


INITIAL EVALUATION
RE: Charles Longhat
DOB: 09/26/1954
DOS: 06/23/2025
Carnegie Nursing Home
CC: New admit.
HPI: A 70-year-old gentleman admitted to facility on 06/05/2025. He was brought via personal tribal transport. The patient had a PPD, it was borderline positive, so a CXR was done that was negative for apical disease ruling out TB. Since his admit, he is getting himself around in his manual wheelchair. He can feed himself and is reported to have good appetite. He gets along with staff and residents and is cooperative to care. The patient has DM II and has had fingersticks and has not required the sliding scale insulin written for him. Currently, there is limited information as to reason for facility admit. The patient does have a legal guardian and he was not able to care for himself properly at home.
PAST MEDICAL HISTORY: Vascular dementia moderate stage, anxiety disorder, hypertension, peripheral vascular disease, hyperlipidemia, unspecified mood disorder, chronic seasonal allergies, DM II, schizoaffective disorder, dry eye syndrome, and bilateral major depressive disorder recurrent.
MEDICATIONS: ASA 81 mg q.d., Lipitor 20 mg h.s., carbamazepine 200 mg one tablet q.12h., Allergy Relief 10 mg q.d., clonidine 0.2 mg q.12h., Colace 100 mg q.12h., Aricept 20 mg h.s., Flonase nasal spray OU q.d., Lamictal 100 mg q.12h., lisinopril 5 mg q.d., melatonin 5 mg h.s., Namenda 10 mg q.12h., metformin 1000 mg q.12h., N-Acetylcysteine 600 mg two capsules q.12h., olanzapine 5 mg q.12h., Colace q.d., Refresh Tears one drop OU q.12h., MVI q.d., Trintellix 10 mg h.s. and Vraylar 3 mg tablet q.d.
ALLERGIES: NKDA.

DIET: Regular with thin liquid.
CODE STATUS: DNR.
SOCIAL HISTORY: The patient is a member of the Kiowa tribe.
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PHYSICAL EXAMINATION:

GENERAL: The patient was seated quietly in his wheelchair. He was cooperative.
VITAL SIGNS: Blood pressure 188/91, pulse 82, temperature 97.9, respiratory rate 18, and O2 sat 96%.
HEENT: He has full-thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa. Poor dentition.

NECK: Supple with clear carotids.

CARDIOVASCULAR: He had a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough and symmetric excursion.
ABDOMEN: Protuberant. Nontender. Bowel sounds hypoactive. No masses or tenderness.

MUSCULOSKELETAL: He has intact radial pulses. He has some loss of muscle mass and motor strength, but he is able to propel his manual wheelchair. He has good grip strength to feed self and hold cup. Intact radial pulses.

NEURO: He is also verbal. He was able to give some information.
ASSESSMENT & PLAN:

1. New admit. Continues to acclimate to facility, we will continue to monitor and next visit hopefully will be a more informative visit for both of us.
2. Anemia. Recent labs done 05/12/2025, show CBC with an H&H of 12.4 and 35.3, indices are WNL, no iron deficiency, and no evidence of B12 or folate deficiency. Platelet count also WNL at 264 as is normal white blood cell count at 6.5.

3. Hyponatremia. Sodium is 132; whether that is in any way related to alcohol use or increased fluid intake is difficult to tell. We will recheck it at next visit rather than supplementing with sodium tablets.

4. Elevated alkaline phosphatase. This could be either liver or bone. He has not had any bony injury, so unclear that that would be the cause and again we will recheck that level.

5. Check of total protein and albumin, both those levels are well within normal at 3.8 and 6.9, which is surprising, so his nutritional status is good.

6. Seizure disorder. The patient is on carbamazepine 200 mg q.12h. and level is 10.6, which is WNL and the patient is seizure-free since admit.

7. DM II. A1c was not drawn, so I am ordering that and we will adjust his diabetic medication as need indicated.
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This report has been transcribed but not proofread to expedite communication

