


INITIAL EVALUATION
RE: Paul Strunk
DOB: 12/31/1935
DOS: 10/18/2022
Rivermont AL
CC: New admit.
HPI: An 86-year-old in facility since 09/14/22. The patient is seen in the room. He was alert, pleasant and cooperative. The patient had been living alone in his home. He had a fall. Rhabdomyolysis occurred for which he was hospitalized. Post hospitalization, he went to Noble SNF and it was decided that he was no longer able to live at home independently. The patient states that he likes the facility, that home is always nicer but he understands the reason for being here and does not mind the help. The patient has a history of orthostatic hypotension and he is not sure if his blood pressure dropped or what happened. He has a little recollection of the event leading up to his hospitalization. 
PAST MEDICAL HISTORY: Orthostatic hypotension, senile dementia, CKD stage III, HTN, BPH, glaucoma, depression, HLD, and urinary incontinence.

MEDICATIONS: Norvasc 2.5 mg q.d., Coreg 25 mg b.i.d., Plavix q.d., Aricept 10 mg h.s., Cardura 8 mg q.d., Proscar q.d., HCTZ 25 mg q.d., latanoprost OU h.s., Simbrinza OU q.d., losartan 25 mg b.i.d., Lexapro 5 mg q.d., lovastatin 40 mg q.d., meloxicam 15 mg q.d., oxybutynin ER 5 mg q.d., timolol OU q.d., and trazodone 50 mg h.s. 

ALLERGIES: NKDA.

DIET: Regular with thin liquids.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: He states he has lost weight, but cannot give me more information.

HEENT: He has both hearing aids and dentures that he no longer wears and states he gets along fine without them. Denies chest pain. No shortness of breath, cough or expectoration.

MUSCULOSKELETAL: Decreased generalized muscle mass and motor strength. He states that he can stand and walk, but he has not demonstrated that to date.

GI: He is continent of bowel.
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GU: Continent of urine.

PSYCHIATRIC: He sleeps good. His p.o. intake is good. Denies depression and denies pain.

NEURO: Acknowledges change in his memory.

PHYSICAL EXAMINATION:

GENERAL: Pleasant elderly male, seated comfortably in room and cooperative.

VITAL SIGNS: Blood pressure 116/53, pulse 67, temperature 97.2, respirations 17, and weight 150 pounds.

HEENT: Full thickness hair. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: The patient has a wheelchair that he propels very short distance, prefers to be transported, is weightbearing but is unsteady when on his feet and requires assist. He can pivot and transfer and he has Tubigrip bilateral lower extremities with no edema evident.

NEURO: CN II through XII grossly intact. He is oriented x 2. He speaks a few words at a time. He can give just very basic information. Clear short-term memory deficits, but he is pleasant.

PSYCHIATRIC: Appropriate affect and demeanor for situation.

SKIN: There is some scattered bruising. No skin tears noted.

ASSESSMENT & PLAN: 
1. Dementia. We will get more background information from POA who I placed a call to and hopefully we will speak to next visit. 
2. Gait instability. PT and OT to assess for strength and conditioning. The patient appears to have capacity to walk. He has just been allowed to not have to do it. So, we will hopefully change that.

3. Hypothyroid. TSH ordered.

4. HTN. We will monitor BP and adjust medication as need indicated. 
5. Social: VM left with POA.
CPT 99328
Linda Lucio, M.D.
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