


INITIAL EVALUATION
RE: Jimmy Beller
DOB: 11/28/1937
DOS: 09/21/2022
Rivendell MC
CC: New admit.

HPI: An 84-year-old admitted on 09/20/2022 from Sienna SNF where he was admitted 08/19/2022. The patient had a fall at home in early August, states that he was trying to pull two trash cans in at the same time and had his house shoes on, which subsequently came off, he fell in all that mess landing on his right side, sustained a right femur fracture, underwent ORIF at Midwest City Hospital and from there to Sienna. In addition, on arrival, the patient has a urine catheter that he claims was placed during hospitalization and he denies any previous issues with urination flow. In review of the patient’s records, it appears that he had a perineal ureterostomy placed due to ureteral stricture and that has remained in place and it was also examined today. The patient seems comfortable with it and it has been effective for him not having to get up up-and-down to urinate in face of his fracture and continuing therapy. The patient was seated comfortably in his room, he has a wheelchair that he can propel, but is also transported as needed. He was able to answer questions. There were memory deficits of short-term memory and he was overall cooperative.

PAST MEDICAL HISTORY: Right femur fracture post ORIF with SNF that began 08/19/2022, is in a wheelchair that he can propel, perineal ureterostomy, has followup scheduled for catheter change, CKD III, ureteral stricture, history of prostate CA with BPH, HTN, dysphagia, gout, polyarthritis and generalized weakness.

PAST SURGICAL HISTORY: Right femur fracture, prostate *________* secondary to CA and bilateral cataract extraction.
ALLERGIES: CEFADROXIL and BACTRIM.

DIET: Regular with thin liquid.

CODE STATUS: Currently full code.
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SOCIAL HISTORY: The patient was living at home alone, he is divorced, has two children with son Tim Beller as POA and daughter Carrie Roy as secondary POA. He is a truck driver retired after 33 years, smoked for 30 years, 60-pack year history, quit approximately 21 years ago and rare social ETOH.

FAMILY HISTORY: Mother died at 86 of cardiac issues, father died at the age of 92 and he had dementia.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight is about 165.
HEENT: He wears readers, has bilateral hearing aids that were not in place and he states that he does not wear them often, has partials, no difficulty chewing or swallowing by his report.

CARDIOVASCULAR: No chest pain or palpitations.

RESPIRATORY: He has wet cough most of the time, states that when he quit smoking it was dark for a long time, now it is either clear white or gray. He was not able to expectorate when he was being seen.

GI: He is continent of bowel and no difficulty again chewing or swallowing.

GU: Foley in place.
MUSCULOSKELETAL: He is able to weight bear and can propel his wheelchair.

NEURO: Voices his needs and understands given information.

PHYSICAL EXAMINATION:

GENERAL: Chronically ill-appearing male seated in wheelchair who was awake and cooperative.

VITAL SIGNS: Blood pressure 107/63, pulse 91, temperature 98.0, respirations 18, O2 sat 90% RA and weight 151.2 pounds.

HEENT: His hair little unkempt. Conjunctivae clear. Nares patent. Appeared to see and hear adequately. Hearing aids were not in place. Moist oral mucosa.

NECK: Supple.

CARDIOVASCULAR: He had prominent heart sounds at a regular rhythm. No rub or gallop noted.

RESPIRATORY: Decreased bibasilar breath sounds with prolonged expiratory phase. He had some rhonchi, but no wheezing.

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

GU: Foley catheter observed with the patient in a standing position. The catheter is inserted through the peritoneum, appears to be secured and bag draining clear light yellow urine, a lot of sediment in tubing.
NEURO: CN II through XII grossly intact. He makes eye contact. His speech was relatively clear, able to give information, there were short-term memory deficits and his answers to questions were in context.
PSYCHIATRIC: Appropriate for initial contact.
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ASSESSMENT & PLAN:

1. Status post right femur fracture. He is to begin PT/OT with HH who per his insurance will be Apex that has not yet started and will follow up when he does.

2. Perineal ureterostomy. He follows up with Dr. Henry Miller tomorrow urology for catheter replacement and routine catheter care.

3. Generalized weakness. PT and OT and hopefully he will be able to propel his chair as needed rather than being transported. We will also see what his weight-bearing status is, if he requires standby assist.

4. Wet cough. This is an old smoker’s cough, appears benign and if it should change, I think the patient would let us know. Along with the wet cough, he does have DuoNeb’s ordered routine q.6h. He stated he found minimal benefit and we are just going to do a trial without them for right now and he is in full agreement, we will see if he needs them even on a p.r.n. basis.

5. Pain management. He has tramadol q.6h. p.r.n. I told him he will have to ask and when I asked if he had routine pain, he stated “not really.”
6. There are no baseline labs available with the limited information received, so CMP, CBC and TSH ordered.

7. Code status. I spoke with the patient’s son/POA Tim Beller who states he and his father have previously discussed DNR and his father had signed a DNR form, which is part of a file at INTEGRIS. Son requests a DNR physician certification form be signed, it is now in his chart.

CPT 99328 and advance care planning 83.17

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

