


INITIAL EVALUATION

RE: Don Bevington
DOB: 12/28/1926

DOS: 08/20/2024
Rivermont AL

CC: New admit.

HPI: A 97-year-old in residence since 02/20/23 I am now assuming care. The patient was observed in his room and his daughter/POA Sharon Heatley was present and visited with me providing information. The patient has a history of chronic pain related to peripheral neuropathy, etiology unclear, duration of 25 years. He also has Parkinson’s disease for about the last 15 years diagnosed and has had a left hand tremor that has remained stable, no significant progression. The patient spends most of his time in room in bed, he does get up occasionally for meals as he did for dinner this evening. Daughter relates that the patient also has a girlfriend who lives in IL who he met in the time that he also lived in IL, so he goes over to see her every Friday in his electric wheelchair. There is usually entertainment, he will have dinner with her and spend time with her and then comes back here. Given the patient’s chronic pain issues, the concern is that he will have his medication refilled. I reassured them that that would occur if staff provides the request in a timely fashion, which they will. The patient was previously seen in the community by Dr. Stephen Connery, but it has become too difficult to take the patient out for appointments. The patient has been on chronic opioids for some time for this peripheral neuropathy involving both of his feet and it remains effective.

ALLERGIES: NKDA.

MEDICATIONS: Percocet 10/325 mg one tablet q.6h. routine, omeprazole 40 mg q.d., KCl 20 mEq q.d., PreserVision two tablets q.d., Senna one capsule b.i.d., Flomax one capsule q.d., vitamin C 500 mg q.d., D3 125 mcg q.d., Blink Tears OU two drops q.d., Sinemet 10/100 mg three tablets t.i.d., MVI q.d., Plavix q.d., Eliquis 2.5 mg b.i.d., Proscar 5 mg q.d., Lasix 40 mg q.d., gabapentin 400 mg capsule two capsules t.i.d., and Imdur 30 mg q.d.

DIET: Regular with thin liquids.

CODE STATUS: Full code. The patient had a signed DNR that he recently revoked due to having a girlfriend; he stated that he has a lot to live for.
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SOCIAL HISTORY: The patient is from Blackwell, Oklahoma. He was married 63 years. His wife passed away approximately four years ago. He remained in Blackwell until little over two years ago when his daughter had him moved here to the independent living and he remained there for two years. He was moved into AL after daughter became aware that he was not able to take his medications properly. He has some visual impairment due to macular degeneration and an old retinal detachment and she would go to visit him and found pills on the floor knowing that he was not taking what he should and the decision to move him here he was agreeable to. The patient’s wife passed approximately 11 years ago, he assisted as a caretaker, she had Parkinson’s disease. He has two children. His daughter Sharon and son Joe Bevington who comes to see his father and takes him out for drinks. The patient is a nonsmoker and rare drinker per the daughter. The patient worked for Santa Fe Railroad as a telegrapher and after retiring from the railroad, he and his wife then ran the Community Center in Blackwell. The patient is a veteran of World War II. He served in the Army for four years and was a quartermaster.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: His baseline weight is generally 175 pounds to 183 pounds.

HEENT: He has very poor vision due to retinal detachment that never healed properly and long history of macular degeneration. He does wear glasses for reading etc. Hearing is fairly good without hearing aids. Dentition is native. He has several missing teeth which daughter reports that he ignored some of his health when he was taking care of his wife and his teeth were part of that and he is not interested in dentures or partials.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB.

GI: He denies dyspepsia, which is medically managed. Appetite is good. He is continent of bowel.

GU: He has urinary leakage, wears an adult brief.

MUSCULOSKELETAL: The patient has difficulty with weight bearing due to pain in his feet. He gets around in an electric wheelchair. There have been some issues with the safe operation of that. He has not had any falls out of it. He self-transfers, however, many of those attempts have resulted in falls and he has been requested to use his call light. The patient is currently receiving physical therapy through McBride Bone and Joint and then nervous system pain continuous in his feet, which are always cold; he tends to wear thick socks. Previously, he was able to use a walker, but has progressed toward that is too painful.

NEURO: The patient sleeps through the night and naps through the day when awake. He is alert and oriented x2, has to reference for date and time.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, but quiet. I asked if it was okay to speak to his daughter regarding his medical history and he said that it was fine so that she would be able to give me information.
VITAL SIGNS: Blood pressure 125/70. Pulse 74. Temperature 97.2. Respirations 16. Weight 175 pounds.

HEENT: The patient has full-thickness hair, which is combed. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa. Native dentition, several teeth missing.

NECK: Supple. Clear carotids. No LAD.

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

RESPIRATORY: Normal effort and rate. Lung fields are clear. Decreased bibasilar breath sounds. No cough and symmetric excursion.

ABDOMEN: Slight fullness, nontender. Hypoactive bowel sounds. No masses.

SKIN: Warm and dry with fair turgor. His feet were covered by socks. Hands appeared normal color. Denied pain to palpation. No breakdown noted.

NEURO: CN II through XII grossly intact. The patient was quiet, but alert and oriented x2, did not know date and time. Speech clear, but he is soft-spoken and generally quiet, can voice his need. Affect congruent with situation.

PSYCHIATRIC: He appeared to be calm and relaxed.

ASSESSMENT & PLAN:

1. Chronic pain management. Reassured him that we would continue with his current pain regimen as long as it is effective and it is given routinely q.6h. and he is agreeable to being awakened so that it remains in his system and effective.

2. Gait instability. Requested the patient use his call light for staff assist when he wanted to get in or out of his wheelchair as he has a history of falling during self-transfers and I reminded him of the safety issue.

3. Parkinson’s disease. He last saw neurologist a little over a year ago. He has remained on the same Sinemet doses and it appears to be effective. Daughter states that there has been no progression of disease, tremor limited to one hand and it does not seem to bother him.

4. Hypertension/hyperlipidemia. The patient is followed by cardiologist, Dr. Villano who he sees every six months. The patient recently had cardiac scans, daughter was called that in one of his lungs there is a nodule and she requested copy of that be sent here for his chart and she requested I look at it and then speak with her. I told her we will see what it is at least to date and then be realistic about the discussion of what if anything should be done.
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5. Visual impairment. He is to use his call light when he needs assist. Daughter has actually provided urinals that he has on either side of his bed so that wherever he is sleeping rather than getting up and trying to go to the bathroom without falling he can use the urinal.

6. General care. We will order a CMP and a CBC along with a magnesium level. At some point, I think it is reasonable to discuss DNR.

CPT 99345, direct POA contact 45 minutes and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

