


NEW PATIENT
RE: Eric Anderson
DOB: 08/29/1955
DOS: 10/09/2025
Windsor Hills
CC: Assume care.
HPI: A 70-year-old gentleman who was seen in his room. He was sitting in his wheelchair, fully dressed, alert, and engaging when spoken too. The patient initially was unable to give me much information telling me that he has had problems with his memory not recalling when he got here or why he was here and it seems sincere and staff reported that his recall has been quite poor. He is cooperative with care and comes out for all meals. He reportedly sleeps through the night, but tells me that he has some difficulty because his eyes feel itchy and feels like sweat is getting into them. He understood medical terminology and I told him that when I looked at his chart online that I would have him come and sit, so that he can kind of get some more information about himself and what is going on and he was happy and agreeable with that.
DIAGNOSES: Non-traumatic hemorrhagic head bleed, dementia without knowledge of severity, seizure disorder since his head bleed, insulin-dependent diabetes, bradycardia, dry eye syndrome, peripheral neuropathy, generalized weakness, major depressive disorder, COPD, GERD, BPH, and allergic rhinitis.
MEDICATIONS: Nystatin cream to affected areas q.8h. p.r.n., lispro insulin sliding scale q. a.c. and h.s., Lantus 24 units q. a.m., Norco 10/325 mg one tab q.8h. p.r.n., Effer-K 10 mEq q.d., Prozac 20 mg q.d., vitamin C 500 mg q.d., Flomax q.d., MVI q.d., Systane eye drops q.6h. p.r.n., amlodipine 5 mg q.d., terazosin 10 mg h.s., Aricept 10 mg h.s., Keppra 500 mg one tab b.i.d., hydralazine 50 mg t.i.d., Flonase nasal spray p.r.n., and gabapentin 600 mg q.i.d.
ALLERGIES: NKDA.

DIET: Regular low carb diabetic diet.
CODE STATUS: Full code.
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SOCIAL HISTORY: The patient is not married. No children. Retired respiratory therapist of 25 years having practiced in California, Kansas, and Oklahoma. He has a 40 pack smoking history. Smoking about two packs per day, so 80 pack year history. Has not used illicit drugs or alcohol in several years in Oklahoma.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and makes eye contact. He is cooperative on the quiet side.
VITAL SIGNS: Blood pressure 124/66, pulse 97, respirations 18, O2 sat 98%, weight 170 pounds, and FSBS 127
HEENT: Full thickness hair. EOMI. PERRLA. Anicteric sclera. Nares patent. Moist oral mucosa. Native dentition.

CARDIAC: He has regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

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

ABDOMEN: Flat and nontender. Hypoactive bowel sounds. No masses.

MUSCULOSKELETAL: The patient has good neck and truncal stability. Propels the manual wheelchair. He gets around in. He is able to self transfer. Has generalized decreased muscle mass and motor strength and tells me that he has started physical therapy as of today and that they are having him start with holding on to the bars and building his tolerance for standing up.

SKIN: Warm and dry intact. No breakdown or bruising noted.

NEURO: Orientation to self and facility. Does not know when he got here or why he got here some of that started to come together when I related the nontraumatic head bleed that occurred on 11/18/2024. The patient makes eye contact when speaking. He speaks slowly. His speech is clear. He has evident short and long-term memory deficits, which he acknowledges and it is little distressing to him, but he is realistic about trying to do things to help him remember on a day-to-day basis the things that are going on. And he understood given information and asked appropriate questions.

PSYCHIATRIC: He appears to be calm and take things in stride, so I told him just to ask questions if he had any and that whatever he wanted clarification on with me he was able to ask when I am here.

ASSESSMENT & PLAN:

1. Seizure history. The patient has not had a seizure since his admission to facility, so we will continue with Keppra and Keppra level was obtained 02/06/2025 on his current dose the result was 20.9 and that is within target range, but toward the low end, but it appears to be effective at its current dose with no seizures having occurred, so no changes.
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2. DM II. Last A1c was 02/06/2025 and it was 5.4, which is very good control and it is unclear if it was on the current insulin doses or not, but in any event A1c is ordered for tomorrow and the additional order was that it is to be checked q. 90 days. He denies any symptoms of hyper or hypoglycemia.
3. CBC review. The patient’s H&H are 13.4 and 39.2 just tense of a point below normal and MCV and MCH are WNL, so no intervention is required.
4. Hypoalbuminemia on his CMP. Albumin is 3.2 and total protein is 5.6, so I am going to write for protein health shakes to be given twice daily.

5. Hypocalcemia. Calcium is 8.4. I am redrawing CMP, so we will see if that has corrected itself.

6. Lipid profile. The patient is not on a statin. His TCHOL is 141.6, HDL 49, LDL 70 and triglycerides 111 all values are within desired range.

7. Screening TSH. Lab returns with TSH of 0.68, which is within normal limits. No treatment required.

8. Bradycardia. The patient has this diagnosis and I have been able to track pulse rate since they have been examined while here and the lowest heart rate that he has had in that time is 68 and after that 73 and then it goes up to 85, 98, 90 and then several between 90 and 97, so bradycardia is not an issue and will have that diagnosis removed from his chart.

9. Generalized weakness. The patient is now starting PT encouraged him to give it all his thought, so that he has more independence in getting around. He is already motivated.

CPT 99350
Linda Lucio, M.D.
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