


INITIAL EVALUATION
RE: Jerald Pitts
DOB: 08/19/1933
DOS: 11/10/2022
HarborChase AL
CC: New admit.
HPI: An 89-year-old seen in room. His daughter and co-POA Tonya was present. The patient had been down in the day room with other residents earlier and had gotten up to his room to lay down stating that he was tired. He was awake and I was able to talk to him a little bit and examine him. He pointed out to me a crack that he has in his right heel, pain full to weight-bearing. Not able to tell me how long it has been and apparently no treatment has been rendered.
DIAGNOSES: Eczema, history of prostate CA, HTN, asthma, OA, depression, and HLD.

PAST SURGICAL HISTORY: Cholecystectomy IIIV, CABG, TURP, hernia repair, nasal surgery, right elbow surgery post fracture, cystoscopy on 06/14/2022 with followup scheduled for additional cystoscopy and dilation and carotid endarterectomy.
FAMILY HISTORY: His father had prostate CA as well but lived and died of old age. The patient’s mother had cancer unknown type. She died when the patient was 6 years old.

ALLERGIES: LAMISIL.
MEDICATIONS: Lipitor 40 mg q.d., ASA 81 mg q.d., Econazole 1% cream to affected areas, folic acid q.d., D3 q.d., FeSO4 q.d., Ranolazine ER 500 mg b.i.d., Prozac 10 mg q.d. to be increased to 20 mg q.d., Dupixent  300 mg SC q. two weeks and Fluocinolone (Synalar body oil) q.d. to affected areas.
SOCIAL HISTORY: The patient has been married twice. His second marriage for 50 years. He has been a widow seven years, has five children three from the first marriage and two from the second marriage. His two younger children Brian Pitts and Tonya Avery are co-POAs. He was a Baptist minister, but had to give up the ministry due to his first divorce. He then went into sales and in his late 70s returned to the ministry. He smoked for approximately 10 years. He has not smoked in approximately 40 years. The patient prior to here lived in independent living 3.5 years. COVID was during that time and depression became a notable issue.
Jerald Pitts
Page 2

CODE STATUS: DNR.
DIET: Regular.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: In 2020, weight was 190 pounds. He is currently 125.8 pounds due to per daughter depression and loss of interest in many things.
HEENT: He wears reading glasses, hearing is adequate and native dentition. Denies chest pain or palpitations.
RESPIRATORY: No shortness of breath or cough.
GI: Fairly regular bowel pattern. Occasional bowel incontinence.
GU: Occasional urinary incontinence. He does wear depends at all times.
MUSCULOSKELETAL: He ambulates with a walker. He had four falls in 10 days prior to moving here.
NEUROLOGIC:
SKIN: History of eczema long-term is followed by his PCP. He had been on methotrexate for many years that was discontinued in May 2022. Dupixent was delivered to the room also while I was present.
ENDOCRINE: Diagnosis of thyroid disease per daughter. She stated a recent TSH was low so they changed his pill, but she cannot tell me what his specific diagnosis was or what specific medication he is on.

NEUROLOGIC: He denies any specific cognitive change though he acknowledges getting older and that things sometimes are harder to remember.

PSYCHIATRIC: Daughter notes withdrawal and an isolation that occurred and has continued and at times he will acknowledge that he feels depressed, did not acknowledge that when asked today.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert, was quiet but cooperative and able to give some information.
VITAL SIGNS: Blood pressure 120/68, pulse 85, temperature 98.0, respirations 18, and weight 125.8 pounds.
HEENT: He has full-thickness hair. Conjunctivae clear. Nares are patent. Moist oral mucosa. Native dentition in good repair.
NECK: Supple. Clear carotids. No LAD.

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

ABDOMEN: Soft. Bowel sounds present. No tenderness.

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

SKIN: Relatively clear some areas with new skin evident and a few patches of dryness or flakiness and then his right heel there is a deep crack in it. No drainage or bleeding and his left heel the skin is quite soft with kind of a spongy texture.
Jerald Pitts

Page 3
NEUROLOGIC: CN II through XII grossly intact. He made eye contact when we were speaking. His speech was clear. Sentence formation and word finding was WNL and clearly expressed himself and appeared to understand given information.
ASSESSMENT & PLAN:
1. Right heel with deep crack. He will be seen in two days by wound care NP who will attend to it and then nursing staff and facility will replicate that care. In addition to both heels skin prep will be applied a.m. and h.s.

2. Eczema. Meds as already described.

3. Depression. Prozac increased to 20 mg q.d.
4. Vertigo. The patient described this and it appears to be with positional change. No matter how slight. So BP and heart rate will be checked a.m. and 7 p.m. routinely. We will evaluate it in two weeks and address what needs to be done.
5. Thyroid disease. It is unclear specifically what is going on so thyroid profile is ordered.
6. Code status. Discussed this. He does have a DNR it is not in this chart. We will attempt to find it otherwise will do a physician certification.
7. Gait instability with falls. He currently has a specialty PT come out and it is specific that they only do PT and apparently they said that they would come out four times a week to help the patient get to his max gait stability.
8. General care. CMP and CBC ordered and will review with him and daughter in next visit.
CPT 99328 and direct POA contact 25 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

