


INITIAL EVALUATION
RE: Ronald Chancellor
DOB: 08/26/1951
DOS: 07/05/2024
Rivendell AL
CC: New admit.
HPI: A 72-year-old male in residence since 06/27/2024, seen for initial visit in room. The patient was very verbal to the point of being effusive, he however was limited in information he could recall. He did acknowledge having bipolar disorder on medications and had a psychiatrist who he said saved his life, but has not been seen by psychiatrist in some time secondary to her moving out of the country and he states that he is compliant with medications because he is in trouble if he does not do so. The patient’s recent hospitalization was at facility which name he cannot recall and was followed by treatment at Medical Park West Rehab, admission on 06/05/2024, and then transferred here on 06/28/2024. The patient unable to give what went on that led to hospitalization, but admitting diagnoses to SNF cite bacterial meningitis, encephalitis, syndrome of inappropriate secretion of antidiuretic hormone and type II DM and electrolyte abnormalities.
PAST SURGICAL HISTORY: Tonsillectomy, nose surgery x 2 for deviated septum, fractured left clavicle required a sling for sometime and actinic keratoses cauterized.
MEDICATIONS: ASA 81 mg q.d., Lamictal 200 mg one tablet p.o. b.i.d., Claritin 10 mg q.d., losartan/HCTZ 100/25 mg one-half tablet p.o. q.d., metoprolol 50 mg b.i.d., simvastatin 20 mg h.s. and Flomax 0.4 mg q.d.
ALLERGIES: NKDA.
DIET: NCS.
CODE STATUS: Full code.

FAMILY HISTORY: The patient is adopted.

SOCIAL HISTORY: The patient lived in his home alone. He is never married. No children. He is a retired investment broker and nonsmoker and nondrinker.
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REVIEW OF SYSTEMS:

CONSTITUTIONAL: He does not recall his baseline weight.

HEENT: He wears glasses. He has adequate hearing and native dentition in good repair.

CARDIAC: He denies chest pain or palpitations and states that BP is generally well controlled though he did not check it frequently.

RESPIRATORY: He denies cough expectoration or SOB.

GI: No difficulty chewing or swallowing. He has good appetite. Continent of bowel. No significant constipation history.

GU: Continent of urine and no history of UTIs.

MUSCULOSKELETAL: Prior to hospitalization, the patient ambulated independently. He had a fall in April 2024, and could not recall the details of the fall, but no injury and leading to the hospitalization, he stated he just remembered not feeling good and then not being able to stand up on his own, thus ambulance ER and subsequent hospitalization. He states that he has just begun to be able to ambulate since admission here; prior to that, he was in a wheelchair, which he still has in his room that he has been able to ambulate in the last couple of days from his room to the dining room, previously was having staff transport him.
PSYCHIATRIC: Positive for bipolar disorder. He states that he has had the episodes of depression, but none recently. He acknowledges his previous psychiatrist Dr. Feliciano as giving him significant help.
ENDOCRINE: The patient states that he has had diabetes for sometime on medication. Last A1c was 5.4 and medications were discontinued and he does not recall the names of those meds. He denies polyuria, polydipsia or polyphagia.
NEUROLOGIC: He states that his memory is a problem since hospitalization. He forgets things that have just occurred or that he has just been told and does not recall that, that was a significant problem before hospitalization, but he takes it in stride kind of laughed about it though it does appear to bother concerned him.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert, very verbal and engaging to the point it is almost distracting.
VITAL SIGNS: Blood pressure 148/77, pulse 60, temperature 97.0, and respiratory rate 16.
HEENT: He has short full-thickness hair. Sclerae clear. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in good repair.
NECK: Supple. No LAD. Clear carotids.
CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

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

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

MUSCULOSKELETAL: He was independently ambulatory around his room. He moves all limbs in a normal range of motion. No lower extremity edema. Intact radial pulses.
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NEUROLOGIC: CN II through XII grossly intact. His speech is clear. He is almost hyperactive. He is constantly talking with wide arm gestures and difficulty sitting still, he would be talking and then get up and just have to walk around and sit back down and moving his legs and, when I asked if he was uncomfortable or had pain, he laughed and said no.
PSYCHIATRIC: Again, appears to have some component of hyperactivity though he does have bipolar disorder and states that he feels good and that his overall state is controlled.

SKIN: Warm, dry and intact. No bruising or skin lesions noted.
ASSESSMENT & PLAN:
1. Status post hospitalization for meningitis and encephalitis. The patient is just getting back his mobility stating that it started to happen here and he is walking independently for the first time since the above events occurred. He is participating in PT and OT and feels that he needs continued therapy.
2. DM II. We will order an A1c just to see where he is now off medications for close to two months.
3. Atrial fibrillation/HTN. We will monitor BP and heart rates for the next couple of weeks to see if there is any need for adjusted medications.
4. Social. The patient has friends who are basically his support system and he cites Kay Carter as the one who he is most in contact with and who assists him with whatever he needs done. He is his own POA at this time and we will discuss code status with the patient as he continues his stay here.
CPT 99345 and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

