


INITIAL EVALUATION
RE: Howard Willis
DOB: 11/26/1940
DOS: 10/20/2022
HarborChase MC
CC: New admit.

HPI: An 81-year-old in residence since 10/17/22. He arrived here from Autumn Leaves Geri-Psych where he was admitted on 09/28/22 for increased aggression and agitation towards staff at Arbor House. The patient was in MC at Arbor House and the behavioral issues had brewed and then escalated. In the ER, the patient was agitated requiring chemical restraint and therapeutic holes. Baseline creatinine found to be 2.1 whereas his baseline is 1.6. After hydration, sent to Autumn Leaves. The patient received a diagnosis of frontotemporal dementia and behavioral issues also noted and treated. The patient made eye contact with me. He was cooperative to my exam, not able to give information. When asked to do deep inspiration, it was as though he did not hear it. He completely did not understand it, so unable to cooperate. Staff report that he has been cooperative with meals, but has not been aggressive or inappropriate with other residents or staff. 
DIAGNOSES: Frontotemporal dementia, BPSD – not seen since admit, DM-II, HTN, HLD, and elevated creatinine. 
The patient moved into AL in 2020 due to inability to pay bills, etc. A year after moved to another facility with his girlfriend and aggression and agitation directed toward her began. He moved into Arbor House MC and became combative and hypersexual with one of the aides, requiring restraints and transferred to ER. It may have been exacerbated by family loss in 2020 of a brother, two sisters and two best friends. 
PAST SURGICAL HISTORY: CABG 20 years ago.

MEDICATIONS: Probiotic q.a.c., allopurinol 300 mg h.s., D3 2000 IUs q.d., B12 1000 mcg SQ the first of the month, FeSO4 one tablet b.i.d., glipizide 10 mg q.d., Levemir 32 units q.a.m., Januvia 50 mg q.d., HCTZ 12.5 mg q.d., magnesium oxide 400 mg h.s., niacin 50 mg h.s., Flomax q.d., Remeron 15 mg h.s., risperidone 1 mg a.m. and h.s.

ALLERGIES: BACTRIM.

DIET: NCS.
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CODE STATUS: Now DNR.

SOCIAL HISTORY: Widowed five years ago. He had a girlfriend who he had been recently living with. Retired truck driver of 40 years. History of chewing tobacco 40 years ago. Nonsmoker and nondrinker.

FAMILY HISTORY: No known dementia or psychiatric issues in biologic parents or siblings.

REVIEW OF SYSTEMS: Deferred. The patient is not able to give information.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly appearing male, having lunch, not making eye contact with anyone, but cooperative to exam.

VITAL SIGNS: Blood pressure 121/54, pulse 84, temperature 96.6, respirations 19, weight 162.2 pounds, height 6’ and BMI 22.1.

HEENT: Male pattern baldness. Conjunctivae clear. Nares patent. He is shaved. Native dentition in fair to poor repair. 
NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Does not cooperate with deep inspiration and normal effort and rate. Lung fields clear anterolaterally.

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

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: Thin with generalized decreased muscle mass and motor strength. He moves limbs. Decreased neck and truncal stability in a high back wheelchair. Full transfer assist.

NEURO: He just looks around randomly. He is not directable. He just kind of mumbles a few random things that are unintelligible.

SKIN: Warm and dry. No bruising or breakdown noted.

ASSESSMENT & PLAN: 
1. Frontotemporal dementia advanced. Dependent for assist 5/6 ADLs. We will monitor behavior and let him acclimate to the facility. 
2. DM II. Continue with noted DM medications and A1c ordered. Adjustments will be needed as indicated.
3. Elevated creatinine. CMP ordered.

4. HTN. We will monitor BP and HR over the next couple of weeks checking on a daily basis.

5. Advanced care planning. POA request that I sign certification of physician for DNR form. He also has at an advanced directive indicating no heroic measures. Form is signed and placed in the chart.
CPT 99328 and 83.17
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
