


INITIAL EVALUATION

RE: Henry Mainville
DOB: 10/18/1942

DOS: 04/20/2023
HarborChase MC

CC: New admit.

HPI: An 80-year-old gentleman in residence since 04/18/2023. The patient is from Stamford Connecticut and was moved here by family, his wife and I believe it is a son who the patient identifies as his brother are in route moving from Connecticut to OKC. The patient was seen today. He was well groomed, sitting upright in his manual wheelchair, he was cooperative to being seen. He was polite and quiet when spoken too. He was able to give brief answers and then would spontaneously look his face would turn reddish and he was trying to stifle not crying and did a couple times but stopped quickly and then we continued. I reassured him that we were going to take care of him give him what he needs and that I would not do anything in his care without his consent and he seemed to like that. It is unclear that any information given was valid and he was actually limited in what he could give.

DIAGNOSES: Alzheimer’s disease, depression, HTN, and CAD.

PAST SURGICAL HISTORY: Cataract extraction bilateral and the patient denies any other surgery.
MEDICATIONS: Lipitor 40 mg h.s., Wellbutrin 50 mg q.d., Depakote 125 mg t.i.d., Aricept 15 mg h.s., enalapril 2.5 mg q.d., glipizide 5 mg q.d., melatonin 3 mg h.s., glargine insulin 16 units h.s., Zyrtec 10 mg q.d., and trazodone 25 mg h.s.
ALLERGIES: NKDA.
CODE STATUS: The patient has an advanced directive indicating no heroic measures, but there is no DNR. We will address with family when they arrive.

DIET: Regular.

HOSPICE: Family has requested Family Legacy Hospice to evaluate the patient.
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SOCIAL HISTORY: The patient is from Stamford Connecticut. Wife is listed on some paperwork as POA and then on his admit information Peter Mainville is designated POA and that is his son who the patient identifies as his brother and the patient is a retired social worker who worked in schools. He has two children a boy and a girl.

FAMILY HISTORY: The patient cannot recall.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert. Makes eye contact and is cooperative.
VITAL SIGNS: Blood pressure 140/91. Pulse 89. Temperature 98.6. Respirations 17 and weight 148 pounds.

HEENT: Hairs clean and combed. Conjunctivae clear. Nares patent. He has moist oral mucosa and with native dentition in good repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: He had a regular rate and rhythm. No M, R or G.
RESPIRATORY: He has good inspiratory effort and a normal rate. Lung fields clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: Intact radial pulses. He has fair muscle mass and motor strength. Good posture sitting in his wheelchair. He is weight-bearing requiring standby assist. The patient however states that he has transferred himself unclear of that.

NEUROLOGIC: Orientation x2 to 3. He is generally quiet but will respond to questions. He has almost a sad look on his face and then moments of tearfulness on that he tries to hold back, but when asked about this he did not have anything to say.

ASSESSMENT & PLAN:
1. Alzheimer’s disease, we will get more information as to duration of symptoms and when actual diagnosis occurred and any other behaviors that may have been a part of that diagnosis.

2. Spontaneous crying brings a question for me of pseudobulbar affect and if that is present then treating him with Nuedexta will be of benefit to him.

3. HTN. We will monitor BPs as we go and adjust medications as needed.

4. DM-II. Baseline A1c along with CMP and CBC ordered.

5. General care. We will contact family or speak with family when they arrive and then we will just go from there and I have called Family Legacy Hospice in written note that they can evaluate the patient.

CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

