


INITIAL EVALUATION
RE: Jerry Johnson
DOB: 04/14/1944
DOS: 03/20/2025
Radiance MC
CC: New patient.
HPI: An 80-year-old gentleman admitted to AL on 07/16/2022 and moved to Memory Care Med on June 2024. The patient has diagnosis of Alzheimer’s disease with BPSD of aggressive behaviors. The patient has been physically aggressive to his daughter/POA Kimberly Timmons who I spoke with today and it is like threatens physical aggression by body posture or comments to residents and staff. Daughter states that she does not come to visit because he has on the last couple of visits spent physically aggressive with her. She states that she dropped her keys the last visit, which was about three months ago and as she bent to pick up her keys he grabbed her around the back of the neck and pushed her to the floor. She stated that he laughed about it and did not see anything wrong even when she was hurt. Information is gleaned from the patient’s chart and from Kimberly Timmons. The patient per her report has always been a different type of person private quick to anger quick to be verbally or physically aggressive and very secretive about his personal business. The patient married a woman who had two sons and a daughter and that would include Kimberly and her two brothers and he had a son by a previous marriage. She states that he was always intimidating and always secretive. The patient was married to her mother for sometime and she passed away in 2018, and thereafter his behavior escalated. He was difficult and almost dangerous to live with and that is when the family stepped in and had him placed in 2018 and in 2019, it was clear that he needed to be in Memory Care. His wife passed away in 2018, with the exacerbation of his BPSD after that. She states he no longer recognizes family.

PAST MEDICAL HISTORY: Alzheimer’s disease diagnosed by PCP Dr. Dustin Buckley, BPSD diagnosed same time as Alzheimer’s, insomnia, depression, pain management, allergic rhinitis, and diarrhea.
PAST SURGICAL HISTORY: Unknown.
MEDICATIONS: Tylenol 500 mg one tab t.i.d., Depakote 125 mg one capsule q.i.d., olanzapine 7.5 mg q.d., and torsemide 40 mg q.d.
ALLERGIES: NKDA.
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DIET: Regular.
SOCIAL HISTORY: The patient is widowed. He has three sons and one daughter. Daughter Kimberly Timmons is his POA. He was a rare social drinker and smoked for a brief period of time has not smoked in several years. The patient is widowed again three sons one deceased and daughter Kimberly Timmons. The patient worked as a credit manager for Wilson’s Foods.
FAMILY HISTORY: Noncontributory.

PHYSICAL EXAMINATION:
GENERAL: A fairly good size slovenly appearing gentleman did not speak and had to have explanation as we went about the physical exam.
VITAL SIGNS: Blood pressure 123/85, pulse 77, temperature 97.1, respiratory rate 19, and 230 pounds.
HEENT: He had shoulder lane thick gray hair. EOMI. PERLA. Anicteric sclera. Nares patent. He has moist oral mucosa. The partial dentures upper plate and native dentition bottom in fair to poor repair.
NECK: Supple. Clear carotids.

CARDIOVASCULAR: He has regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: He does not understand deep inspiration and followed by expiration just listening to regular breathing pattern. His lung fields are clear. No cough. Symmetric excursion, but decreased bibasilar breath sounds.

ABDOMEN: Full slightly distended nontender. Hypoactive bowel sounds. No masses.

MUSCULOSKELETAL: The patient is weight-bearing for transfers. He is in a manual wheelchair that he can propel, but he does so slowly. He will intermittently try to stand and walk and has to be stopped. He can propel his manual wheelchair slowly. Upper extremity strength to hold utensils or drinking glass. Lower extremities, he has +2 to 3 lower extremity edema from ankle to mid-pretibial.

SKIN: Dry. He has some small healing abrasions on bilateral shins. No evidence of bleeding on left hip area. There is a circular wound about the size of a small dixie cup it has superficial abrasion or where and there is no drainage evidence of superficial bleeding that has stopped, surface is pink to red. There’s no warmth slightly tender. No vesicles.

NEURO: CN II through XII grossly intact. The patient makes limited eye contact. He has only a few words here and there not able to give information. He is cooperative with direction and exam. Affect is more head down, limited eye contact somewhat of a scowl as things continue.

PSYCHIATRIC: He appears he is withdrawn wants to be left alone, but fortunately we were able to get exam out of him.
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ASSESSMENT & PLAN:
1. Bilateral lower extremity edema +2 to 3. I am adding to the 40 mg q.a.m. of torsemide a 20 mg dose at 2 p.m. and I am adding KCl 20 mEq q.d.

2. Left hip wound areas to be cleaned and dressed and requesting hospice to evaluate the area and provide wound care after a topical is placed it should be covered with Island Dressing changed every three days.

3. General care. Need baseline lab on the patient there are no labs in his chart so CMP, CBC and TSH are ordered.

4. BPSD. Depakote is changed to 250 mg b.i.d. We will follow up with any questions from family.
CPA 99345 and direct POA contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

