


INITIAL EVALUATION
RE: Lee Graham
DOB: 05/28/1943
DOS: 11/11/2022
Rivendell AL
CC: Assume care.

HPI: A 79-year-old in residence since 11/11/2011, seen today in the room. The patient had some cousins that were in helping him get paperwork in order as there was paperwork all over both the bedroom floor and the kitchenette as well as the living area when I first opened the door and two nieces from California who are present to help the patient get his affairs in order and they are going to assume POA responsibilities via paperwork over the weekend. I commented that in the year that he has been here, I am here once a week and I have never seen the patient which is a comment about isolation in the room. The patient was very nonchalant in his recliner. When I would ask a question, he would take his time getting to an answer and then would just go on tangentially. I just put a stop to that and made a very direct and pointed question to gather health information. The two nieces were very pleasant, but over-exuberant and I had to tell them I was going to direct how I would gather his information. Essentially, the patient is estranged from his adopted daughter who lives locally and has really not been in touch with other members of his family for multiple years. Nieces are here as the patient’s brother and sister have both died in the last two years. Most recently, their father – his brother – of Parkinson’s disease and they just felt compassion to help him out. The patient had cerebral aneurysm with bleed several years ago, but there was frontal lobe injury and that shows in the way he conducts himself. 
DIAGNOSES: HTN, HLD, depression, acute ischemic left MCA CVA, cerebral aneurysm with surgical repair, right femoral DVT – on Eliquis – 2015, sleep apnea – has CPAP, OA left knee primarily, rosacea, eczema, BPH. 
PAST SURGICAL HISTORY: Single vessel CABG, cerebral aneurysm clipping in 2014, and tonsillectomy.

MEDICATIONS: Pravastatin 80 mg h.s., losartan 25 mg q.d., Zoloft 100 mg q.d., hydralazine 25 mg q.12h., Eliquis 5 mg b.i.d., biotin 5000 mcg q.d., metamucil q.d., asa 81 mg q.d., MVI q.d., Keppra 500 mg b.i.d., CoQ10 400 mg with pravastatin, and omega-3 q.d.
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ALLERGIES: CODEINE and ACE INHIBITORS.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient was married 40 years, widowed 08/06/2006. He has one daughter who they adopted. She lives in OKC, but they are estranged from one another. The patient also had Agent Orange exposure during his military service. It is reported that that is why they had to adopt. He was Oklahoma City School librarian for 28 years and worked 17 years for the House of Representatives as a bill preparer. Nonsmoker, nondrinker.

FAMILY HISTORY: Brother had Parkinson’s disease. Sister died of cardiac disease. 
REVIEW OF SYSTEMS

CONSTITUTIONAL: He has lost weight though he remains overweight; at one point he weighed over 300 pounds.

HEENT: The patient wears corrective lenses. Hearing is good and native dentition.

RESPIRATORY: He denies cough or shortness of breath. He has his CPAP which he has not worn in some time. He has received all new hose, etc., for the CPAP, but it has not been put together. So, we will ask his home health nurse to address that.

CARDIAC: Per HPI. He denies chest pain or palpitations.

GI: He has limited bowel continence though he denies this, but per staff and family who witnessed otherwise denies constipation.

GU: Urinary incontinence which he denies.

MUSCULOSKELETAL: He has gait instability. He has a walker, the current one is in poor shape. Per the nieces, they were informed after questioning that Medicare does not cover walkers, but rather wheelchairs. Last fall he reports was six weeks ago; staff tells me that it was last week falling in his bathroom.

NEURO: He denies a seizure in a long time, cannot be specific. He has not had one in residence here.

PSYCHIATRIC: Depression.

SKIN: He states that he has eczema, but no specific areas noted that he could point out.

PHYSICAL EXAMINATION:

GENERAL: Unkempt male, seated in recliner, unusual demeanor.

VITAL SIGNS: Blood pressure 118/72, pulse 72, temperature 97.7, respirations 18, and O2 sat 97%. The patient is 5’9” and weighs 261 pounds with a BMI of 38.5.
HEENT: His hair was unwashed. Glasses in place. Conjunctivae clear. Nares patent. Native dentition in poor repair. Slightly dry oral mucosa.

NECK: Supple with no LAD and a lesion on the right temporal area which he had a recent biopsy with no drainage.
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RESPIRATORY: Deep inspiration, but decreased bibasilar breath sounds secondary to body habitus. Lung fields clear. Symmetric excursion. No cough.

CARDIAC: He has a regular rate and rhythm without M, R, or G. Could not hear murmur, rub, or gallop.

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

MUSCULOSKELETAL: Intact radial pulses. He has edema nonpitting at the dorsum of his feet and ankles and distal pretibial area.

NEURO: CN II through XII grossly intact. He makes eye contact. Speech is clear. He is random and tangential, has to be redirected. Short and long-term memory deficits. Bland affect throughout his speaking.

SKIN & NAILS: He has not bathed in some time evidently and his skin is dry and flaky. He has blood blisters below several different toenails with mycotic change. He moves his limbs, but did not observe weightbearing.

PSYCHIATRIC: Unusual demeanor, most likely secondary frontal lobe injury deficits.

ASSESSMENT & PLAN: 
1. Gait instability. PT and OT via Life Spring Home Health who will evaluate and follow the patient coming Monday. 
2. Seizure disorder. Keppra level will be checked.

3. Right femoral DVT, on Eliquis. Continue to monitor.

4. Code status: I did bring up DNR. The patient had a confused expression. His nieces told me that it is going to be an issue, that they work with him over the weekend. They know DNR needs to be obtained. They actually had DNR forms and have a pastor coming in to speak with him as well regarding this. 
5. Atrial fibrillation/HTN. We will monitor BP and HR. Scheduling daily check for the next two weeks. 
6. Bilateral lower extremity edema. Torsemide 40 mg q.d. We will follow up and when able, we will decrease that to 20 mg q.d. 
7. General care. The patient had multiple labs that were just done this week. Family will get copies of them for his chart here and what is not on there that is needed such as Keppra level will be ordered at that time. 
8. Social: A lot of time spent with family going over all the above issues. 
CPT 99328, 83.17 and prolonged direct POA contact 30 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
