallowing. Denies constipation and is continent of bowel.

RESPIRATORY: Denies SOB or cough,

MUSCULOSKELETAL: He has back pain, which affects his gait. He uses a walker. He cannot tell me when he had a fall.

NEUROLOGIC: He is not able to give much information and combination of either memory and hearing deficits.

MUSCULOSKELETAL: The patient is not able to stand for long periods secondary to his back.
PHYSICAL EXAMINATION:
GENERAL: Robust well-developed and nourished male sitting quietly.
VITAL SIGNS: Blood pressure 141/76, heart rate 68, temperature 97.7, respiratory rate 18, oxygen saturation 96%, and weight 218 pounds.

HEENT: He has full thickness hair. Conjunctivae clear. Nares patent, slightly dry oral mucosa. Native dentition combined with dentures was not wearing his glasses. They are sitting on side table.

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

RESPIRATORY: He had a normal effort and rate lung fields clear. Symmetric excursion. No cough.
ABDOMEN: Rotund. Bowel sounds present. No distention, tenderness, or masses.
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MUSCULOSKELETAL: Observed him walking with his walker. He is slow, but steady. He had favors his right side and he had cowboy boots on, but no edema.

NEUROLOGIC: CN II through XII grossly intact. He is oriented to person and it’s questionable as to place. So orientation x1-2. Soft-spoken only says a few words at a time, but not really able to give much information. Clear memory deficits.

PSYCHIATRIC: He had a flat affect. Monotone voice and cooperated to the extent I asked.

ASSESSMENT & PLAN: 
1. Medication refusal. I have gone through medications and discontinued nonessential medications five and will follow number two question of DM II. A1c ordered Januvia on hold and will go from there.

2. HTN. The patient is normotensive on today’s check without BP meds. We will have daily BP checks for the next couple of weeks I will review and he does not need p.r.n. BP meds will discontinue losartan and Toprol.
3. General care. Baseline labs, CMP, CBC, TSH and A1c ordered. LifeSpring Home Health to evaluate and follow the patient.
4. Cognition unclear. The patient’s cognition status MMSC will be administered.
5. Social. Spoke at length with his son/POA.
CPT 99328 and prolonged direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

