


INITIAL EVALUATION
RE: John Brack
DOB: 03/08/1958
DOS: 11/21/2025
Windsor Hills
CC: Initial contact.

HPI: A 67-year-old gentleman who was seen in his room. He was lying on his bed and before I spoke with him and then throughout the time speaking to him, he kept expectorating viscous sputum that was clear or white in color. When I asked the patient about it, he told me that he had COPD and he had to keep bringing this stuff up so that he could breathe. He was direct in matter-of-fact, at times did not want to hear any information but rather just wanted to tell me what the problems were and how they should be treated. 
DIAGNOSES: COPD, diabetes mellitus, insomnia, HLD, history of heart failure, osteoporosis, hypothyroid, history of depression, BPH, chronic pain and chronic viral hepatitis B.

MEDICATIONS: Mucinex maximum strength 1200 mg one tablet q.12h., Singulair q.d., Spiriva two puffs q.d. on Monday, Flomax one capsule h.s., folic acid 1 mg q.d., MVI q.d., thiamine 100 mg q.d., Colace one capsule b.i.d., metformin 500 mg one tablet q.d., Zocor 20 mg h.s., Zyrtec 10 mg q.d., Flonase nasal spray q. Monday, Pepcid AC 10 mg one capsule q.d., tramadol 50 mg one tablet t.i.d., and melatonin 3 mg two tablets h.s.

ALLERGIES: NKDA.

DIET: Regular diet, mechanical soft, chopped meat, thin liquid and a health shake q.d. as needed if the patient eats less than 50% of his meal.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished gentleman, sitting on his bed, expectorating throughout the entire time that I was speaking with him.

VITAL SIGNS: Blood pressure 116/73, pulse 90, temperature 98.5, respirations 18, O2 sat 97%, FSBS 106, and weight 197.4 pounds.
HEENT: He has male pattern hair loss. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids. The patient is edentulous. He had his reading glasses on.

RESPIRATORY: He wears O2 per nasal cannula at 3 liters. He smoked for 40 years and states that he has poor sleep secondary to the congestion which keeps him up intermittently through the night, having to bring up mucus. 
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CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. 
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness. He does have about a golf ball sized ventral hernia, nontender, easily reducible. The patient states that it has been there for some time after lifting a heavy object. 
GU: The patient is continental of bladder.

GI: He has no difficulty chewing or swallowing. Denies any abdominal discomfort. He is continent of bowel.

MUSCULOSKELETAL: He has adequate muscle mass and motor strength. He repositions himself. He weight bears and actually walks independently. He states he has a history of peripheral artery disease, but he is treating it with cinnamon and that he has p.o. intake and states that it has made such a difference for him. His left kneecap was shattered. He did not state further, but he is still able to walk on it and I did note that on his right foot, he has 2+ edema which appears to be the norm for him. He states that he had shattering of his right leg, but did not say how that happened. The patient denies having any fall since he has been here and he has been here seven years. 

NEURO: Alert and oriented x 3. Clear coherent speech. He is quite verbal. He will let you know what he knows. He is able to give information. He questions information given and challenges either diagnoses or suggestions for care.

SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. COPD. The patient has O2, wears it when he feels he needs to. He is able to get out and about walking outside, etc., without using the O2 and denies problems. I also talked to him about the amount of expectorating that he does and told him that Mucinex that he receives one is Extra Strength and he receives the maximal dose of 1200 q.12h. and that is part of why he is always expectorating. He thinks he has got to do it like that in order to stay breathing, so we will let that be. 
2. DM II. The patient is treated with metformin 500 mg one tablet q.d. and it does not cite whether it is morning or evening. His most recent A1c was 08/14/25 and returns at 6.7, so it is in target range given that he is being treated. Ideally, an additional dose say of 250 mg later in the day, 500 mg in the morning and 250 mg at dinner may be of benefit. We will speak with the patient about that. 
3. CBC review. WBC count was 10.1, so mildly elevated; otherwise all other values were WNL. No treatment at this time. 
4. CMP review. BUN and creatinine elevated at 30.2. The patient needs to increase free water intake, but the rest of his labs were normal including his liver functions and creatinine. 
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