


INITIAL EVALUATION

RE: William Shoumaker
DOB: 10/05/1931
DOS: 02/26/2025
The Harrison AL

CC: New admit.

HPI: A 93-year-old gentleman who I met both he and his wife in their apartment after dinner and two of his sons were present Clarence who is the POA and then their youngest son Byron. Prior to meeting either Mr. and Mrs. Schumacher, their son Clarence approached me and asked me if I was the doctor I said yes and so he wanted to talk to me before I met his parents as they were already in a Community Council meeting. So, I told him getting baseline history was important to start with and he said he would tell me what he knew and we went from there. The couple had been living in their own home in Oklahoma City and the wife has been having more medical issues. She has been in and out of the hospital for symptomatic hyponatremia and then at Mercy Inpatient Rehab and then she broke foot just stepping into a shoe. She said she heard the pop and so she is now in a walking boot and using a wheelchair and he has his own medical issues. He is used to being able to help his wife and it exceeds what he can do for her, so they are now here. When I met Mr. Shoumaker it was his turn to talk. He was calm and very genteel. He was able to give me information and acknowledged what he did not know. He brought up constipation as a primary issue and when I asked how in a week seven days how many days does he have bowel movement and he said usually about two and so I told him we are going to work on that and he said he would be happy about that.
DIAGNOSES: Hypothyroid, hyperlipidemia, chronic constipation, BPH, history of gallstones, and aortic valve insufficiency.
PAST SURGICAL HISTORY: He has had lithotripsy couple of times, surgical repair and abdominal ventral hernia and bilateral cataract extraction.
MEDICATIONS: Ursodiol 250 mg one p.o. b.i.d., Flomax one p.o. q.d., calcium 500 mg q.d., rosuvastatin 10 mg q.d., levothyroxine 75 mcg q.d. and MiraLax q. a.m. p.r.n.
ALLERGIES: NKDA.
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DIET: Regular. No added salt.
CODE STATUS: He has an advanced directive indicating no heroic measures, but no DNR. I discussed this with son and DNR be necessary in facility and he wants to talk to both of his parents before consenting to DNR.
SOCIAL HISTORY: The patient and his wife had been married 73 years. They have four children Clarence is the POA. The patient was a non-smoker and occasional social EtOH user, but none in several years. The patient is a vet having served in the Air Force. He worked on radar systems for planes and now he is retired from the FAA where he worked for about 40 years and did the same thing working on airplane radar systems.
FAMILY HISTORY: The patient states longevity is on his primarily his maternal side that his mother’s sisters some of them are still alive and ranged between the ages of 92 and 105 years. His father died at the age of 94. His mother died in her 70s due to a medical complication.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient does not recall his baseline weight, but says he will get it to me. The patient states he sleeps well through the night and awakes rested. His appetite is good and when I asked him how he would say he generally feels and he said in good spirits and his sons agreed with that.
HEENT: He wears glasses most of the time. He did not have them on when I was seeing him today. He wears bilateral hearing aids and appeared to hear effectively. He has native dentition in good repair.

MUSCULOSKELETAL: He uses a walker and his last fall was about six months ago with just feeling sore afterwards.

GU: He has occasional urinary leakage. Has not had a UTI in some time.

GI: No difficulty chewing or swallowing and he is continent of bowel. The patient will toilet himself and has constipation and wants that addressed today.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentlemen who was polite and cooperative.
VITAL SIGNS: Blood pressure 138/64, pulse 61, temperature 97.2, respirations 16 and weight 177 pounds.

HEENT: He still has a head of hair. EOMI. PERRLA. Anicteric sclerae. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD. Bilateral hearing aids in place.
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CARDIOVASCULAR: He has a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

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

ABDOMEN: Slightly distended and taught. Nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: The patient has fairly good muscle mass and motor strength in particular for his age. He is ambulatory using a walker. No lower extremity edema. Moves arms in a normal range of motion.

SKIN: Warm and dry intact. There is no bruising or breakdown noted. He does have round shaped area on his right chin where he says he hit something, but is finally healing and there is eschar formation. There is no redness, warmth or tenderness surrounding. I told him that I could have a dry dressing put on it to protect it and he said that would not be necessary, so we will just keep an eye on it.

NEURO: CN II through 12 grossly intact. The patient is alert. He is somewhat a quiet gentle person when spoken to he will talk and give information. His affect is congruent with situation. He voices his needs. He will ask for things to be repeated if he does not hear or understand and he would make comments about wife’s medical issues here and there.

ASSESSMENT & PLAN:

1. New patient. There is no information regarding labs and told them we will get baseline lab work and there an agreement, so CMP, CBC, TSH and lipid profile ordered.
2. Constipation in addition to his MiraLax q. a.m. I am adding MOM 30 cc p.o. q. h.s. MWF and he has a p.r.n. order for a brown cow to be given daily as needed and I am going to have staff offer him tomorrow morning.
3. Urinary leakage. This has become a new issue though it is moderate POA Clarence brings up as he had earlier with me that patient had been on Flomax started by his primary care after he was having some problems with urinary retention. Etiology unclear, but he was given the Flomax and gradually regained normal urination pattern. With time though, he has now had this it leakage that he attributes to the medication and the PCP who prescribed then stopped it and he remain able to urinate without having leakage, so they are requesting that be discontinued as it had been discontinued by his previous PCP and it seems that the records that were received about his medications were prior to the discontinuation of this med.
4. Constipation hopefully with the little game plan we came up with will be effective I will find out next week and the patient is able to make his needs known.
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5. General care. We will meet with them next week review labs and any changes are needed will be made at that time.
CPT 99345 and direct POA contact one hour/60 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

