


INITIAL EVALUATION
RE: Carroll (Ray) Jones
DOB: 03/28/1937
DOS: 09/19/2022
Jefferson’s Garden
CC: New admit.

HPI: An 85-year-old in residence since 09/13/22 shares an apartment with his wife. Again, the patient lived in Texas all of his life with his wife and their sons had moved them here due to their aging and medical issues. While wife was in SNF at Epworth, the patient moved into assisted living. He is seen sitting in his recliner today. The first thing he tells me is that he is blind and I reassured him that I was aware of that and then gave him some other information as to how his blindness had come about. He had a traumatic head injury about 30 years ago where he was doing some work at home and raised his head up abruptly hitting the back of his head and had bilateral retinal detachment. The patient is able to give information. His wife attempts to intervene at times, but he talks over her. He also informs me that they stay in their room. They do not leave their room to include meals. I asked about that and he stated that if I were to see him that it would be ugly. Wife then asked that she has got a system of telling him that certain food is at 12 o’clock another at 3 o’clock and so he knows where to go from there and she guides him in his eating. The patient also is good to let me know that they have been married 66 years and I congratulated him on that.
DIAGNOSES: CAD, HTN, history of palpitations, insomnia, hypothyroid and legal blindness.
PAST SURGICAL HISTORY: Appendectomy, CABG with two stents and single vessel, bilateral cataract extraction,

MEDICATIONS :Norvasc 2.5 mg b.i.d., ASA 81 mg q.d., Coreg 12.5 mg b.i.d., enalapril 20 mg b.i.d., levothyroxine 75 mcg q.d., metformin 500 mg p.o. b.i.d. a.c., Metamucil gummies three q.d., Vitafusion Fiber Gummy q.d., hydroxyzine 25 mg q.d. p.r.n., trazodone 100 mg h.s., vitamin D 1000 units q.d., vitamin C 250 mg q. noon, MVI q. noon, folic acid 800 mcg q. noon, fish oil 1000 mg q. noon, and MiraLax p.r.n.

ALLERGIES: DIAMOX, CODEINE, THIMEROSAL, AMARYL, VOLTAREN, GLYBURIDE, and PLAVIX.
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DIET: Regular.

CODE STATUS: Full code.

SOCIAL HISTORY: He is married for 66 years to Mrs. Jones, nonsmoker and nondrinker. He was an engineering manager for Rockwell Industries. He retired from there after 36 years.

FAMILY HISTORY: Father died of cirrhosis of the liver. He was alcoholic. Mother died of MI. She had significant cardiac disease.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His weight is stable.

HEENT: He wears corrective lenses and has full dentures.

RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: No chest pain or palpitations. He recently had a bottle of nitro refilled as the other was outdated.

GI: Continent of bowel.

GU: He has some urge incontinence, but generally continent.

MUSCULOSKELETAL: Ambulates. He has learnt to hold on to things and watches for transition from floor to carpet, etc. The last fall he had was when his wife fell at home prior to hospitalization and pulled him down with her.

PSYCHIATRIC: He denies depression or anxiety. He did have stress related insomnia and was started on trazodone with success.

PHYSICAL EXAMINATION:
GENERAL: The patient seated in recliner. He is alert, verbal, able to give information.

VITAL SIGNS: Blood pressure 123/77, pulse 74, temperature 98.4, respirations 18, and O2 sat 98% and weight 138.2 pounds.
HEENT: Male pattern baldness. He wears a baseball cap and par he relies on the bill of the cap to help him know when he is getting close to a wall or if he is surrounding a corner whether there is something protruding. Corrective lenses are in place. Nares patent. Moist oral mucosa. Dentition in good repair.

NECK: Supple with carotids clear. No bruit detected.

RESPIRATORY: Normal effort. Clear lung fields. Symmetric excursion. No cough.

CARDIAC: Regular rate and rhythm without M, R, or G. PMI nondisplaced.

MUSCULOSKELETAL: He is thin. Intact radial pulses No LEE. Weight bears observed his gait which is straight upright and he was clear about watching out for himself, asked for help when needed.
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NEURO: CN II through XII grossly intact. Affect appropriate to situation though he did require redirection as he tried to steer the direction of the interview for himself and his wife. Affect is generally appropriate.

SKIN: Warm, dry and intact. Good turgor.

ASSESSMENT & PLAN:
1. DM-II. He has not had an A1c in sometime and not clear what it was when it had it before so A1c is ordered.

2. Hypothyroid. No labs so TSH ordered.

3. General care. CMP and CBC ordered as well. Question of PT was raised by staff. He gets along well and has learned to work around the visual impairment concerns, but after 30 years appears comfortable getting around.
4. Code status. We will discuss with his POA if they ever had a discussion with him about it.
CPT 99328
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
