


INITIAL EVALUATION
RE: Raymond Geionety
DOB: 06/12/1961
DOS: 07/26/2025
CNH
CC: Initial contact.
HPI: The patient is a 64-year-old gentleman seen today for initial visit. He was seen in his room propped up on his bed. He was alert and cooperative. Looking at the patient’s legs, it is clear that he has had a chronic vascular disease and venous stasis changes. He denied any significant pain at the time that he was being seen. When asked, he states his appetite is good, he sleeps through the night, pain is taken care of. The nurse informs me that he also has Unna boot treatment on a weekly schedule.
DIAGNOSES: DM type II, chronic pain management, recurrent muscle spasms controlled with tizanidine, hyperlipidemia, polyneuropathy, cognitive impairment, history of wounds to left lower extremity leading to an AKA.
MEDICATIONS: Plavix q.d., ASA 81 mg q.d., FeSO4 one tablet q.d., Baclofen 10 mg q.12h., metformin 1000 mg one p.o. with breakfast and then with lunch, Januvia 100 mg q.d., docusate one b.i.d., glipizide 10 mg q.d., diltiazem ER 240 mg q.d., HCTZ 25 mg q.d., Protonix 20 mg h.s., Crestor 20 mg h.s., and Norvasc 5 mg q.d.
ALLERGIES: NKDA.
DIET: Regular low carb.
CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient was seated in his wheelchair. He was alert and cooperative.
VITAL SIGNS: Blood pressure 130/68, pulse 65, temperature 96.4, respiratory rate 18, and O2 sat 98%.
HEENT: EOMI. PERLA. Makes eye contact. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.
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CARDIOVASCULAR: He had regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Flat. Nontender. Hypoactive bowel sounds present.
MUSCULOSKELETAL: He has generalized decreased muscle mass and motor strength. On the left side, he has an above-knee amputation. His right lower extremity is in a downward position. He has color change from the mid-pretibial to the tip of his toes that is consistent with chronic venous stasis changes and peripheral vascular disease. The edema is firm, nontender. There is no warmth anywhere on the skin.

GU/GI: The patient is continent of both bowel and bladder.

NEURO: The patient is alert, oriented x 2 to 3. His speech is clear. He voices his needs, understands given information and affect congruent with situation.
ASSESSMENT & PLAN:
1. DM II. Last A1c was on 04/08/2025, A1c was 6.9, which is consistent with a very good control of his DM II. With his upcoming quarterly lab that is due, we will take a look if we can decrease the number of diabetic medications he is taking.

2. Peripheral vascular disease. The patient will continue with having Unna boot wrap on his right lower extremity placed on Sundays until Thursdays when it is removed.
3. Hyperlipidemia. The patient is on Crestor 20 mg h.s. with lipid profile showing quite good control given the current condition of his right lower extremity. We will continue with the Crestor.
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