


INITIAL EVALUATION

RE: William Wilson
DOB: 12/23/1946

DOS: 05/08/2024
Rivendell AL

CC: New admit.

HPI: A 77-year-old male seen in apartment that he shares with his wife, they have been in residence since 03/18/24. The patient and his wife have relocated from Delaware where they have lived most of their adult lives and have a daughter who lives locally which is why they are here. The patient was in the living room sitting up by himself. He explained his wife was taking a shower and it would be a while, so I went ahead and began with talking to him. The patient is alert. He was cooperative. He does seem a bit guarded, but able to give information. The patient is the one who explained the relocation from Delaware to here, not something that either of them had expected at this point in their life; their daughter Melissa is their only child.

PAST SURGICAL HISTORY: Right inguinal hernia repair, left fourth digiti tendon tear with surgical repair, bilateral cataract extraction, and left torn ACL repair.

MEDICATIONS: Norvasc 10 mg q.d., Lipitor 20 mg h.s., and trazodone 100 mg h.s.

ALLERGIES: NKDA.

DIET: Regular NAS.

CODE STATUS: Full code.

FAMILY HISTORY: The patient’s father had a long-term history of depression. He died at 66 of liver disease. He was a nondrinker. Mother died at 90 and she had dementia. He has no siblings.

SOCIAL HISTORY: The patient and his wife have been married 56 years. They have one daughter Melissa who lives here in Oklahoma City. She is his POA. He worked as the business manager of a large engineering firm, a nonsmoker and remote alcohol use.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s baseline weight is about 170 pounds.

HEENT: He wears corrective lenses, adequate hearing without hearing aids and has native dentition in fair repair. He states that he and his wife had both ignored their health and so since they have been in Oklahoma they have had an ophthalmology exam and a dental exam.

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

RESPIRATORY: No cough, expectoration or SOB.

GI: No difficulty chewing or swallowing. Denies dyspepsia and is continent of bowel.

GU: Continent of urine. No history of UTIs.

MUSCULOSKELETAL: He has an independent gait. No fall history.

PSYCHIATRIC: He has a long-standing history of depression for which he has been on different antidepressants and states that nothing really worked for him. Denies seeing a therapist or a psychiatrist and states that his father had depression most of his life.

NEURO: He has chronic history of sleep difficulties both getting to sleep and staying asleep. He has not tried any medication apart from trazodone, which he is currently on. He states he has been on it for some time, but cannot be any more specific and his current sleep pattern since moving here is no different than it was in Delaware. He denies pain in general. He feels that his memory is at its baseline with no significant changes. He denies a history of seizure, syncope or vertigo.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and seated upright on the couch. He was cooperative, but appeared tense throughout.
VITAL SIGNS: Blood pressure 106/60. Pulse 69. Temperature 96.8. Respirations 16. Height 5’10”. Weight 170 pounds. BMI 24.4.

HEENT: He has full-thickness hair. EOMI. PERLA. Corrective lenses in place. Sclerae clear. Nares patent. Moist oral mucosa. He has well-groomed mustache.

NECK: Supple. No LAD with clear carotids.

CARDIOVASCULAR: He has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced. Intact radial pulses.

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

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

SKIN: Warm, dry, and intact. No bruising, skin tears, or other lesions noted. Bilateral toes have onychomycosis and nails are long. The patient states that he has never seen a podiatrist.

PSYCHIATRIC: While the patient is cooperative, he seems a bit guarded, tends when the subject is his wife and he voices agitation and showed it later when she was out that he has to be the one to make sure she gets everything done that needs to be done with which she disagreed.
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ASSESSMENT & PLAN:

1. Hypertension appears adequately controlled at this point in time. We will have blood pressure and pulse rate check daily for the next two weeks with any adjustments made as needed.

2. Hyperlipidemia. Lipid profile ordered and we will address any needed changes in statin.

3. Depression. The patient has had a long-term history of this and seems to feel that no medication has been of help in the past. I told him that there were other things that we could try and I would suggest Zoloft starting at 50 mg daily with likely need to increase. The patient is open to trying something.

4. Bilateral onychomycosis of toes. I did speak with his daughter at length and that was an issue that was brought up. She was aware that the podiatrist had been here about a month ago and only comes quarterly, so she was not sure what to do. I told her that she could look podiatrist in the area and just schedule an appointment, if a referral was needed to let me know and I would write that.

5. Advance care planning. Talked to Mr. Wilson regarding code status and explained to him DNR and that it does not affect care in the meantime. I think he is still apprehensive about that and stated that he wants to have everything done. So, he will remain full code.

6. Social. I spoke at length with his daughter regarding all of the above and she acknowledges his guardedness and his long history of depression. She states that he will complain about things, but then do nothing about them, so we will see how that is here.

CPT 99345, advance care planning 83.17 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

