


INITIAL EVALUATION
RE: Walter Gilcrease
DOB: 06/06/1935
DOS: 05/08/2024
Rivendell AL
CC: New admit.
HPI: An 88-year-old gentleman seen in apartment. He has been in residence since 05/07/24. The patient’s son-in-law Fred Humphrey was present and I was invited to stay and listen and it was more that he wanted to watch something on television. The patient is very verbal and interactive, very pleasant high-energy gentlemen often needing redirection to stick with the topic and see if I can get it him to answer questions. The patient was previously living at home and within the last two months, his wife passed away and his daughter passed away. Daughter had COPD and had been hospitalized and passed away there. She was the wife of Fred who is present. The patient states that his wife had a lot of medical issues and toward the end of her life, he had been her caretaker and he states that just strengthen their relationship and misses her. His plans were to stay at home the rest of his life and take care of himself, but his doctor who is Dr. Nissar and another friend had separately told him that he needed to be in a facility and let other people help him. So, he said well I guess I saw something I did not. He states he feels good. He has a great appetite. He sleeps without difficulty and denies pain.

PAST MEDICAL HISTORY: Hypertension, DJD of the C-spine, CKD, dementia vascular in nature, Parkinson’s disease, a peripheral neuropathy, BPH, GERD, and glaucoma.

PAST SURGICAL HISTORY: Right ankle fracture with pan in place, appendectomy, bilateral cataract extraction, back surgery type unclear and right upper quadrant colon resection unclear why.

MEDICATIONS: Tylenol 500 mg q.6h. p.r.n., Norvasc 10 mg q.d., Lipitor 40 mg h.s., Sinemet 25/100 mg one p.o. t.i.d., D3 2000 IUs q.d., Plavix q.d., B12 1000 mcg q.d., docusate one capsule b.i.d., Flonase nasal spray q.d., Lasix 20 mg q.d., gabapentin 300 mg capsule three capsules q.a.m. and h.s., ketorolac eye drops OU t.i.d., latanoprost OU q.d., losartan 100 mg q.d., Namenda 10 mg b.i.d., MVI q.d., nadolol 20 mg q.d., Protonix 40 mg q.d., KCl 10 mEq q.d., ranolazine 500 mg b.i.d., and Flomax q.d.

Walter Gilcrease
Page 2

ALLERGIES: Antihistamines, chromium, pseudoephedrine, and sulfa.

SOCIAL HISTORY: The patient was widowed two months ago after 51 years of marriage. His daughter also passed away two months ago from COPD. The patient has two other children, a daughter who lives in St. Thomas Virgin Islands and a son who lives here in Oklahoma City. The patient served in the Army for two years and his career was working in insurance claims. He is a nonsmoker and a history of social alcohol use.

FAMILY HISTORY: Noncontributory.

CODE STATUS: DNR. The patient has an advanced directive indicating no heroic measures. So, DNR will be signed and placed in chart to uphold his wishes expressed and advanced directive.

DIET: NAS.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: He is at his baseline weight.

HEENT: The patient wears reading glasses. He has bilateral hearing aids in place and still states that he is kind of deaf. He has full dentures that fit securely. No difficulty chewing or swallowing.

RESPIRATORY: He denies cough, expectoration or SOB.

CARDIOVASCULAR: He has generally no chest pain or palpitations, but shows me a small vial of sublingual nitro that his cardiologist told him to always keep with him. 
MUSCULOSKELETAL: The patient ambulates independently in his apartment. He states that he will hold onto furniture if he needs to outside of the room. He uses a cane. When asked, he states his last fall was about three to six months ago. His SIL states it was three months ago. The patient fell at home in the shower and he did get a little bruised up.

GI: Appetite is good. No dyspepsia. Continent of bowel.

GU: No history of UTIs or continent of urine.

PHYSICAL EXAMINATION:

GENERAL: Alert gentlemen pleasant and quite engaging.

VITAL SIGNS: Blood pressure 128/71, pulse 74, temperature 97.1, and respirations 18.

HEENT: He has full thickness gray hair that is combed. EOMI. PERRLA. Sclerae are clear. Nares patent. Moist oral mucosa. Full dentures in place, well fitting.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.
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CARDIOVASCULAR: He has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

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

MUSCULOSKELETAL: He ambulates independently in his room. He moves his arms in a normal range of motion. No lower extremity edema.

NEURO: CN II through XII are grossly intact. He makes eye contact. His speech is clear. He is quite a talker. He has a lot of stories that he likes to tell. Short and long-term memory at this point appeared fairly intact. Affect congruent with what he is saying and he does require redirection.

SKIN: Warm, dry and intact with good turgor.

PSYCHIATRIC: No evidence of depression or anxiety. However, I think that he is also good at masking that in part of his talking and very active socializing is avoiding what is going on internally and his insomnia which is a new thing over the past two months is part of that.

ASSESSMENT & PLAN:
1. Bereavement issues. The loss of both wife and daughter in two months most likely significant, the patient did not really talk much about that. I think there will be something to engage with him next visit and I think that an antidepressant may help him slow down and focus and allow himself to go through the bereavement process and I will discuss that with him next visit.

2. Insomnia. Trazodone 50 mg h.s. to start. We will see whether that is enough to help him get sleep and hopefully not having any next day sedation.

3. Hypertension. We will monitor his blood pressure and heart rate and see how he does and I told him that if he has episodes of angina where he requires the sublingual nitro that he is to let us know. His cardiologist is Dr. Sparling at OHH.

4. Dementia. MMSC will be performed and we will review that with the patient when available.

5. Parkinson’s disease. This is something that he skipped over. So, I want to talk with him about a little more when I also visit with him next.

6. Hyperlipidemia. Lipid profile will be ordered.

7. Advance care planning. I will talk with the patient about DNR versus full code.

8. DJD of L-spine. We will see how he does and if Tylenol is adequate for his pain then we will leave it at that and I think the gabapentin also is helpful for that.
CPT 99345, direct POA contact Fred Humphrey who was present as SIL is his co-POA 30 minutes and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
