


INITIAL EVALUATION
RE: Robert Richardson
DOB: 11/20/1932
DOS: 08/29/2023
Rivendell MC

CC: Assume care.

HPI: A 90-year-old patient who shares a room with his wife is seen today for the first time. I observed him earlier in the dining room and he was walking independently though he has a walker which he is supposed to use. When seen in room, the patient was sitting on a couch. He had a piece of clothing over his chest for warmth and then before I left the room after seeing he and his wife, he asked if I could hand him one of the bath towels there were two lying on the floor and I did give it to him. He wanted to also use it for warmth. Today, the patient had a fall again ambulating without his walker. Yesterday, he had a fall doing the same thing. He is redirected to use them and he does not and then later does not remember. The patient was not able to give me information. So, it came from his stepdaughter, Kristi Devei. He has been her stepfather now for 48 years.
PAST SURGICAL HISTORY: Tonsillectomy, cholecystectomy, ankle fusion unsure which one, a collapsed lung status post chest tube and a right wrist fracture with cast remote.

MEDICATIONS: Norvasc 5 mg q.d., HCTZ 25 mg q.d., KCl 20 mEq b.i.d., Zoloft 50 mg q.d., Zocor 10 mg h.s., and Xarelto 20 mg q.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

SOCIAL HISTORY: He is married to Mrs. Richardson 48 years. He has no children prior to that marriage and her children he considered his and that would include Kristi who is also his POA and then the loss of the patient’s son three years ago. He was OU law professor, retired in 2014 and nonsmoker and social drinker.
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REVIEW OF SYSTEMS:

CONSTITUTIONAL: He has gained weight, unclear what his baseline was.

HEENT: He is hard of hearing. He does not wear hearing aids. He wears glasses. Denies any issues related to the eyes or nose.

RESPIRATORY: He denies cough or SOB.

CARDIAC: History of HTN and HLD, but denies chest pain or palpitations.

MUSCULOSKELETAL: He ambulates with a walker. He forgets to use it. He falls frequently such as today and yesterday both ambulating without his walker.

GI: He denies heartburn or abdominal pain and states he uses the toilet for a BM.

GU: He is very incontinent of urine. He will urinate in cups or any container nearby. He has in the past, refused to wear briefs and then refused to allow people to change him. He has had UTIs in the past.

NEURO: The patient seems unaware of the depth of his memory deficits and has no insight into his self-care or like thereof and the effect he has on people around him.
PHYSICAL EXAMINATION:

GENERAL: Overweight male, seated in his section of the room shared, reading, quiet, but cooperative.

VITAL SIGNS: Blood pressure 135/60, pulse 60, temperature 98.2, respirations 16, O2 sat 94%, and weight 225.6 pounds.

HEENT: He has full thickness grey hair. Sclera clear. Glasses worn. Nares patent. Moist oral mucosa. Native dentition and fair repair.

NECK: Supple. Clear carotids.

RESPIRATORY: He had decreased respiratory effort at a normal rate. Lung fields are clear. No cough. Decreased bibasilar breath sounds.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Protuberant and nontender. Bowel sounds present. No discomfort to palpation.

MUSCULOSKELETAL: He has good muscle mass and motor strength. However, he falls frequently. He has not had significant injury and has to be redirected to use his walker and forgets after he started using it.
SKIN: Dry. No skin tears or bruising noted.

ASSESSMENT & PLAN:
1. Unspecified dementia with BPSD, constant reminders which he does not respond to. We will continue to monitor for now and see if there is any change in his calmness once he has start doing some things differently.
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2. Gait instability with falls. This includes not using his walker and then even falling with it. Focus on function is ordered with also assistance in directing his personal care such as incontinence.

3. Urinary incontinence. He is to wear Depends and that is to be checked in the morning, at bedtime, and 2 p.m. and change as needed regardless of his resistance.
4. HTN. BP to be checked daily for the next two weeks and we will adjust medications as needed.

5. General care. CMP, CBC, TSH and FLP ordered.
6. Social. I spoke at length with his POA Kristi and information was gathered. 
CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
