


INITIAL EVALUATION

RE: Dorothy Vanderford

DOB: 04/17/1928

DOS: 02/15/2023

Rivendell MC

CC: New admit.
HPI: A 94-year-old in residence since 02/10/23 arriving from her son’s home in Texas where she had been with him since November 2022. Since admit patient has been cooperative. She gets around with her walker. She sleeps through the night. She has fair p.o. intake and had a skin tear on the right lower extremity that unit nurse has Steri-Strips covered etc. and she always ends up taking it off today. I spoke with her about the need to leave it in place so it heals and does not become infected and will see how that works. I observed the patient sitting out on the unit among other residents. She appeared comfortable and was really more observant than engaged with anyone else in her room She was cooperative and gave effort in recalling some of her own history. She was able to acknowledge there were things that she did not remember. She denied having any pain or anxiety.

PAST MEDICAL HISTORY: Dementia unspecified diagnosed two years ago by neurologist Dr. Chad Stuckey and she has followed with him every six months. The patient was tried on Aricept but did not tolerate it had GI issues and was placed on Namenda which she continues on, osteoporosis, depression, chronic seasonal allergies, and COPD.

PAST SURGICAL HISTORY: Left hip replacement, TAH secondary to cervical cancer.

FAMILY HISTORY: Question of her two older sisters who since passed having dementia at the end of their life late onset.

SOCIAL HISTORY: The patient had been widowed since 2006 after 59 years of marriage. She is a chief night operator. She has two children. Her son Kenneth is her POA, patient lived with her son in Texas for five years and then wanted to return to Oklahoma City where she lived with her daughter Vicky Brunts for 18 months and then returned back to Texas in November and admitted from Texas to Rivendell.
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REVIEW OF SYSTEMS: 

Constitutional: Her baseline weight was 125 pounds and has gradually lost weight to the current 109 pounds.

HEENT: She does not wear corrective lenses or hearing aids and has her own teeth. No difficulty chewing or swallowing.

Cardiovascular: No chest pain or palpitations.

Respiratory: No evidence of SOB, cough, or expectoration.

GI: Occasional bowel incontinence.

GU: Occasional urinary incontinence and a history of UTIs.

Musculoskeletal: Ambulates with her walker the past three months with her son she had three falls with minor injury i.e. skin tear.

Psychiatric: A question of depression/anxiety. No behavioral issues and sleeps through the night. No wandering.

MEDICATIONS: Zyrtec 10 mg q.d., Fosamax 70 mg q.7 days, D-Mannose 500 mg one tab q.d. not currently available OTC and have substituted Azo one p.o. q.d, Namenda XR 28 mg q.d., seroquel 25 mg q.a.m. and 50 mg q.h.s., and Effexor 75 mg b.i.d.

DIET: Regular.

ALLERGIES: NKDA.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient alert in room and cooperative. I did attempt to give information, but acknowledged memory lapses.

VITAL SIGNS: Blood pressure 150/90, pulse 78, temperature 97.1, respirations 22, and O2 sat 97% and weight 109 pounds.

HEENT: Her hair is combed. Conjunctivae clear. Nares patent. Moist oral mucosa. Negative dentition in good repair.

NECK: Supple with clear carotid.

CARDIOVASCULAR: She has a systolic ejection murmur most prominent at the right second ICS in phase as it progresses through the precordium. No rub or gallop noted.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. Nontender. No distention or tenderness.
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MUSCULOSKELETAL: Intact radial pulses. No LEE. Ambulating with her walker. She is steady and upright as observed and she was able to sit have prone legs up on her walker.

SKIN: Very thin. Decreased integrity. RLE. Skin tear in the medial aspect that is cleaned and dressed with Steri Strips by staff. No other skin tears noted.

NEUROLOGIC: CN II through XII grossly intact. She is oriented to person and thinks she is in Oklahoma, but may be Texas. Speech is clear.

PSYCHIATRIC: No anxiety or distress. She is cooperative and appears to engage with people around her.

ASSESSMENT & PLAN:
1. Unspecified dementia without BPSD stable for now. We will continue on Namenda and has been on it for two years but no longer doing executive function. We will give her time to adjust before discontinuing medication.

2. History of gait instability with falls. She has not had one since here and we will monitor her for same. She does have injury for one that is addressed today and will monitor its healing and son reports that this has been present for sometime when she was with them.

3. History of UTIs. We will do periodic check on the availability of D-Mannose and if needed we will substitute a prophylactic UTI with 50 mg nitrofurantoin at h.s.

4. Anxiety/depression appears stable at this point in time on current medications. We will monitor.

5. Elevated BP. We will do a q.d. BP checks and assess whether or not intervention is required.

6. Social. I spoke directly with patient’s son/POA who was able to give more information He was happy that she is here and is pleased with the care to date and the contact made with him.

CPT 99345 and direct POA contact 15 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

