


INITIAL EVALUATION
RE: Bruce Ellis
DOB: 07/12/1950
DOS: 03/21/2024
The Harrison AL
CC: New admit.

HPI: A 73-year-old male seen for initial visit on 03/21/24. He has been in facility since 03/13/2024. The patient has recently moved to Oklahoma City due to family in the area. He was cooperative and able to give information.

PAST MEDICAL HISTORY: Multiple myeloma diagnosed about two and half years ago. He has undergone chemotherapy therapy and is in remission and cognitive decline began after chemo and treatment for MM. His dementia diagnosis has been determined by his neurologist as vascular dementia. Other diagnoses are adult failure to thrive, right carotid artery obstruction, history of left MCA infarct, depression, DM-II, aortic ectasia, peripheral neuropathy, nephropathy, hypothyroid, thrombophilia, history of sundowning, and atrial fibrillation.

PAST SURGICAL HISTORY: CABG four years ago, right knee arthroscopy, right carotid endarterectomy with the stent, aortic valve replacement, thyroid cancer status post thyroidectomy, and superior mesenteric artery stent for SMA insufficiency.

MEDICATIONS: Aricept 10 mg q.d., ASA 81 mg q.d., Lipitor 80 mg q.d., Plavix q.d., Basaglar insulin 22 units q.d., Farxiga 10 mg q.a.m., levothyroxine 137 mcg q.d., losartan 100 mg q.d., Megace 40 mg b.i.d., metformin 1000 mg b.i.d., Remeron 15 mg q.d., Actos 45 mg q.d., Trulicity SQ q. week, B12 1000 mcg q.d., D3 1000 units q.d., and melatonin 5 mg q.d. 

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient is a Denver native. He is a widower x 21 years. He has a daughter who lives in OKC and was a statistician for the Federal Government and the Veterans’ Administration. The patient served in the Army for two years and his daughter Sarah Marshall lives nearby in OKC and he has a daughter Janet Korman who remains in Colorado. He is a nonsmoker and rare social ETOH use.
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DIET: Carb control diet.

CODE STATUS: Full code.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: He states that he is at his baseline weight.

HEENT: He wears glasses. He has upper and lower partials. He hears well without hearing aids.

RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: He denies chest pain. Positive for palpitations occasionally.

GI: Appetite is generally good. No nausea or vomiting. He is continent of bowel.

GU: Continent of bladder. No recent UTIs.

NEURO: He acknowledges cognitive decline that started one to two years ago related to diagnosis of multiple myeloma and subsequent treatment and it is escalated over the past six months which is why he felt the need to move and be near daughter.
SKIN: He denies pruritus or chronic skin issues. He denies rashes, bruising or breakdown.

PSYCHIATRIC: Positive for depression. He acknowledges occasional anxiety. 

PHYSICAL EXAMINATION:

GENERAL: Thin older male, pleasant and cooperative.

VITAL SIGNS: Blood pressure 132/67, pulse 74, temperature 98.2, respirations 16, height 5’8” and weight 139 pounds.

HEENT: NCAT. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids. Partials fit securely.

RESPIRATORY: He has normal respiratory effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: He has in a regular rhythm at a regular rate. No murmur, rub or gallop noted.

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

MUSCULOSKELETAL: The patient ambulates independently. He is lean. He has a smooth even pace. He moves arms in a normal range of motion. He goes from sit to stand vice versa without difficulty.

NEURO: CN II through XII grossly intact. He is oriented to person and Oklahoma. He has to reference for date and time. Speech is clear. He can answer some questions mostly after having thought for a few minutes. He will acknowledge what he does not recall. Affect congruent with situation.
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ASSESSMENT & PLAN:
1. Vascular dementia moderate state. The patient’s daughter is involved in his care and will take them out for whatever he needs and checks in on him. He has done fairly well reported to be cooperative and no falls.

2. HTN/atrial fibrillation. We will monitor BP and heart rate and evaluate any need for change thereafter.

3. Underweight. The patient continues on Megace. We will have followup on what his weights have been since admission and go from there as to what we do with the Megace.

4. DM-II. A1c is ordered.
CPT 99345 and direct POA contact 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
