


INITIAL EVALUATION

RE: Horace Hewett
DOB: 12/11/1929
DOS: 05/14/2024
Rivermont AL
CC: New admit.

HPI: A 94-year-old gentleman in residence since 04/30/24 seen today. His wife Patty accompanied him and supplemented information he was not able to give. Dr. Hewitt is a 94-year-old male, retired Family Practice Physician and retired in 1996. The patient and his wife recently relocated from Tennessee to Oklahoma as the patient has a daughter Melissa who lives in Norman. He did go to medical school at OU and so he is familiar with the area. The patient has an involved medical history, so I will take it per problem. Parkinson’s disease was diagnosed in 2017 at Vanderbilt University and started on treatment. He then began to visit Oklahoma and was referred to Dr. K who has seen him since 2020 and he had a recent visit about a month ago. He notes that there has been progression somewhat slow in the last year for which he is thankful. He feels a bit weaker and more frail and it is noted having difficulty holding a cup and even utensils when trying to eat or drink. Polycythemia vera diagnosed in 2010, he was treated at Vanderbilt has required 16 phlebotomies due to the polycythemia and moving here to Oklahoma. He is established with hematologist Dr. Christine Thorpe. She started him on hydroxyurea and he has not required phlebotomy and his counts have been fairly in a normal range. Myocardial infarction this occurred on March 2024, he was hospitalized and at that time an Amulet was placed which is similar to the Watchman. Hypertension, the patient has had orthostatic side effects, he was on amlodipine, which caused the orthostasis to be significant so it was discontinued and states since then he has done okay on his current cardiac medications. Gait instability, the patient has had several falls while in Tennessee and since here he fell in his room since admission sliding out of bed and under the floor unable to catch himself. He hit his head on the floor was sent to the ER and staples were placed, which have since been removed. Loss of appetite with weight loss, current weight of 141 is decreased from his baseline weight of 190. A fall, which caused right hip fracture, the patient underwent ORIF complicated healing course with abscess formed requiring removal of prosthesis with revision surgery and then 10 days in rehab.
PAST MEDICAL HISTORY: Atrial fibrillation, CAD, HTN, history of CHF, hyperlipidemia, chronic kidney disease stage III, and Parkinson’s disease.
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PAST SURGICAL HISTORY: Right hip fracture with revision required secondary to abscess, cholecystectomy, skin cancers multiple status post Moh’s procedure, Amulet placement and angiogram showing five cardiac vessel blockage and tonsillectomy.
ALLERGIES: NKDA.
MEDICATIONS: Amiodarone 200 mg q.d. will be addressing orders, Sinemet 25/100 two tablets t.i.d., Lasix 20 mg q.d., hydroxyurea 50 mg q.d., Entresto 24 mg one b.i.d., Ranolazine ER 500 mg b.i.d., and rosuvastatin 10 mg h.s.
DIET: Regular with thin liquid.
CODE STATUS: DNR.
SOCIAL HISTORY: The patient and Patricia have been married 36 years. He was previously married, has three children by that marriage daughter Melissa and Norman, son Richard in Las Cruces, and Paul in Farmington New Mexico. Pat has been his primary caretaker and leading to placement is that his care need exceeded what she could do on her own in particular lifting and Patricia is his POA.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight 190 pounds. The patient wears glasses. Hears well without hearing aids. He has full dentures.
GI: The patient denies difficulty chewing or swallowing. No problems with constipation as he takes MiraLax daily. He is continent of bowel. He has decreased appetite leading to weight loss.
CARDIOVASCULAR: No chest pain or palpitations and per HPI. Orthostatic HTN in particular caused by amlodipine.
RESPIRATORY: No cough, expectoration or SOB.

MUSCULOSKELETAL: Gait instability, he has a walker that he uses. He has a fall history with injury and has noted increased upper extremity weakness.
NEURO: He states that he occasionally gets forgetful, but no significant memory deficits. No history of seizures, syncope or vertigo.

PHYSICAL EXAMINATION:

GENERAL: Thin older male, propels himself into the room, using wheelchair. He did not appear to have difficulty.
VITAL SIGNS: Blood pressure 132/61. Pulse 76. Temperature 97.7. Respirations 17. O2 saturation 97%. Weight was 141 pounds and he has 6’2”.

HEENT: He has full-thickness hair. Wears corrective lenses. Sclerae clear. Nares patent. Moist oral mucosa will fitting dentures.

NECK: Supple with clear carotids. He has irregular rhythm at a regular rate without murmur, rub or gallop.
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CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.
ABDOMEN: Flat and nontender. Hyperactive bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. He has generalized decreased muscle mass and motor strength.
SKIN: Thin and dry. He has scattered solar keratosis on forearms, face and neck and will healed areas of post most procedures incisions.

NEUROLOGIC: CN II through XII grossly intact. He makes eye contact. His speech is clear. He is quiet a man of few words, but can convey his needs and understands what is said.
PSYCHIATRIC: Quiet, but does not appear depressed or anxious. He acknowledges that it has been a lot of things that he has had to deal with over the last few years and concerns for his wife as well.
ASSESSMENT & PLAN:

1. Insomnia. Temazepam 7.5 mg h.s. if he has early awakening and additional 7.5 mg can be taken both doses are to be given to the patient at h.s. and he will leave the second dose at bedside for use.
2. Decreased appetite with weight loss, discussed the use of Megace and he is in agreement. We will start at 200 mg tablet b.i.d. see how he does with that go from there.

3. Clarifying Sinemet order its 25/100 tablets and its two tablets t.i.d.

4. Atrial fibrillation with a history of orthostasis. I am discontinuing 200 mg at routine amiodarone tablet and starting with amiodarone 100 mg tablet q.d. p.r.n. for heart rate greater than 90.

5. Labs, the patient had recent labs drawn by hematology; wife will get a copy of those for his chart.

6. HTN. We will have BP and heart rate checked daily for the next two weeks.

7. Social, his wife Pat is also a nurse practitioner specializing in nephrology, i.e. dialysis and so she is aware of his renal function keeps track of that. She gave information was very helpful and he acknowledged appreciating everything she has done. We will see the patient in about three weeks at that time will order the labs needed for his next hematology appointment they will remind me of that.

CPT 99345 and direct POA contact in one hour.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

