


INITIAL EVALUATION
RE: David Rose
DOB: 04/27/1950
DOS: 07/31/2025
Radiance AL
CC: New admit.

HPI: A 75-year-old gentleman seen in apartment that he shares with his wife. When I came in to see them both he was sound asleep on their bed and he slept for the hour that I was present with wife and she awoke him, so that he would be able to get up and see me. I did give him about 15 minutes and then return. The patient was lying on recliner. He was awake, made eye contact, and tried to give information, but clearly had significant memory deficits.
DIAGNOSES: Alzheimer’s dementia without BPSD, chronic left-sided back pain with left-sided sciatica, lumbar DDD, COPD, GERD, hyperlipidemia, major depressive disorder, peripheral neuropathy, obstructive sleep apnea, currently not using CPAP, orthostatic hypotension, atrial fibrillation, osteoarthritis, right hip pain, and history of a lacunar infarct.
PAST SURGICAL HISTORY: Bilateral cataract extraction, pacemaker placement and cardiac stent placement. The patient has been followed by Dr. Prodan, neurologist at OUMC Department of Neurology. The patient has had a neuropsych workup and was diagnosed with Alzheimer’s dementia without BPSD.
MEDICATIONS: Omeprazole 20 mg q.d., naproxen 220 mg b.i.d., ASA 81 mg q.d., Lipitor 20 mg h.s., B12 1000 mg q.d., FeS04 325 mg b.i.d. a.c., Proscar h.s., Flomax b.i.d., gabapentin 100 mg h.s., melatonin 10 mg h.s., Namenda 5 mg q. a.m. and 10 mg q. p.m., oxybutynin 5 mg t.i.d., KCl 595 mg q.d., PreserVision two tabs b.i.d., Senna one tab q.d., Effexor 150 mg q.d., vitamin C 130 mg with dinner and Wellbutrin 150 mg q. a.m. Terrie Gibson, M.D is cardiologist, Brad Marion, M.D patient’s pulmonologist at SSM and Calin Prodan, M.D patient’s neurologist and phone number is 405-271-5251.
ALLERGIES: NKDA.
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SOCIAL HISTORY: He and his wife have been married 37 years. They have no children. He was a cigarette smoker for 30 years and quit between 48 and 50 years of age. He has never required O2 use. When I asked if he ever drank alcohol, he gave out an impressive oh yes and apparently he started in his early teens and sobriety came as his wife stated at the age of 39. When I asked about occupation, I had to explain what occupation meant and then he could not give me any information and then wife steps in and states that he was a clergyman in the Methodist church for 20 years and prior to that had worked in sales.
DIET: Regular with minced moist protein.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient did not know his baseline weight.

HEENT: He wears corrective lenses. He has good hearing. Does not require hearing aids. He is edentulous and has been for about the past year and he has never worn dentures. Denies difficulty with chewing or swallowing. His diet is modified. He denies chest pain or palpitations.

RESPIRATORY: No cough. No shortness of breath or expectoration.

GI: He is continent of bowel, rare constipation and no dyspepsia secondary to Prilosec use.

GU: The patient is continent of urine per wife. No UTI history.

MUSCULOSKELETAL: Last fall patient could not tell me wife states that it was within a year and no injury.

PHYSICAL EXAMINATION:

GENERAL: Initially, the patient sound asleep in the middle of the afternoon then returning 30 minutes later he was up in the living room and was quiet, but cooperative.
VITAL SIGNS: Blood pressure 108/62, pulse 90, temperature 97.5, respirations 16, O2 sat 94% and weight 173 pounds.

HEENT: Male pattern baldness. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. Edentulous upper and lower.

NECK: Supple. Clear carotids. No LAD.

CARDIAC: He had an irregular rhythm at a regular rate without murmur, rub or gallop noted. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. No wheezing noted.

MUSCULOSKELETAL: He has fair muscle mass and average motor strength for age. He has a walker that he used to go from the bed to the living area and he is able to go from sit to stand using the walker for support, which I observed. Wife does come and standby though just for safety. He moves arms in a normal range of motion. Intact radial pulses. Lower extremities; he has no edema. Footcare is fairly good.
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SKIN: Warm, dry, and intact with fair turgor. No abrasions or bruising noted.

NEURO: CN II through XII grossly intact. He makes eye contact. He tends to have a blank stare most of the time. He had difficulty giving basic information could not remember what he did professionally. Very clearly remembered his drinking days. His effect was congruent with situation and he was pleasant and cooperative as he could be and he accepted wife intervening to give information.

PSYCHIATRIC: He appeared to be in good spirits. Did not seem to have any troubles or concerns and almost he is not fully in touch with his level of cognitive impairment.

ASSESSMENT & PLAN:
1. Advanced care planning after discussion. The patient has an advanced directive indicating no heroic measures. They do not know where it is at and wife states that they both did not want CPR done, so DNR form is completed and attached and will review with his POA when available.
2. Gait instability requires a walker. I have ordered focus on function to evaluate and treat for gait instability and hopefully that will get started soon enough.
3. General care. CMP, CBC, TSH, and lipid profile ordered and will review with patient next week.
CPT 99345 and advance care planning 83.17 and direct family contact 45 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
