


INITIAL EVALUATION

RE: David Nowak
DOB: 08/23/1966

DOS: 06/12/2024
Rivendell Highland

CC: New admit.

HPI: A 57-year-old gentleman who moved into facility on 06/05/2024 from another facility were I had met him but not served as a physician. The patient is a 56-year-old male with primary progressive multiple sclerosis. He was diagnosed and treated in New York where he resided with his wife who is a native of Oklahoman and thus being moved to OKC. The patient is a CPA by training and work life and with the progression of his MS, he is now in a facility given the care level he requires. The patient is pleasant. He is doing much better in this facility when he was at HarborChase. He expressed some frustration with what he sees as progression of disease. His both hands are weaker not able to fully squeeze things as he had previously and it is becoming difficult to hold utensils. The patient also self caths and is having difficulty opening the paper containers of the needed materials to do so. The patient acknowledged not asking for help because he still wants to have some level of independence as long as he can. He states that he does not sleep well at night. He has a hospital type bed that is being rented and he states that it is just not comfortable for him so his wife is going to address that with the rental company get something else. He requires full assist for repositioning in bed at night and he is awakened during those times but he states that he just takes them forever to fall asleep, which is a new change. He has had no difficulty chewing or swallowing food. Denies pill dysphagia. The patient also has a Foley catheter. He self caths approximately 10 times per day and currently states that he feels like he may have a UTI. He has a history of them and I talked about doing prophylactic treatment non-antibiotic and he is open to that. The patient denies any prominent issue with pain. He states that in the past when he has had it he takes an aspirin and generally gets more benefit from that and he does need Tylenol or other NSAIDs.

PAST MEDICAL HISTORY: Primary progressive multiple sclerosis, atrial fibrillation on anticoagulant, depression, hyperlipidemia, peripheral neuropathy, OAB, chronic constipation, vertigo intermittent, hypertension, and decreasing bilateral hand strength. The patient is nonweightbearing. He is a full transfer assist.

David Nowak

Page 2
MEDICATIONS: Lipitor 10 mg h.s., baclofen 10 mg three tablets b.i.d., biotin 1000 mcg q.d., darifenacin 7.5 mg one q.d., Cymbalta 60 mg b.i.d., fish oil 1200 mg q.d., Toprol 25 mg q.d., meclizine 25 mg b.i.d., gabapentin 300 mg three capsules (900 mg h.s.), Myrbetriq ER 50 mg q.d., oxybutynin ER 10 mg two tablets q.d., MiraLax q.d., Senna b.i.d., silodosin 8 mg q.d., tizanidine will be 4 mg b.i.d., tumeric 1000 mg b.i.d., B12 1000 mcg q.d., vitamin C 1000 mg q.d., D3 2000 IUs t.i.d., and Xarelto 20 mg q.d.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert. He is relaxed and interactive initially a little reticent but then becomes more comfortable.
VITAL SIGNS: Blood pressure 135/94. Pulse 86. Temperature 97.6. Respirations 16. O2 saturation 97%.

HEENT: Full thickness hair. Sclerae clear. Glasses in place. Nares patent. Moist oral mucosa. His speech is clear.

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

RESPIRATORY: Normal effort and rate. He has clear lung fields. No cough. Symmetric excursion with slight decrease bibasilar breath sounds.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He is in a manual wheelchair that I think is not the right size for him and he acknowledges that he thinks it is too small. The patient is 6’5” and weighs 200 pounds. He does not have full truncal stability any kind of shifts the right today at the hip. He is in a manual wheelchair. He cannot propel. He is limited weightbearing requires full transfer assist. He has no lower extremity edema.

SKIN: Clear, intact, and good turgor.

NEURO: He is alert and oriented x3. Clear speech. He can voice his needs understands given information. He is intelligent and tries to troubleshoot for himself that is realistic about goals. He is appreciative about what is going on around him and the people helping him.

ASSESSMENT & PLAN:

1. History UTIs. The patient thinks he may have one now so he is given a cup and will self cath and given that a sterile setting will then put that into the cup and I will be taken for evaluation.

2. Disordered sleep pattern. Temazepam 7.5 mg one p.o. h.s. and if not asleep within an hour he is to be re-dosed 7.5 mg and may need to have 15 mg but we will see how he acclimates to the medication.

3. Muscle spasm. We will make him the tizanidine 4 mg a.m. h.s.

4. Pain should he have any ASA 325 mg he can keep the aspirin at bedside and self-administer. We will follow up with patient next week and a full H&P will be completed.
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CPT 99345 and direct POA contact one hour.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

