


INITIAL EVALUATION
RE: Whorton Collier

DOB: 06/29/1943

DOS: 01/08/2024

Rivermont AL

CC: New patient

HPI: An 80-year-old gentleman in residence since 12/28/23 seen for the first time yesterday. He is in a wheelchair that he can propel. He was able to give information however he tends to become tangential requiring redirection and he will allude to things that are bit flirtatious or sexual which is at times uncomfortable. The staff tells me that he has made comments of that nature as well to staff. Prior to admission to Rivermont the patient was in residence at Luxe Life Senior Living in Oklahoma City. He states that he was there for just a couple of weeks as he was not able to weight bear for assist in his own transfers. They did not want a use a lift so he was asked to leave the facility. Prior to that the patient had lived at Village on the Park for greater than 10 years and left there when he became non-weightbearing thinking that Luxe Life Senior Living would be able to help him in that regard, but they were not.

DIAGNOSES: Dementia unspecified however patient’s MMSE is 28 so that goes against the diagnosis of dementia, atrial fibrillation, hypertension, BPH, GERD, depression, chronic allergic rhinitis, osteoarthritis to both knees and elbows, iron deficiency anemia, osteopenia, and sleep apnea with CPAP.
MEDICATIONS: Biofreeze to left shoulder q.4h. p.r.n, D3 1000 IU q.d., Claritin 10 mg q.d., Colestipol 1 g b.i.d, Flexeril 10 mg one tab q.12 p.r.n., Aricept 10 mg h.s, FeSo4 one tab q.d., Proscar q.d,, Flomax q.d,, fluoxetine 20 mg q.d., Flonase two sprays per nostril q.d., gabapentin 300 mg one cap t.i.d, Lidoderm patch to affected area q.d., melatonin 3 mg h.s., omeprazole 20 mg q.d., MiraLax q.d. and Provera 10 mg one tab q.d.
ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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FAMILY HISTORY: His father died in his 90s of heart disease. His mother at 93 natural causes and he had three sisters who all died of a different form of cancer but no dementia.

PAST SURGICAL HISTORY: Bilateral knee replacements, fracture of left elbow with ORIF, and right total shoulder arthroplasty.

SOCIAL HISTORY: The patient was widowed in 2004 after 54 years of marriage. He has three children. His son Billy is his POA. The patient worked for FAA as an item manager. He had a brief stent of smoking between the ages of 15 to 22 years and none since and nondrinker. The patient served 12 years in the army reserves and he does have a daughter who recently passed from a brain tumor at the age of 51. He became tearful when relating that.

REVIEW OF SYSTEMS:
Constitutional: His base weight is generally 250 pounds.

HEENT: The patient wears reading glasses. He did not have them with them today. He has bilateral hearing aids and full dentures.

Cardiac: He denies chest pain or palpitations.

Respiratory: He denies coughing or expectoration. No SOB. He does wear O2 at h.s. due to obstructive sleep apnea and has his CPAP here.

GI: He denies difficulty chewing or swallowing. He is continent oF bowel and will toilet for that.

GU: He has incontinent of urine and wears adult briefs.

Musculoskeletal: He ambulates with a walker. His last fall was about four months ago when he broke his left elbow.

Neurologic: He denies seizure, syncope or vertigo.

Psychiatric: History of depression and appears some inappropriate comments that has been A history.

PHYSICAL EXAMINATION:
GENERAL: The patient is tall and robust. He is very engaging.
VITAL SIGNS: Blood pressure 132/65, pulse 68, respirations 18, and O2 sat 91% RA and weight 231 pounds.

HEENT: He has full thickness hair that is combed and somewhat long. He requested being able to get it cut and it was told that there is a barber that comes here on certain days. Sclerae are clear. Nares are patent. He has moist oral mucosa. Well fitting dentures.

NECK: Supple with clear carotids. No LAD and bilateral hearing aids in place. He had no difficulty hearing what was being asked.

CARDIOVASCULAR: He has regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: He has normal effort and rate. Lung fields are clear without cough and symmetric excursion.
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ABDOMEN: Slightly protuberant and nontender. Hypoactive bowel sounds. No masses. MUSCULOSKELETAL: He has intact radial pulses. He has trace edema at ankle and distal pretibial areas. He is weightbearing. Propels his manual wheelchair and self transfers.

SKIN: Warm, dry and intact. No bruising or skin tears noted.

NEUROLOGIC: CN II through XII grossly intact He makes eye contact. His speech is clear. He can become tangential and has to be redirected. There appeared to be some mild memory deficits but for the most part he is able to give basic information. Affect is generally congruent with what he is stating at times though his affect is little sly in appearance.

PSYCHIATRIC: No evidence of depression or anxiety.

ASSESSMENT & PLAN:
1. Cognitive function. His MMSE is a 28, which is normal cognition and no evidence to support dementia.

2. Behavioral issues. The use of Provera which was a medication he was admitted on insinuates that there may have been inappropriate either sexual comments or gestures and while he did broach some inappropriateness he pulled back and I was aware what he was trying to do and it was not okay. We will watch this and if I need to adjust that and increase the dose I will do so.

3. Non-weightbearing. The patient is a large guy right now there are staff members who are able to transfer him just one person at a time so we will see how long we are able to do that. Physical therapy was brought up and I do not know that he was enthusiastic about it but we will give him some acclamation time and go from there.

4. Obstructive sleep apnea. The nurse checked his CPAP machine it is functioning and has a humidifier with it so he will be using it at h.s., which is set at 2 L per nasal cannula.

5. History of iron deficiency anemia, on iron. CBC ordered.

6. Chronic seasonal allergies. He appears to be doing well now. Continue before mentioned medications.

7. Osteoarthritis of both knees and his left elbow. It is the OA that makes it very difficult for him to weight bear for any length of time. I am writing for the Biofreeze to be applied to his left shoulder a.m. and h.s. and for diclofenac gel to be applied to both knees t.i.d. routine.

8. General care. I will contact the patient’s son and POA Billy Collier at next visit and just review with him my visit with the patient.
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Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

