


INITIAL EVALUATION

RE: Sam Castleberry

DOB: 06/19/19435

DOS: 05/07/2024

Jefferson’s Garden

CC: New admit.
HPI: An 88-year-old gentleman in residence since 05/01/24 he is seen today in his room. He was pleasant, cooperative and very talkative. I also observed him later walking at a brisk pace using his walker. Since coming here when asked the patient is sleeping at night. His appetite is good. He states that he is eating better since he does not have to cook and he is just slowly getting to know the routine. When asked about why the transition from his home to here he tells me that his three children agreed that he is not safe living at home by himself and stated that he was doing fine, but it was his three kids that thought he would be safer in a facility where he could get help if needed. The patient states that he was living at home by himself doing well, no problems. His kids were concerned that he may need assistance and just to have somebody around. So he said a daughter who lives in Nevada came down and son and daughter who live locally met and made a decision that this would be good for him and he said they picked it out set it up all I had to do was come here. When I spoke with his son Clint who is who patient primarily calls for things the story was different and all I get to that in his PMH.

DIAGNOSES: Coronary artery disease status post CABG, HTN, DM II, previous gait instability with multiple falls and recurrent vertebral compression fractures status post kyphoplasty, BPH, atrial fibrillation on Eliquis, and depression.

PSH: Appendectomy, cholecystectomy, hemorrhoidectomy, bilateral knee replacements, L3-L4 compressions fractures with kyphoplasty, CABG 12/17/23 went to Baptist Village for SNF and while there complained of increasing right lower quadrant pain. He stated that it was in his groin and that he has noticed the discomfort and increase in the size over the previous five years, but had done nothing about it and it became problematic requiring surgery while at BV.
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So he was hospitalized and underwent hernia repair on 01/17/24 and after that he returned to Baptist village for SNF and it was there that his children saw that he just improved so much in his mobility. He was eating better and gained some weight. His affect was much brighter and he was more talkative and they knew that he needed to be in  AL after Baptist Village and that is when they came here reserved the room got it moved in and he came here after a period of time being able to go home and take care of personal business.

ALLERGIES: Hydralyzine, Lexapro, doxycycline, and gluten.

MEDICATIONS: Lipitor 10 mg q.d., Coreg 3.125 mg b.i.d,  glipizide 5 mg 8 a.m., Senna one tablet q.d, Zoloft 50 mg q.d., spironolactone 25 mg q.d., Eliquis 2.5 mg b.i.d. D3 5000 units q.d., losartan 25 mg q.d, ASA 81 mg q.d., Advil two tablets q.8 p.r.n, Lasix 40 mg q.d. p.r.n.

SOCIAL HISTORY: The patient was widowed in 02/16/22 after 63 years of marriage. He has three children. His son Clint lives locally, Tammy in Newcastle and Tina in Nevada and they are all co-POA’s. The patient is a nondrinker and a remote smoking history and worked as a salesman in various capacities and ran manufacturing planta and had a home and was living in it prior to coming here.

FAMILY HISTORY: Noncontributory.

CODE STATUS: DNR.

DIET: Regular.

REVIEW OF SYSTEMS: 

Constitutional: The patient does not recall his baseline weight. His weight in April 2024 was 168 pounds.

HEENT: The patient wears corrective lenses. He states he hears without difficulty. No difficulty chewing or swallowing.

Cardiovascular: No chest pain or palpitations, but per HPI cardiac history.

Respiratory: He denies cough or shortness of breath with exertion or rest.

GI: Good appetite. No dyspepsia and continent of bowel.

GU: Continent of urine. Nocturia which is new to him since he has been here and not on medication that would promote urination.
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Skin: He denies any problems with his skin. His son states that at home that he found that he had multiple sores on his bottom that needed antibiotic and to be treated topically. So having found that out I will address that with staff.

Neurologic: Evident episodes of syncope though he does not look when he would just fall out and be down for a couple of hours which happened more than once.

Psychiatric: Family noted depression and when talking to the patient he acknowledges that was likely some of that. He relates it to his wife being gone and him just being alone. 

Endocrine: He has DM II. His last A1c was 03/05/24 and at 6.3 he states he was on the same medication he is now on. He states he thinks. He is  not sure they gave him another medicine when he was in Baptist village.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, very talkative, requiring redirection and unable to give some history.

VITAL SIGNS: Blood pressure 132/85, pulse 77, temperature 97.9, respirations 16, and O2 sat 98% and weight 163.4 pounds.

HEENT: He has full thickness hair that is combed. Sclerae clear. Glasses in place. Nares patent. Moist oral mucosa. He does have an upper plate, but bottom dentition native and in good repair.

NECK: Supple with clear carotid. No LAD.

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

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion. 

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema goes from sit to stand. Just using the armchair support to get up and in his room he ambulates independently. He does have a cane that he will use occasionally in room and outside of the room he states he takes the walker with him everywhere now and has not had any recent falls.

NEUROLOGIC: Makes eye contact. Speech is clear. Very talkative requires redirection. It is almost as though he uses his stories and other tales that he relates as diversion from talking about him personally and it turns out that there was lot more to the story of why he is here then when he acknowledged.

PSYCHIATRIC: Depression  has been an issue and insomnia on occasion and we will see he does. He did not complain of it today apart from the nocturia and told him that we can always adjust his medications as needed.
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ASSESSMENT & PLAN:
1. DM II. A1c is ordered.

2. Nocturia. The patient has much more intake now than he did when he was at home as related by his son. He stated his father would have just may be a bottle of water a day that would be yet. So do not suspect that there is a UTI or we will find out if that his diabetes is a factor in the polyuria, but I think that it is just more fluid intake on his part and his body will adjust.

3. Gait instability. It appears that he did well in therapy that he received and knows to use his walker and does not have to be reminded and has a brisk steady gait. 

4. Hypertension. We will just keep an eye on his blood pressure checking in daily along with heart rate. He did perseverate on that per son. So actually we will cut it to every other day so that it is not a prominent issue.

5. Atrial fibrillation. He is on Eliquis. He does have some bruising on his arms that he states it just happens with mild pressure, but no bleeding.  I will find out who is cardiologist is than he will followup with.

6. Hyperlipidemia. He is on a statin. We will get a lipid profile and see what something that we can decrease or discontinue.

7. Social. All the above information given by son was appreciated and sheds light in a better respect on patient.

CPT 99345 and direct POA contact 20 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

