


INITIAL EVALUATION

RE: Sylvia Cate
DOB: 05/13/1943
DOS: 02/14/2023
Rivermont AL
CC: New admit.

HPI: A 79-year-old in residence since 01/30/23. Prior to admit, the patient was living alone in her home in Norman. She had a fall on a Friday evening and it was two days later that a neighbor found her down in her home and contacted EMSA. In NRH ER, the patient was alert, complained of pain to her left hip and lower back; imaging showed an acute impacted displaced left femoral neck fracture and she underwent hemiarthroplasty that same evening 01/15. The patient also had an E. coli UTI on arrival that was treated five days with IV ceftriaxone, was completed on 01/20. She also received PT and OT and is here ambulating with a walker. The patient was also found to have anemia; H&H on 01/18 were 9.2 and 27.2; on 01/16 were 7.6 and 22.0. She did not receive transfusion. She was also found to have hyponatremia going from a sodium of 132 to 130. Remainder of labs were WNL. Here, in facility, the patient is in AL and has expressed that she would like to get strong enough and independent to the point that she is able to live in independent living. She has also discovered that a high school friend is in MC and has gone back to visit him earlier today. She seemed to be almost saddened by what she saw and stated that “it is quite different than he was.” The patient was pleasant, denied pain and comes out for meals and is able.
PAST MEDICAL HISTORY: Status post ORIF for left hip fracture on 01/15, is up ambulating with walker, anemia; we will do followup, HTN, hypothyroid, insomnia, depression and new constipation.

PAST SURGICAL HISTORY: Left hip arthroplasty.
ALLERGIES: METOPROLOL leads to rash.
MEDICATIONS: Norvasc 5 mg q.d., Plavix q.d., losartan 50 mg q.d., Zoloft 25 mg q.d., melatonin 5 mg h.s., levothyroxine 25 mcg q.d., folic acid 1 mg q.d., docusate b.i.d. and PEG POW b.i.d., clobetasol cream topically b.i.d.
DIET: NAS.

CODE STATUS: Full code.
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SOCIAL HISTORY: Widowed. Lives alone in her own home. Worked to manage rental homes, but has been retired for some time. Has two children who live locally. She is her own POA.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Weight stable. No fever or chills.
HEENT: She does not wear corrective lenses or hearing aids.

CARDIAC: No chest pain or palpitations. HTN generally well controlled.

RESPIRATORY: No cough, congestion.

GI: Good appetite. No difficulty chewing or swallowing. Continent of bowel and is recently experiencing some constipation and is wondering if there has been a change in medication as far as stool softeners and we will check with nurses.

GU: Continent of urine and recently treated for UTI.
MUSCULOSKELETAL: No history of falls prior to the one that just occurred on 01/13.

PSYCHIATRIC: History of depression treated with Zoloft. She did not make comment when asked about that.
PHYSICAL EXAMINATION:

GENERAL: Pleasant older female, cooperative, did not appear in pain.
VITAL SIGNS: Blood pressure 126/74. Pulse 78. Temperature 97.6. Respirations 17. Weight not available.
HEENT: She has shoulder length hair that is combed. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear without cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No LEE. Walks at a steady pace with her walker and goes from sit to stand and vice versa using it for support.

SKIN: Warm, dry and intact with good turgor.

NEUROLOGIC: She is alert oriented x2 to 3. She seems a little bit unsure when I am seeing her and she had just come from memory care seeing a high school friend. She was able to give information as well as express her needs.

PSYCHIATRIC: She did make eye contact and quiet, but appropriate for initial encounter.
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ASSESSMENT & PLAN:

1. Status post hemiarthroplasty for left hip fracture, is doing well, has received therapy, seems to be comfortable. No pain. I reminded her she has tramadol p.r.n. and asked if she would like to have Tylenol and she deferred.

2. Anemia. CBC check in one week.

3. HTN. We will monitor BPs and any adjustments in medication will be made as needed.

4. General care. Family will be notified of her having been seen and any questions they have answered.

CPT 99345
Linda Lucio, M.D.
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