


INITIAL EVALUATION

RE: Patricia White

DOB: 06/12/1945

DOS: 02/28/2023

Town Village AL

CC: New admit.
HPI: A 77-year-old who had a fall at home, sustained hip fracture and underwent ORIF and then rehab at Mercy through 12/31/22 and from there moved into AL here. After her initial moving, she continued PT and OT with Select Home Health and that has been completed. She was previously followed by Dr. Kristin Earley and I am now assuming care. The patient has a history of DM II; Dr. Earley wanted her on insulin, that is on oral meds. In addition to cognitive impairment, the patient also has macular degeneration and hearing loss despite hearing aids which confound her interactions with others as well as communication. She was seen in her room. She was pleasant and verbal, able to give information, would require redirection and, when I explained that I will be following her, she stated that her doctor was Dr. Earley and that she was pleased with her and was going to continue. I sought clarification on that and the family has chosen to have her followed in-house. When the patient was seen after the initial visit, she was talking to me referencing Dr. Lucio and that what the plan for her was with Dr. Lucio not recognizing that I was Dr. Lucio.

PAST MEDICAL HISTORY: DM II on metformin; 10/20/22 A1c 7.4, unspecified dementia, status post hip fracture, has walker, depression on Effexor, history of breast cancer on anastrazole, HTN, iron-deficiency anemia, hypothyroid, OAB, glaucoma, rheumatoid arthritis, atrial fibrillation on Eliquis, osteoporosis, peripheral vascular disease, and Sjögren’s syndrome.

PAST SURGICAL HISTORY: Right partial thyroidectomy, bilateral cataract extraction with lens implant, appendectomy, right hip fracture with ORIF 12/13/22, left ORIF of humerus, splenectomy, tonsillectomy, lithotripsy x 2, left hip fracture with ORIF 05/20/19, right breast lumpectomy, and soft tumor excision of foot.
MEDICATIONS: Anastrozole 1 mg q.d., cevimeline 30 mg t.i.d., diltiazem 180 mg q.d., Tikosyn 250 mcg b.i.d., Eliquis 2.5 mg b.i.d., FeroSul tablet 325 mg q.d., folic acid 1 mg q.d., Lasix 20 mg q.d., levothyroxine 100 mcg q.d., Mag-Ox 400 mg two tablets q.d. and one tablet h.s., methotrexate 15 mg q. Monday, metoprolol 25 mg b.i.d., MiraLax q.d., timolol OU b.i.d., oxycodone 5 mg one-half tablet q.6h. p.r.n., and metformin 500 mg b.i.d. a.c.
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ALLERGIES: CIPRO, BACTRIM, PCN, and CODEINE.
DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient is widowed. She had one child, a daughter who passed away 15 years ago. The patient’s granddaughter Sarah is now 19 in college and resident’s POA. Sarah’s stepmother Mikki assists her in doing things for the patient, getting her to appointments etc. The patient was a nonsmoker and nondrinker and she is a retired first grade teacher of 33 years.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Weight stable.

HEENT: She wears bilateral hearing aids. Native dentition.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

GI: Continent of bowel.

GU: Urinary leakage.

MUSCULOSKELETAL: Has a wheelchair and requires transfer assist.

SKIN: No rashes, bruising or breakdown.

NEUROLOGIC: Cognitive impairment. HOH and visual deficits.

PSYCHIATRIC: History of depression for which she is treated.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and engaging when seen in room.

VITAL SIGNS: Blood pressure 132/68, pulse 76, temperature 97, respirations 18, O2 sat 96% and weight 127 pounds.

HEENT: She has dark hair full-thickness. Conjunctivae clear. Hearing aids in place. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.

CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Symmetric excursion. No cough. Clear lung fields.

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

MUSCULOSKELETAL: Intact radial pulses. Trace LEE. Moves arms in a normal range of motion. Did not observe weightbearing. She had a wheelchair adjacent to where she was sitting.

SKIN: Warm, dry and intact. No lesions or bruising noted.
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NEUROLOGIC: CN II through XII grossly intact. Again, visual and auditory deficits, but speech clear, able to voice needs and ask appropriate questions. She did state that she was going to stay with her previous physician and pointed out to her that I was asked to see her by the family; she did not believe that until later verified with DON.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.

ASSESSMENT & PLAN:
1. DM II. Quarterly A1c past due and ordered. We will adjust medications as needed.

2. Gait instability status post right hip fracture 12/2022, requires transfer assist and is in a manual wheelchair that she is able to propel for short distance. Generally requires transport and has had full course of PT and OT both at Mercy and then here with Select Rehab.

3. HTN: We will monitor BP and heart rate b.i.d. x 10 days and adjust medications as need indicated.

4. Cognitive impairment MMSE will be administered prior to my next visit with her.

5. Afib on Eliquis with no bruising or bleeding noted and a normal rate and rhythm per auscultation.

6. Rheumatoid arthritis appears stable at this point. Pain is not a prominent issue, but we will adjust medication if needed making oxycodone routine.

7. Glaucoma stable. Continue with eye drops.

8. Depression. She is on low dose Effexor 37.5 mg. It appears to be adequate for now, but can always be increased if needed.

9. General care. CMP and CBC ordered and I will contact POA or Mikki if POA unavailable to address any questions or concerns.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

