


INITIAL EVALUATION

RE: Herb Leonard
DOB: 04/08/1930
DOS: 01/15/2025
The Harrison AL

CC: New admit.

HPI: A 94-year-old gentleman seen in his apartment. His son/POA Jerry Leonard was present. I asked the patient if it was ok if son assisted in giving information, if the patient was not able to and he said he sure was and that his son probably was better able to give information than he was. He actually ended up being a fairly good historian. Prior to moving to the Harrison, the patient was living by himself at home. He is a widower of many years and states that his kids would check on him and bring him whatever he needed. He contends that he was still able to cook for himself, though son questioned that. What led to placement in Assisted Living is the patient was hospitalized 12/15 at Mercy Hospital the patient had not been feeling good and was having increasing shortness of breath. The patient was diagnosed with bibasilar pneumonia and dehydration. Son states that he was given multiple bags of IV fluid to help catch him up and be able to make urine. So he was at Mercy Hospital from 12/15 to 12/18 and on 12/18 he went to St. Ann's Skilled Care Facility remained there until January 13. Son states that he was able to watch his father's progressive improvement that his color was better. He seemed more alert and started conversing and watched his strength improve as well. He is very pleased with having him here as it is close for him as a son to come check on his father and he feels that he is having all of his needs.
SOCIAL HISTORY: The patient is a widower after 55 years of marriage and was living at home alone. Nondrinker. He smoked for 19 years one pack per day and quit 38 years ago. The patient was a truck driver for many years then came to own and operate his own trucking company for 25 to 30 years. And he states he truly loved his job. The patient has four children and they are the results of two sets of twins and each twin set is fraternal one boy and one girl. His POA is son Jerry.
PAST SURGICAL HISTORY: He had lumbar surgery several years ago, bilateral cataract extraction, tonsillectomy remote, fistulotomy within the last three years, but no more specific information available, and AAA repair 2021 (abdominal aortic aneurysm).
FAMILY HISTORY: There is longevity in his family with extended family living into their early 100s. He has living siblings in their mid to late 90s. The baby is 91 years old and they are all in good health so he anticipates continued long life.
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MEDICATIONS: Lantus 3 units q. a.m., NovoLog two units with breakfast, metformin 500 mg b.i.d., which are clarified to be given at lunch and dinner, levothyroxine 125 mcg q. a.m. and has p.r.n. oxycodone 5 mg q4 and I am discontinuing DuoNeb nebulizers, which are orders from the hospital along with discontinuing guaifenesin and the oxycodone and then leaving Tylenol 650 mg q.6h. p.r.n.
ALLERGIES: NKDA.

CODE STATUS: An advanced directive indicating no heroic measures. Separate conversation with son requests DNR status.
DIET: Regular low carb.
ROS:
CONSTITUTIONAL: The patient's baseline weight is between 140-145 pounds.

HEENT: He wears glasses. He has a partial upper plate otherwise native dentition. He denies difficulty with chewing or swallowing. His hearing is good. Does not require hearing aids.
CARDIAC: He denies chest pain or palpitations and denies any problems with blood pressure control.

RESPIRATORY: Denies cough, expectoration or shortness of breath. No dyspnea with exertion, though he acknowledges that exertion is limited for him.

GI: He has no abdominal pain or dyspepsia. Denies constipation and has bowel continence. The patient denies any difficulties with constipation.

GU: He has continent of urine and no UTI history.

MUSCULOSKELETAL: He ambulates with the use of a walker. Last fall was on 12/12 prior to hospitalization for pneumonia and acknowledges that he has had problems with balance starting about a year ago, but has not had falls, which he attributes to using his walker. He denies vertigo.
NEURO: He states that he has occasional memory lapses, which again he does not consider unusual, but for the most part feels that his memory and his mind are fairly good and his son agrees with that. He sleeps good at night. He denies any significant pain.

PHYSICAL EXAMINATION:
GENERAL: Elderly gentleman seated in his recliner. He was alert and cooperative very pleasant.
VITAL SIGNS: Blood pressure 138/88. Pulse 67. Temperature 98.1. Respirations 20. Weight was 132 pounds.

HEENT: He is completely bald. Wears a baseball cap. EOMI. PERLA. Anicteric sclerae. Corrective lenses in place. Nares are patent. Moist oral mucosa. He has a right upper partial remainder of teeth are native dentition and appear to be in fairly good repair. As are gum lines upper and lower. Neck is supple. No LAD and clear carotids.
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CARDIOVASCULAR: He has a regular rate and rhythm without murmur, rub or gallop. PMI is nondisplaced.

RESPIRATORY: Normal effort in rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft and flat. Nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. He has trace lower extremity edema. He is able to weight bear. He pulled himself to standing position with use of his walker and appeared steady and upright.

SKIN: Warm and dry intact with good turgor.

NEURO: CN II through XII are grossly intact. He is oriented x2. Has to reference for date and time. His speech is clear. He has a sense of humor. He is able to give information. Appears to have a good relationship with his son and the patient appears realistic, but sees the positive in moving to a place where he is going to have people helping take care of him.

ASSESSMENT & PLAN:
1. DM II. The patient has Freestyle Libre, which monitors his blood sugar hourly and it is recorded in an app on his phone. He refers to that when he is feeling a little off. Staff are going to be checking that twice a day and documenting. Hemoglobin A1c is ordered. He is not aware of when the last A1c was done.
2. Hypothyroid. TSH ordered.
3. Pill dysphagia. Order for medication crush order as able and med review discontinuing nonessential medications.
4. Dryness with mild neuropathy of both feet. Son requests continuation of what he did for his father at home, which is Gold Bond lotion for diabetics. He has a large full bottle that he presented and requests that be placed on the patient's lower legs and feet every morning.
5. Medication review. Discontinue two nonessential medications and discontinuation of insulin Aspart 2 units, which was given q. a.m.
6. Medication reconciliation. For his diabetic care, the patient will be receiving the insulin glargine (Lantus) q. a.m. and will receive metformin 500 mg with lunch and then 500 mg with dinner.
7. Advanced care planning. Discussed the advanced directive. The patient stated that it is ok if they just do a little bit for him and if it does not look like he is coming back then they can stop and I explained that medical legally that cannot be done so his son looked at me and indicated that it would be a DNR for his father so form is completed and placed in chart.
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8. Social. Answered questions on the part of son and told him that we will just give his father acclimation time and if it looks like additional PT indicated or helpful for patient then we can revisit that issue in a week or two. Son is in agreement.
9. General care. We will do CMP, CBC and review with the patient and if need be I told him that in a couple of weeks we can redo a CXR checking for resolution of the pneumonia.
CPT 99350, 83.17 and direct POA contact 45 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

