


INITIAL EVALUATION
RE: Edward Balka
DOB: 02/27/1931
DOS: 12/29/2022
Town Village, AL
CC: New patient.

HPI: A 91-year-old seen in room. He is in his recliner. He is quite robust. He was welcoming. I did some hemming and hawing and let me know that I would need to speak loud so that he could hear me. The patient lived in independent living for some time and moved into assisted living one week ago. While in AL, the patient had some continued cognitive decline that was not really noticed as he was not monitored. He acknowledges that he is not sure he was taking his medications the way he was supposed to. He has osteoarthritis and would take ibuprofen and acknowledges that he probably took it twice as much as he was supposed to. He ended up recently having a duodenal ulcer with a GI bleed, hospitalized x1 week at Mercy and has returned moving into AL with Mercy Home Health in place. While in his room, I did see their chart and it comments that he is also having PT and OT and he states that he has had some this week. The patient has adult children who are also involved in his care. While at Mercy, DNR was signed. The patient has voiced in the past that he does not want heroic measures taken and has an advanced directive indicating the same. So, family requests that I sign a DNR for this facility. The patient stated he wanted to go over his medications because he had some questions about things and there is a salve that he states that he puts on his nose that he had when he was in IL, but he does not have it here and that would be triamcinolone cream. He talked about having pain of his knees, but also of his hips to the point that it affects his ability to get to sleep at night because he cannot get comfortable and he starts his day with pain and just thinks that there could be a better quality of life for him. Routine Tylenol in the past was ineffective, can no longer take NSAIDs due to recent GI bleed. I suggested Norco and explained what it was to him and he is open to doing anything that may give him relief.
DIAGNOSES: Severe osteoarthritis of both knees, chronic pain, depression, DM-II, glaucoma, HTN, and hypothyroid.
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MEDICATIONS: Cymbalta 30 mg q.d., fish oil q.d., Lasix currently 20 mg q.d. will be changed to torsemide, glipizide 2.5 mg b.i.d. a.c., hydralazine 50 mg b.i.d. latanoprost OU q.p.m., levothyroxine 50 mcg q.d., magnesium 400 mg q.d., melatonin 5 mg h.s., moexipril 15 mg q.d., Norco 75 mg q.d., Refresh Tears q.d., and niacin ER 500 mg q.h.s. 

ALLERGIES: NKDA.

DIET: NCS.

CODE STATUS: Now DNR.

REVIEW OF SYSTEMS:
DM-II: The patient states last A1c was 6.7. There are none in his chart. He has vision that has slowly become less acute and has J. Johnston as his ophthalmologist who he will be seeing soon. He ambulates with a walker. He has a history of bilateral edema. He states that he will get these pockets on his legs that will then leak water as he states he is on a diuretic right now and states that it help some, but that his leg still feel tight. 
SKIN: He has had increased bruising of his arms and lower extremities where he bumped into his wheelchair that he uses to get around for distance. He denies any recent falls.

CONSTITUTIONAL: He is sleeping at night. Appetite is good. Weight is stable.

PHYSICAL EXAMINATION:

GENERAL: Obese male, in recliner. He is alert and interactive.

VITAL SIGNS: Blood pressure 128/76, pulse 76, temperature 97.9, respirations 19, O2 sat 96%, height 5’10” and weight 220 pounds.

HEENT: He has full-thickness hair. Conjunctivae are clear. Moist oral mucosa.

NECK: Supple. 

RESPIRATORY: Normal effort and rate. Lung fields are clear. Decreased bibasilar secondary to body habitus. No cough.

CARDIOVASCULAR: He has an irregular rhythm without murmur, rub, or gallop. Heart sounds distant.

ABDOMEN: Protuberant, nontender and firm. Bowel sounds present.

EXTREMITIES: His right ankle, he has a coin shaped so that now has scabbing over it.

MUSCULOSKELETAL: He has generalized decreased muscle mass. He has tightness of both calves, left greater than right secondary to edema and the pretibial areas same leg. There is weeping.

NEURO: CN II through XII grossly intact. He is oriented x2. He has to reference for date and time. He is really verbose and has to be redirected several times. He goes from one topic to the other often not able to give answers to basic questions.

SKIN: He has excoriations or he is bumped into things. 

Edward Balka

Page 3

ASSESSMENT & PLAN:
1. Rosacea. This is of his nose and he requests at times, he used to use as he refers to it, was actually triamcinolone cream 0.1% which he applied b.i.d. and that is ordered for a 90 day supply.

2. Severe OA of knees with continuous pain. Norco 7.5/325 one p.o. a.m. and h.s. routine with an additional x2 q.d. doses p.r.n.

3. Peripheral neuropathy. Lyrica is changed to h.s. along with his Cymbalta stating that that is that is when his feet hurt him the most.
4. Chronic lower extremity edema. By exam he has increased interstitial edema of both legs but more so the left. So torsemide 40 mg q.d. We will discontinue Lasix when this starts. I am not starting potassium as patient states during recent hospitalization, his potassium was high and had to be treated. I do not know what his renal function is. So, labs will be ordered and if he needs KCl we can supplement that. 
5. DM-II. He is on low dose of glipizide. We will check an A1c and given the condition of his skin, which is very thin and shiny with pressure ulcer on his right ankle, I am ordering that socks be placed in the a.m. and removed at h.s. by staff. The patient states that he wants to wear them, but given his abdomen, he is not able to bend over and/or bring his legs up to put the socks on himself. 
6. Code status. Discussed a DNR what it means and physician certification of DNR is signed. The patient is in agreement, but son who is his POA requests it be signed as well.
CPT 99328 and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
