


INITIAL EVALUATION

RE: Richard Alan
DOB: 09/17/1928
DOS: 11/22/2024
Radiance AL
CC: New admit.

HPI: A 96-year-old gentleman admitted to facility 11/19/2024; this is my first visit with him. The patient was seen in his apartment. He was fully clothed, lying on his bed and sleeping. He did awaken and initially a little confused, but then became cooperative. Throughout the H&P; the patient’s question was when is he going to be able to go home. His theme is that he is able to live at home and does not understand why his children have put him here. He then adds that he has a daughter who lives nearby, so he knows that she found this place, so that she would have him nearby and could visit. He also acknowledges that his daughter Jan is the one who does things for him; when he was at home, she provided meals and would help with laundry and any appointments he needed. He was able to give limited information and the majority of information came from daughter Jan and there were a couple of notes from Mercy Clinics where he received his primary care. The patient was recently hospitalized at Mercy Hospital with right-sided pyelonephritis and left pleural effusion requiring thoracentesis; 1 liter of fluid removed. From hospitalization where he received IV antibiotic x3 days, then was sent to Mercy Rehab on oral antibiotics where he completed a course of seven days.
PAST MEDICAL HISTORY: Status post ABX for right pyelonephritis, status post thoracentesis of left pleural effusion, history of systolic CHF and coronary artery disease with history of stent x1, aortic stenosis status post TAVR, moderate Alzheimer’s dementia, BPH, atrial fibrillation, CKD and hypertension.

PAST SURGICAL HISTORY: Coronary artery stent placement x3 stents total, bilateral hip replacements, aortic valve replacement and history of right second toe amputation.
MEDICAL ALLERGIES: OLMESARTAN, NICKEL, CONTACT METAL AGENT, AMBIEN, LATEX and MORPHINE.
MEDICATIONS: Cozaar 100 mg q.d., Lasix 20 mg q.d., Eliquis 2.5 mg b.i.d., Senna one b.i.d., _______ Proscar 5 mg q.d., Xanax 0.25 mg t.i.d. p.r.n., Norco 5/325 mg one q.6h. p.r.n. and melatonin 3 mg h.s. p.r.n.
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CODE STATUS: DNR.

SOCIAL HISTORY: The patient is widowed x6 years and his wife died one week prior to their 70th wedding anniversary. The patient had four children. There are two living; his daughter Jan and his son David who is a retired dentist and is _______ stage of ALS. The patient’s daughter who lived in Florida and was a lawyer took her life secondary to medical issues. His other son Mark passed away several years ago. The patient spoke about all of them as though they are living and he believes that they are not knowing that there have been changes, so that was not brought up. The patient was a nonsmoker, nondrinker. He had a successful furniture business that supplied to large businesses and customized furniture. He still maintains a large home in Oklahoma City that daughter Jan states will not be feasible for him to return to. His POA is his daughter Jan. The patient was running back and quarterback for Michigan State his four years of college.
REVIEW OF SYSTEMS:
GENERAL: The patient states that he sleeps through the night, his appetite is good and he denied any pain.

CONSTITUTIONAL: The patient’s baseline weight up until about a year to a year and a half year ago was 200 pounds and up till recently was about 175-185. He is currently 142.5 pounds. The patient is very hard of hearing, he has hearing aids, states he only wears one, did not have them in place when I went to see him. He attempted to place one, but has difficulty with doing that, so I did speak quite loudly. The patient has native dentition and denies difficulty chewing or swallowing to include medications.

CARDIAC: He denies chest pain or palpitations.

RESPIRATORY: He denies cough, expectoration or SOB.

GI: He denies constipation and is continent of bowel.

GU: He has some urinary leakage and stated that he wore a regular underwear, but during the exam he had an adult brief on.

MUSCULOSKELETAL: The patient has both a wheelchair and a walker in his room. He states that he does not use the wheelchair leaving the room, he will use the walker having to stop along the way and has not had any falls here and denies any recent falls though daughter states he had a fall about a month to two months ago where she happened to just stop by his home and found him on the floor unable to get up.

NEURO: He acknowledges that maybe his memory has changed a little bit because of his age, but does not think that it is enough to not be able to live by himself.

PSYCHIATRIC: He denied any depression or anxiety.

PHYSICAL EXAMINATION:

GENERAL: Frail-appearing elderly gentleman who was cooperative as interview went on, but in denial of his frailty and inability to safely take care of himself.
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VITAL SIGNS: Blood pressure 117/69. Pulse 68. Temperature 98.1. Respirations 18. Weight 142.5 pounds.

HEENT: He has wispy gray hair that is short. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: He has an irregular rhythm at a regular rate. No murmur, rub or gallop appreciated.

RESPIRATORY: He has a normal effort and rate. His lung fields are clear. He had no cough and symmetric excursion.

ABDOMEN: Scaphoid. Hypoactive bowel sounds. No distention, tenderness or masses to palpation.

SKIN: Dry. No bruising, abrasions or breakdown noted. He does have an area of redness without warmth or tenderness to palpation on his left middle finger.

PSYCHIATRIC: He made eye contact. His affect was generally blunted. His focus was on returning home and expressing he does not understand why he cannot live there alone. He appeared a bit frustrated with that, but no evidence of depression or anxiety.

ASSESSMENT & PLAN:

1. Status post IV followed by PO antibiotic for right side pyelonephritis. Daughter has antibiotic that she wished to have filled and had the patient complete. She has just recently picked that up and after discussion he will complete that antibiotic.
2. Status post large left pleural effusion requiring thoracentesis; 1 liter removed; there was no growth.
3. CT of chest on 11/08 shows moderate to severe diffuse bilateral interstitial infiltrates and consolidations superimposed upon chronic interstitial lung disease.
4. Senile frailty. I spoke to the patient about improving his nutritional status. I am ordering a CMP to look at albumin and T-protein and I spoke with his daughter about providing protein drinks. She had just brought drinks for him that he requested and it was ginger ale, Coke and other sodas with only a couple bottles of water.
5. Gait unsteadiness. Though he did have Mercy Rehab Care from 11/09 to 11/19, I think that he would benefit from some extended therapy and I will go over this with the patient, so that he is in agreement with it.
6. History of insomnia secondary to roaming thoughts. He was prescribed melatonin and rehab and low dose of Xanax, which he took a few times and was of benefit. We will continue that here as needed.
7. Hypertension. Check of BP and pulse rate daily ordered.
8. Hard of hearing. He has hearing aids. I have ordered that aides will check on him in the morning and help place one hearing aid at his request.
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9. Thrombocytopenia. The patient provided results of CBC drawn 11/19/2024. WBC count WNL. H&H 12.5 and 38.3, so generally WNL. Indices were also WNL. Platelet count 114. No evidence of bleeding or easy bruising; unclear if this has been an issue before. I explained it to daughter and reassured her that it is something that can be seen, it does not interfere with normal blood function and that routine platelet transfusions do not occur in situations where there is not active bleeding or bruising and the patient is otherwise stable.

10. Social. I spent time with his daughter/POA Jan going over his history, his care plan here and she asked questions and had a lot of information regarding his history.

CPT 99345 and direct POA contact one hour i.e. 60 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

