


INITIAL EVALUATION
RE: Fletcher Tilghman
DOB: 07/30/1948
DOS: 09/28/2022
Rivendell AL
CC: New admit.
HPI: A 74-year-old seen in apartment that he shares with his wife both in residence since 09/26/2022. I Spoke with the patient initially he was quite verbal however he would repeat himself, not fully answer questions, had clear short-term memory deficits, acknowledges many things that he could not recall or give information about. He then later would try to talk over his wife giving information about her medical history and often while talking to him he would divert the topic to her and her medical issues. He has a walker and observed him using it. Initially he just kind of seems to go around in circles before he gets his bearings and is able to then go forward.

DIAGNOSES: Glaucoma, HTN, chronic back pain, insomnia, gout last outbreak within two months and HLD. In speaking with the patient it became clear he also has cognitive impairment.

MEDICATIONS: Allopurinol 100 mg q.d., Norvasc 2.5 mg q.d., ASA 81 mg q.d., Lipitor 20 mg h.s., Celexa 20 mg q.d., gabapentin 100 mg q.d., Atrovent nasal spray q.d., latanoprost eye drops OU h.s., Combigan eye drops OU b.i.d., Coreg 6.25 mg b.i.d., melatonin 6 mg h.s., Ultram 50 mg t.i.d., and loperamide 2 mg q.d.

ALLERGIES: IODINE.
DIET: Regular.

CODE STATUS: Now DNR.

PAST SURGICAL HISTORY: Lumbar surgery and thoracic surgery, he states he went from 5.9 to 5.7, bilateral cataract extraction, he has had two heart stents, medical events CVA x3, MI approximately five years ago and right knee replacement.
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SOCIAL HISTORY: Married to Betty for 56 years. Nonsmoker and nondrinker, two children Elizabeth who lived with them for six years. He was very difficult for input as resistive to care and wanted to do things independently yet would have falls or a medical event that would occur. POA is Roma Tilghman and the patient stated he had a variety of jobs, retired from Goodyear after 20 years and was also in the military.
FAMILY HISTORY: There is cardiac history in both parents. He did not know how they were when they passed.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: He has had weight gain. Today his weight he states is 3 pounds less than his weight at the facility he just left.

HEENT: He wears corrective lenses, adequate hearing and native dentition.

CARDIAC: No recent angina.

RESPIRATORY: No cough, expectoration or SOB.

GI: He reports a history of constipation yet he is on Loperamide. We will give time to see what plays out here in our facility and address.

GU: He is able to urinate without difficulty. No recent UTI.

MUSCULOSKELETAL: He had a fall at his last facility not too long before leaving. No injury and is unsteady. He uses a walker.

NEURO: He sleeps fairly well. His appetite is he reports too good. Denies seizure or syncope. When I asked if he had noted any changes in his memory, he did not answer that question.

PHYSICAL EXAMINATION:
GENERAL: Unkempt male seen in room, was cooperative and quite verbose.
VITAL SIGNS: Blood pressure 167/83, pulse 58, respirations 14, O2 weight 193.6, and BMI 30.3.
HEENT: His hair was matted under a baseball cap. His glasses were in place. Conjunctivae clear. Nares patent. Native dentition in fair to poor repair.

NECK: Supple with clear carotids.

RESPIRATORY: He had a normal RR and effort. Lung fields clear to bases, symmetric excursion without cough.

CARDIAC: Regular rate and rhythm. No M, R or G. PMI nondisplaced.

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

MUSCULOSKELETAL: He is able to go from sit to stand and vice versa with the use of his walker. He ambulates, needs to take his time as he has an ataxic gait and BLEE +1.

SKIN: Dry and somewhat ruddy. Pretibial right he has a small excoriation that is healing.

NEURO: CN II through XII are grossly intact. He is verbal, but he starts on one topic and just becomes tangential and it is unclear what he is referencing and I do not think that he is aware of spin that he has taken. He is difficult to redirect.

PSYCHIATRIC: He is somewhat strong-willed and does not seem to self aware.
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ASSESSMENT & PLAN:
1. Evidence of clear MCI and not unexpected given his medical history MMSC requested before next week that will give information of what we can do to best take care of patients needs safely and to that extent HH Life Spring order to evaluate and follow.
2. Pain management. The patient states that tramadol at its current dose does not really fully take the edge off the pain and in any pain management is short lived so I am increasing tramadol to 100 mg a.m. and h.s. and leaving it at 50 mg q.d. We will check on sedation as well as pain management next week.
3. Gait instability. PT and OT once HH is established.

4. HTN. Today’s BP was elevated and he is on low dose BP meds x2. We will have BP checked b.i.d. x2 weeks and evaluate need to increase medication when seen next week.
5. Code status. AD indicating no heroic measures and spoke to POA who agrees to DNR that is written in patient’s chart.
6. General care. CMP, CBC and TSH ordered.

CPT 99328, prolonged direct POA contact 20 minutes and advanced care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

