


INITIAL EVALUATION

RE: Flavious Richardson
DOB: 01/13/1933

DOS: 01/18/2024
HarborChase AL

CC: New admit.

HPI: A 90-year-old gentleman who was present when I was talking to his wife. he was in his chair napping and he would rub his face or his arms but kept his eyes closed and did not speak. When I went to talk to him he just barely opened his eyes and again did not speak he was unable to give information and was provided by his wife. The patient’s diagnoses are dementia unspecified diagnosed about three years ago. She describes that he spent a month in a facility where they evaluated him came out with a diagnosis of dementia and it is unclear what if anything else was done. Since then they have been at home and she is essentially changed her lifestyle to be there present for him and states that he does wander through the night, he will get up in the middle of the night to either go to bathroom or go lie in the living room, he has not tried to leave the house. He has not been physically aggressive with her, but he will move about as though he does not hear what she is saying to him. She states when he speaks it is generally random at times she cannot understand what he is saying and she is not always sure what he is referencing.

PAST MEDICAL HISTORY: Dementia unspecified, BPSD, wandering, coronary artery disease, and history of colon cancer status post hemicolectomy.

PAST SURGICAL HISTORY: Four-vessel CABG in 1988 with repeat CABG four vessel in 2003, cardiac stents x2 on 02/28/2002, right hemicolectomy secondary to colon cancer in 1993, cholecystectomy, carpal tunnel release right hand, ACD with fusion in 2002, hernia repair of right groin, carpal tunnel release of left-hand, angioplasty in 2007, colonoscopy x2 in 2018, and open repair of AAA on 07/29/2019.

MEDICATIONS: Imdur 30 mg ER q.a.m., Protonix 40 mg q.d., beta-carotene 25,000 IU q.d., ASA 81 mg q.d., BuSpar 5 mg two tablets 9 p.m., Flomax q.d. Singulair q.d., trazodone 150 mg h.s., cholestyramine q.d., Diet give juice q.a.m. and p.m., low-carb, Lipitor 40 mg q.p.m., fenofibrate 145 mg q.a.m., risperidone 0.5 mg 3 p.m., Mag-Ox q.d., folic acid 400 mcg q.d., CoQ10 400 mg q.d., D3 500 mcg q.d., Lexapro 10 mg q.p.m., gabapentin 600 mg two tablets h.s., and melatonin 5 mg two tablets h.s.

ALLERGIES: CELEBREX, LORTAB, TYLOX, VYTORIN, and AMBIEN.
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FAMILY HISTORY: Negative for dementia.

SOCIAL HISTORY: The patient is married to his wife for greater than 50 years they have one son he was in the Army for three years served in the Korean War and then served in the reserves. He was a teacher of advanced mathematics. He is a nonsmoker and nondrinker.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His base weight used to be about 165 to 170 pounds.

HEENT: He wears reading glasses. He has bilateral hearing aids that sometimes he would not wear but his hearing is adequate. He is native dentition without difficulty chewing or swallowing.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: He has intermittent nonproductive cough. No recent URI or COVID.

GI: No dyspepsia. He will toilet himself for BMs.

GU: He has urinary incontinence and he worries adult briefs.

NEURO: Dementia x3 years with clear progression per wife. No aggression, but he wanders and can be difficult to redirect.

MUSCULOSKELETAL: He has had no falls.

PSYCHIATRIC: Stay in Geri psych is what I assume from description will verify that with his son.

PHYSICAL EXAMINATION:
GENERAL: The patient is pretty much sleeping throughout the time with him and I was able to examine him without resistance.
VITAL SIGNS: Blood pressure 133/64. Pulse 76. Temperature 98.2. Respirations 19. Weight was 154.2 pounds.

HEENT: He has hair thickness with hair combed. Sclerae clear. Nares patent. Moist oral mucosal. Native dentition.

NECK: Supple without LAD. He did not have his hearing aids in place.

CARDIOVASCULAR: He had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.
LUNGS: Lungs are clear. No cough. Symmetric excursion.

ABDOMEN: Slightly protuberant, nontender, and bowel sounds present. No masses.

SKIN: Warm, dry, and intact. He has no skin tears or other breakdown noted. He has trace lower extremity edema.

NEURO: Orientation to self only, did not speak made limited eye contact kept his eyes close most of the time.

PSYCHIATRIC: He does not appear distressed.
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ASSESSMENT & PLAN:
1. Dementia unspecified with no significant BPSD. The issue will be encouraging wife to not be her husband’s caretaker, which I think she is ready to give up and we will see how he does so we will see.

2. New patient. CMP, CBC, and TSH are ordered.

3. Sleep disturbance with h.s. wandering. We have requested a nighttime check on the patient and if does wandering becomes problematic we will address at that time.

4. Social. We will contact husband and wife’s son/POA and any issues that needed be addressed will be done so then.

CPT 99345 and direct POA contact he and his wife 40 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

