


INITIAL EVALUATION
RE: David Seelen
DOB: 08/24/1949
DOS: 05/08/2024
Rivendell AL
CC: New admit.

HPI: A 74-year-old gentleman seen in room for initial visit. The patient has been in residence since 05/07/24. Prior to coming here, the patient was at the Noble Health Care Center which he describes as a locked facility. When I asked him how he ended up there, he in a roundabout way states that police had showed up to his home he lives out in the country. He has 2 acres and he said he came after me and not quite sure what all happened, but couple of fire truck guys in his word showed up and he figured he just could not fight it and he ended at the Noble Health Care Center. The patient is married, but states that his wife has gone off and is doing her own thing, so he was living there alone and from there, the patient’s story gets more interesting and tangential at the same time, but throughout he was pleasant and cooperative.

PAST MEDICAL HISTORY: Atrial fibrillation, hyperlipidemia, sleep apnea, dysphagia, psychotic disturbance with mood disorder, generalized muscle weakness, and dementia unspecified.

PAST SURGICAL HISTORY: Bilateral cataract extraction and two coronary artery stents.

MEDICATIONS: Olanzapine 10 mg q.p.m. and 2.5 mg q.12h., Depakote 250 mg one tablet q.12h., Aricept 5 mg h.s., hydroxyzine 25 mg q.12h., Protonix 40 mg q.12h., Omega-3 q.d., MVI q.d., melatonin 10 mg h.s., omeprazole 40 mg q.12h. which will be discontinued, gabapentin 300 mg q.8h., and folic acid 1 mg q.d.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient had been living alone on 2 Acres, married. Wife had taken off. He has no children. He worked at Seagate Technologies for 44 years and acknowledges intermittently smuggling marijuana. He was a four-pack per day smoker for 35 years, but states that what he lit up was not necessarily out being smiled, but rather would just sit there and burn and he acknowledges alcohol use and smoking pot for 60 years.
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FAMILY HISTORY: His father was an alcoholic and died at the age of 77. His mother was a nondrinker passed away at the age of 97. The patient’s father owned a funeral home and he states as a young man, he worked for his father.

DIET: Regular.

CODE STATUS: DNR. We discussed that he was full code up until our discussion.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Up until about a year ago, the patient’s weight was 300+ pounds with his all-time high being 414 pounds and in one year, he has gone down to 175 pounds. He states that last year this past winter, he had four episodes of pneumonia and wants to watch out for that and then tells me that he has not had alcohol in six years. So, I stand corrected on the social.

HEENT: He wears reading glasses. Adequate hearing and native dentition.

RESPIRATORY: Occasional cough without expectorant.

CARDIAC: Denies current chest pain, palpitations or SOB.

MUSCULOSKELETAL: He ambulates independently. He states 10 days ago, he fell and landed on his right shoulder and that has been bothering him. He does use a walker.

GI: Appetite good. No difficulty chewing or swallowing. Incontinent of bowel.

GU: Continent of urine. Denies UTIs.

PHYSICAL EXAMINATION:

GENERAL: The patient is a tall gentleman, lot of hair. He is alert and very engaging.

VITAL SIGNS: Blood pressure 106/60, pulse 69, temperature 96.8, respirations 16, and initial weight 137 pounds, we will have that rechecked.

HEENT: He has full thickness long gray hair with a gray beard and mustache. EOMI. PERLA. Sclerae are clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

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

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

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

MUSCULOSKELETAL: The patient goes from sit to stand using his walker for support and is using a walker around the room. He was cooperative with getting himself up and they needed to weigh him. He has no lower extremity edema. He moves limbs in a normal range of motion.
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NEURO: CN II through XII are grossly intact. He makes eye contact. Speech is clear. Orientation is x2. He has to reference for date and time. He also requires redirection as he is very verbal and tangential.

PSYCHIATRIC: He likes talking to people and he is generally appropriate that hyper and just talk incessantly unless he is stopped and redirected. He does take redirection as apologetic. He states he has not realized how he just goes on and on.

ASSESSMENT & PLAN:
1. Recent diagnoses of psychotic disturbance with mood disturbance and on medications that support that diagnoses. We will try to get more information as to what happened that led to being placed in the Noble Health Care Center. I will contact his brother/POA James Seelen.

2. Sleep apnea. We will assess whether he uses CPAP and if not whether he should and get the DME necessary for that.

3. Atrial fibrillation. We will monitor that and I talked to the patient about symptoms of which he is aware and he will let us know if there is a change.

4. Dysphagia. I asked the patient if he wanted a modified diet such as mechanical soft with chop meat for right now and I will follow up with him this coming week.

5. Weight. By his report, he has lost a lot of weight in a period of about a year. So, it was not all at once and we will get an accurate weight this coming week.

6. Social. We will contact his POA this week and just let him know how the patient is doing and he has other questions, I will address with him.

7. Advance care planning. We discussed full code versus DNR. The patient’s response was we cannot avoid it. This is going to happened one way or the other, so he would rather just go naturally without somebody pumping on his chest. So, DNR is written.
CPT 99345 and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
