


INITIAL EVALUATION
RE: Oscar David Earle
DOB: 12/06/1948
DOS: 03/21/2025
Radiance Memory Care
CC: New admit.

HPI: The patient is a 76-year-old gentleman admitted to facility on 03/10/2025 arriving from Yuma, Arizona. The patient has lived in Arizona for sometime and the transition to OKC is because his nephew and POA Christopher Earle resides here. Prior to admission here in Yuma, the patient was living in a group home and due to behavioral issues there he was admitted to Onvida Health, which is a Psychiatric Inpatient Facility and the patient was there from 02/18/2025 to 03/08/2025 admitting diagnoses are behavioral issues in the face of advanced dementia. When he was admitted here the first couple of nights he just was awake yelling out loud all night long. The patient had Seroquel that was reportedly effective for him, but for some reason it had been on a p.r.n. basis. He was given a dose and eventually it did fatigue him to the point that he was not as robust and yelling out and finally fell asleep. In this pattern, he is not sleeping overnight and yelling out randomly continued and has decreased since 03/12. When I saw the patient in MC he was sitting quietly in his wheelchair, I quietly and slowly introduce myself. He just looked at me in a confused way and we took him to his room and I told him that I was his doctor and I want to listen to his heart etc. and so we were able to get him back there he did not resist and just a lot of reassurance and I was able to examine him. The patient is not able to give information and it is unclear that he understands what is said to him.
PAST MEDICAL HISTORY: Moderate to severe dementia most likely vascular in nature, status post chronic right MCA distribution infarct noted on MRI in April 2024, CAD, paroxysmal atrial fibrillation, type II diabetes mellitus, seizure disorder, HTN, CKD he has stage IIIB, aortic stenosis, psychiatric history deemed a danger to others due to severe aggression. He has had outpatient psychiatric care as well as inpatient psychiatric care and has been treated with psychotropic medication i.e. Depakote, Seroquel, and Zyprexa. 
PAST SURGICAL HISTORY: CABG, Watchman procedure to the atrial appendage of left atrium, left knee, total knee replacement, and right carotid endarterectomy.
Oscar David Earle
Page 2

MEDICATIONS: Lipitor 40 mg h.s., ASA 81 mg h.s., Coreg 6.25 mg one p.o. b.i.d., Plavix q.d., Protonix 40 mg q.d., phenytoin 200 mg ER one b.i.d., quetiapine 200 mg one tab h.s., melatonin 3 mg two tabs h.s., Cardura 2 mg one p.o. h.s., Ativan 0.5 mg one tab b.i.d. p.r.n., divalproex 500 mg EC one tab q.12 and Proventil 2.5 mg/0.5 mL as nebulizer treatment.
ALLERGIES: CODEINE and AMITRIPTYLINE.
DIET: Low-carb, sugar diet and chopped meat.
SOCIAL HISTORY: The patient was married now single. He cannot tell me how long it is not clear if he has children. He could not remember what his occupation was. He is a former smoker and again could not quantify for how long or how much but stated he knew he quit a long time ago. As to drinking one standard drink of alcohol q. week. POA is Christopher Earle and he is patient’s nephew with emergency contact being Tatum Earle and she is his niece-in-law. I was able to find the patient was a forklift operator for a produce company and worked and retired from this company and patient’s favorite places is to travel to and ideally to retire in/or California, Mexico, and Arizona and patient did not have children.
FAMILY HISTORY: Diabetes, heart disease and myocardial infarction less than 60 years of age.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient does not know his baseline weight.

HEENT: The patient is hard of hearing. Does not wear hearing aides. Cannot recall if he has ever used them. Does not work corrective lenses and oral. The patient has no bottom teeth and he has permanent dentures in his upper jaw. Some difficulty swallowing medications and has a medication crush order. He has on occasion spit out the medicine and not wanting to swallow it. The patient is incontinent of bowel and bladder. He cannot be toileted. Wears adult briefs.
MUSCULOSKELETAL: The patient is transported in a manual wheelchair due to generalized weakness. He does want to walk and has demonstrated this by a staff member being with him helped him get out of the chair and hold onto the side rails down the hallway and patient holding on to that was able to walk the length of the hall and he indicates wanting to walk by trying to get out of his chair on occasion.

NEURO: Brain CT done in mid February primarily chronic findings, generalized atrophy and chronic small vessel ischemic changes, sinus disease and then a infarction query, chronic lacunar infarct in the right basal ganglia and then chronic right MCA distribution infarct.
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PHYSICAL EXAMINATION:

GENERAL: He goes from a blank expression to confusion with agitation.
VITAL SIGNS: Blood pressure 116/72, pulse 87, temperature 98.5, respirations 18 and weight 137 pounds. He weighed 138 pounds during the most recent Geri psych stay.
HEENT: He has male pattern hair loss. EOMI. PERRLA. Anicteric sclerae. Nares are patent. Slightly dry oral mucosa. Edentulous bottom gum and permanent dentures in upper gum noted hearing deficits.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Decreased effort at a normal rate. Lung fields are clear. No cough. Decreased bibasilar breath sounds.

ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness. Mildly protuberant.

MUSCULOSKELETAL: Decreased muscle mass and motor strength. He motions that he wants to walk. He is able to weight bear and take small steps holding onto the side rails of the hall and require standby assist. No lower extremity edema. Moves arms grip strength to hold a cup or utensils.

SKIN: He has some scattered bruises. No significant skin breakdown.

NEURO: CN II through XII grossly intact. Affect is bland or confused. He makes fleeting eye contact and appears also either anxious or unsure of me or the person with me. He did not speak except a couple of times to utter something that was either difficult to understand or just gibberish. Cannot convey his needs and unclear what he understands of what said to him.

PSYCHIATRIC: Evidence of anxiety and agitation. He is alert and when all was done regarding the exam. He then just kind of relaxed and laid back in his chair and it was clear that he just wanted to relax for a minute instead of I guess being rigid.

ASSESSMENT & PLAN:
1. Moderate to severe vascular dementia I think the goal is to control what can be done from a cardiovascular perspective to prevent any further infarction and further compromising his brain. Continue with current medications. We will monitor BP and heart rate and after a couple of weeks will look to see results and address treatment at that time.
2. Agitation we will monitor given the current medications that he is on and assess what triggers him or sets him off and make adjustments in current medications.
3. DM II unclear what meds he is on currently. I am ordering A1c to assess what further treatment would be needed.

4. Seizure disorder. Continue with phenytoin 200 mg ER cap b.i.d. and review with staff how to deal with patient if he has a seizure at night during the day etc.
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5. Hyperlipidemia. We will do a lipid profile to assess need to continuance of statin.

6. Sleep disorder before I add anything further I just want to give a few more nights. He has been here now for 11 days and I think just to not continue with more medication see if he does not acclimate by the end of this coming week if he does not then we will look at adding something else or increasing what he is already on.

7. Generalized weakness and gait instability. The patient wants to walk and has been able to do so when a staff member is with him and letting them hold onto the side rails along long hall walls, so I am ordering PT for patient.

8. General care. I am ordering Traditions Home Health to evaluate and follow patient as appropriate. Therapy will be through them and following up on his DM II. We will check on what treatment is for that.

9. Advance care planning. The patient has an advanced directive indicating. No heroic measures, but there is no DNR. I will hopefully be speaking with POA and we will address that DNR status at that time.

10. Social. I contacted and left a voicemail for POA Christopher Earle and hopefully he will get back to me or I will try next week.
CPT 99345
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
