


INITIAL EVALUATION
RE: Robert Davis
DOB: 06/28/1941
DOS: 12/26/2025
Rivermont MC
CC: New patient.
HPI: An 84-year-old gentleman admitted to facility on 12/16/2025. He was seen today in his MC room. He was pleasant and cooperative, appeared a little bit confused and I told him that I was new to him and he was new to me, so it was a time for us to just visit a little bit and that he could ask or say anything he wanted to. He seemed relaxed once we got started and then he was happy that he was going to get to go to dinner, so he was cooperative getting up and came into the dining room with myself and the ADON. We were in the patient’s room, he had it neatly kept. I told him that I just wanted to learn a little more about him, so I was going to ask him some questions and he could tell me what he remembered right away. I could tell he was confused. He had just a blank stare. I started with asking him what he used to do for work and he could not tell me at all. The question-and-answer period that I spent with him was short as the patient was not able to give information. I did contact his wife/POA Rebecca Davis who resides in Rivermont Independent Living. When I spoke with the patient’s wife, she told me that he initially was living with her and then it just became too much and she realized that he needed a different living situation, looked into the AL and memory care and realized that he needed to be in memory care after speaking with staff. She has come to see him a few times. She states that he seems to recognize her, but he is generally quiet, does not have a lot to say and he has come to visit her in her apartment and it is the same issue. She also asked me if it would be okay to take him to church this coming Sunday. She states that people at church are aware that he has dementia and some of the gentlemen would be of assist to her if needed and he has been able to sit through one service since being in memory care. She stated he was quiet and just seemed to be listening and was cooperative when it was time to leave. My recommendation if she wanted to take him was to sit where there is an easy exit if needed and she was also able to give information.
PAST MEDICAL HISTORY: Alzheimer’s disease diagnosed by a neurologist locally wife could not remember and was started on Namenda and Aricept, which he continues to take, history of CVA approximately 10 years ago, hyperlipidemia, hypertension, CKD stage III, BPH with nocturia.
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PAST SURGICAL HISTORY: Will be added in next visit.
MEDICATIONS: Namenda 10 mg one p.o. b.i.d., Aricept 10 mg one tablet q.d., Flomax 0.4 mg capsule one p.o. q.h.s., Lipitor 40 mg q.h.s., valsartan/HCTZ 80/12.5 mg one tablet q.d. with parameters when to hold and Naprosyn 500 mg one tablet q.12h. and we will start Prilosec 20 mg q.d.

ALLERGIES: PCN.
DIET: Regular with thin liquids.

SOCIAL HISTORY: The patient and his wife have dated since 15 years of age and have been married 60 years. The patient and wife both graduated from Texas A&M. The patient was the lead chemist for Orco Steel. He also owned a ranch, the working ranch, here in Oklahoma. The patient was a smoker 30 years, so he has a 60-pack year smoking history. Social ETOH use, but none in several years.
FAMILY HISTORY: The patient’s wife knows all of his first and second degree blood relatives and states that to her recollection there is no one who had dementia.

REVIEW OF SYSTEMS: At home, the patient would toilet himself of both bowel and bladder. She stated there was a rare occasional urinary incontinence; here, he has had some incontinence of both bowel and bladder, he has been toileted with assist and is compliant with staff toileting him. The patient sleeps through the night. His appetite is good, he feeds himself. The patient does not wear corrective lenses or hearing aids and his hearing appears adequate. He has an upper plate and an edentulous bottom. When asked staff, he does not appear to have any difficulty chewing or swallowing and wife stated same. Overall, he has had decreased PO intake,
PHYSICAL EXAMINATION:

GENERAL: The patient is a well-groomed older gentleman seen in room. He was pleasant and cooperative, but appeared confused as to why I was there and what I was asking.
VITAL SIGNS: Blood pressure 125/78, pulse 69, temperature 97.8, respiratory rate 17, O2 saturation 97% and weight 174 pounds.
HEENT: He has full-thickness hair that is groomed. Conjunctiva clear. Nares patent. Moist oral mucosa. Upper plate in place, lower mandible was edentulous.
NECK: Supple with clear carotids.
CARDIOVASCULAR: He had a regular rate and rhythm without murmur, rub or gallop. PMI was nondisplaced.

RESPIRATORY: He had a normal effort and rate. Lung fields were clear. No cough. Symmetric excursion. I had to instruct him on deep inspiration and then letting it out.
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ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. The patient had a rhythm for how he would get himself into a standing position seated in a chair with the small table next to his left and he would put his hand and forearm on that and balance himself to stand up and then he would take off walking. For sitting down, he would hold onto the dinner table with the chair behind him and then slowly let himself down into the chair.
SKIN: Warm, dry and intact. No bruising or breakdown noted.

NEURO: He was pleasant and was cooperative, made eye contact. It was clear that he was confused by what I was doing and the questions I was asking not understanding despite telling him that I just wanted to know about him and his history so I could help him. His orientation was to self only, he did not know where he was. Affect was generally blunted. He did smile a few times making direct eye contact with myself and the nurse and he was very cooperative.
ASSESSMENT & PLAN:

1. Severe cognitive impairment; MMSE score 1/30. The patient requires monitoring and clear direction and may have to be walked through things like getting to the dining room, going to the bathroom. He certainly is not capable of toileting himself or showering. We will monitor him for the level of assistance needed and assess whether he would benefit from home health versus hospice.

2. Hypertension. We will monitor his blood pressures and assess whether he needs the doses of valsartan/HCTZ that he is receiving. Today, his current blood pressures and heart rates are maintained within normal limits, so we will continue.

3. Hyperlipidemia. Lipid profile was just recently checked and all values are in target range; so, for now, we will leave the atorvastatin at 80 mg h.s. in place and we will go from there.

4. CKD III. CMP was drawn and the patient’s creatinine is 1.35. BUN WNL at 17. We will monitor medications that would be affected by his mild renal insufficiency i.e. such as antibiotics if needed.

5. CBC review. All values WNL.

6. Screening TSH, which is also WNL at 2.48.

7. Reviewed all of the patient’s labs and medications with wife. She asked about her needing to continue ordering his medications via the mail and I told her that I think that the nurses here on his admit have included how to order his medications when needed.
8. Musculoskeletal pain. Wife states that he does complain of knee pain and I told her he does have Naprosyn and we will make sure that he gets that. Because he is taking an NSAID, I will order Prilosec 20 mg q.a.m. for GI protection. She was okay with that.
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9. Medication review. When Aricept supply is depleted, we will discontinue order for medication. Discussed this with wife and she is in agreement.

10. Social. Answered multiple questions wife had regarding the patient; she was not able to give me a reference of how long there has been a noted memory issue and whether there has been recent decline, does not remember whether he has seen a neurologist, but yet he has got two medications that may have been started by a neurologist, so we will visit with the secondary POA on my next visit out. Wife did ask if she could take the patient to church this weekend as he has not been to church in a couple of weeks. I told her the considerations were the patient’s slowness of gait and some unsteadiness, he would need to take his walker with him and that’s going to take time and then his level of dementia for him to be able to sit still for an hour and that likely he may not be understanding what is going on around him, there may be some familiarity and he may be given some comfort being surrounded by affection of the people there that know him, but to just consider and she stated that she has men at church who would help her getting him in and out and if there was anything that would occur, they would assist with that, so I will leave it up to the ADON and DON on the patient going out for the weekend church service.
CPT 99345 and time spent with POA is 60 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

