


INITIAL EVALUATION
RE: Angel Gonzales
DOB: 09/29/1952
DOS: 11/23/2025
Windsor Hills
CC: Initial contact.

HPI: A 73-year-old gentleman who was seen this evening. I had looked for him several times earlier today and anyone from staff to residents told me that he does not sit still, he is always walking around the facility but more commonly leaves the facility, walks down the street, goes to different stores and will stay gone all day until it is time for dinner and that is exactly what happened today as he had just gone walking and returned a little bit before dinner and he was cooperative to being seen, but it was clear that he wanted to move along quickly. 
PAST MEDICAL HISTORY: Unspecified dementia without BPSD, chronic pain syndrome, obesity, polyarthritis, lymphedema left lower extremity, anxiety disorder, peripheral vascular disease, depression, hypothyroid, and hypertension.

MEDICATIONS: Lisinopril 20 mg b.i.d., Depakote 125 mg one tablet h.s., MVI q.d., calcium carbonate 600 mg one tablet q.d., vitamin D3 125 mcg (5000 units) q.d. as ordered by previous physician, Voltaren gel to right knee q.6h. p.r.n., guaifenesin 200 mg q.4h. p.r.n., HCTZ 25 mg q.d., Bactroban applied to left heel q.d., levothyroxine 175 mcg q.d., Lipitor 10 mg h.s., and Tylenol 650 mg h.s.

ALLERGIES: NKDA.

CODE STATUS: Full code.

DIET: Liberalized NAS diet, regular texture, thin liquid.

PHYSICAL EXAMINATION:

GENERAL: Older gentleman who was alert and cooperative to being seen, wanted to stand up and talk.

VITAL SIGNS: Blood pressure 142/90, pulse 88, temperature 97.6, respirations 18, O2 sat 98%, and weight 226 pounds. BMI is 37.6.
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HEENT: Full thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm with a soft systolic ejection murmur. No rub or gallop noted.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

ABDOMEN: Obese. It is protuberant and firm, but not hard and nontender. Bowel sounds present.

MUSCULOSKELETAL: Ambulates independently. Moves limbs in a normal range of motion. No recent falls. Looking at his left leg, the lower portion, there is evidence of healed injury to the leg with clear edema of the calf and anterior lower leg. He also has good generalized muscle mass of upper and lower extremities.

NEURO: The patient is alert and oriented x 2 to 3. Clear speech. He is able to give information and understands what is said. He tends to be acting somewhat private. Affect is I think intentionally guarded, but he was polite.

SKIN: On his left heel, the patient has a chronic wound that he states wound care is addressing. He states it gets better and then it becomes a problem again. Looking at it, it is right at the base of his heel going to the under portion. I talked to him about the fact that walking on it as much as he does – he wears flip-flops – that that is just constant trauma to the heel, i.e., the skin and it is going to be hard to not break down with all the walking that he does and the amount of weight that the heel bears with each step. He was quiet and had no response. 
ASSESSMENT & PLAN:
1. Chronic heel wound, left foot. The patient is constantly walking throughout the day, distances without stopping to rest and today he did not want to sit down and talk, rather wanted to stand up. So, I told him that giving that foot a break is going to be the only thing that will help that thing to heal and stay healed. 
2. Obesity. He has had a weight gain of 46 pounds in the time he has been here. I told him that it affects more than just his foot; it affects his blood sugar control, his blood pressure and his sleep as I am told that he snores horribly at night. 
3. Chronic left heel ulcer. He is currently being treated by Allied Wound Care and I think that they are doing as much as they can and it has healed to the extent that it can with continued walking on it on a daily basis all day long. We will see if maybe he changes the amount of ambulation that he does, giving that a chance to heal. 
4. Lymphedema of the left lower leg. He is taking a very low dose of HCTZ and it is unclear what the reason for that is, whether it is to help with his blood pressure, but it is inadequate for helping with decreasing the lymphedema in that leg. I am going to change the diuretic to torsemide 20 mg q.d. 
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5. Hypothyroid. The patient is on 175 mcg of levothyroxine q.d. His last TSH was 03/01/25 and the result is 1.48, so well within target range and well controlled with current dose. 
6. Screening lab. A1c drawn 08/14/25 at result of 6.2 which is over target range for being non-diabetic. I am letting the patient know that this value can lead to needing to start diabetic medication, but can also possibly be decreased with weight loss. He certainly does not need to do more activity, but he has got to lose some weight. 
7. Anemia. Recent H&H are 13.1 and 38.6 with a very mildly macrocytic MCV of 98.2 at this point that does not need to be treated, but we will follow.

8. CMP review. BUN and creatinine elevated at 27.9, otherwise all values are WNL. B12 and vitamin D3 were 462 and 30.9, both well in target range. 
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
