


INITIAL EVALUATION

RE: William Garner

DOB: 06/12/1942

DOS: 02/05/2026
Somerset AL

CC: New patient.

HPI: An 83-year-old gentleman seen in his room, he looked relaxed and comfortable and was well-informed about his medical history and openly answered questions.

PAST MEDICAL HISTORY: Type II diabetes mellitus, HTN, HLD, BPH, constipation, GERD, seasonal allergies, and intermittent lower extremity edema.

MEDICATIONS: Uroxatral 10 mg one tablet h.s., Plavix q.d., Farxiga 10 mg one tablet q.d., glipizide ER 5 mg one tablet q.d., metformin 1000 mg one tablet b.i.d. a.c., Toprol 25 mg one tablet b.i.d., Mirapex 0.25 mg one tablet h.s., Ranexa 500 mg one tablet b.i.d., Crestor 20 mg h.s., Micardis 20 mg q.d., Androgel 1.62% applied to pumps to shoulders and arms q.a.m., KCl 10 mEq q.d., Lasix 40 mg q.d., Eliquis 5 mg b.i.d., and Flonase nasal spray two sprays per side daily.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular and NCS.

SOCIAL HISTORY: The patient is a widower of 13 months after 62 years of marriage. He has a daughter Julie Simeroth who is his POA and son Brad who lives in Moore. The patient is an RN and army veteran of 21 years. He worked for the department of corrections in Lexington.

REVIEW OF SYSTEM: The patient has a walker and a cane. He is not using the cane as he feels unsteady with it, wears readers. He has good hearing without hearing aids. He has native dentition with several missing and has no interest in investing in dental care at this time. He has urinary dribbling. He wears adult briefs. He has normal BMs. His base weight is 220 pounds. The patient also has what he calls yeast infection on the shaft of his penis. He denies any raised rash but it does appear red and is tender. The patient was hospitalized twice this summer for decreased p.o. intake of food and fluid with weight loss and dehydration. His last A1c as he reports it was 9.9.
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PHYSICAL EXAMINATION:

GENERAL: Well developed and nourished gentleman seated comfortably in his recliner. He was alert and quite talkative.
VITAL SIGNS: Blood pressure 138/76. Pulse 82. Temperature 97.9. Respirations 18. O2 saturation 94%. Weight was 229 pounds.

HEENT: He has full thickness hair. EOMI PERLA. Nares patent. Moist oral mucosa.

NECK: Supple.

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

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

SKIN: Warm, dry, and intact with good turgor.

MUSCULOSKELETAL: He has a good muscle mass and motor strength. Ambulatory and trace lower extremity edema.

NEURO: Alert and oriented x3. Clear coherent speech. He is able to give information and requires redirection as he gives minute details about whatever he is answering. The patient states that rather than all the medications he is taking orally he thinks it may be just taking insulin would be easier and provide better control of his diabetes.

ASSESSMENT & PLAN:

1. Diabetes mellitus type II. I am ordering an A1c. His last A1c was 02/11/25 at 7.7.

2. Insomnia. The patient states that he has not tried anything apart from melatonin to help her sleep and that was not successful. Discussed trazadone, which he is heard of. We will start with 50 mg h.s. The patient has early awakening, he can be given an additional 50 mg of trazodone. I explained this is going to be trial and error to see what he needs to begin with to keep him asleep through the night.

3. Constipation. The patient is taking docusate one capsule h.s. and no other stool softener. I am ordering MOM 30 mL p.o. on Monday, Wednesday, and Friday. We will follow up on the result if he has loose stools can decrease to twice weekly.

4. Cutaneous candida. Nystatin powder to be placed in the peri area at a.m. and p.m. Nystatin cream can be placed on the reddened areas of the penis at h.s.
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