


INITIAL EVALUATION
RE: Patsy Jones
DOB: 12/25/1933
DOS: 03/07/2023
Jefferson’s Garden
CC: New patient.

HPI: An 89-year-old seen in room today. She was sitting upright in her recliner. She was sleeping. It took a bit to get her to awaken. She did make eye contact and spoke a little bit. She was able to give me some information regarding her diet, her sleep, stating that she slept good that she ate good. Denied pain. She recently returned from Geri Psych in Elk City. She was admitted there 02/16/23 and returned on 03/03/23. Since her return, she has been relatively stable, compliant with care, is quiet, but ambulatory and able to voice needs.
DIAGNOSES: Dementia unspecified with BPSD tempered medically, atrial fibrillation, HTN, osteoporosis, GERD and DM-II on metformin.

PAST SURGICAL HISTORY: Skin CA excision, bowel surgery, pacemaker implant, and hemorrhoidectomy.

MEDICATIONS: Fosamax 70 mg q. week, Eliquis 5 mg b.i.d., vitamin C 1000 mg q.d., Biotin 1000 mcg t.i.d., CoQ10 t.i.d., folic acid 1 mg q.d., Mag Ox q.d., omeprazole 20 mg q.d., D3 2000 units q.d., zinc 220 mg q.d., melatonin 5 mg h.s., Lasix 10 mg q.d., metformin 500 mg b.i.d. a.c., Toprol 50 mg q.d., Depakote 250 mg t.i.d., Klonopin 0.25 mg t.i.d., and trazodone 50 mg h.s.

ALLERGIES: SULFA, CODEINE, and HONEY.
DIET: NAS.

CODE STATUS: Currently full code, DNR to be signed.
HOME HEALTH: Universal.
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SOCIAL HISTORY: She is divorced. She has one daughter Sarah who is her POA.

FAMILY HISTORY: Father died at 54 of railroad accident. Mother died at 79 cerebral hemorrhage.

Other medical issues thyroid ultrasound 08/20/21 due to bump lower part of throat benign.

REVIEW OF SYSTEMS: Limited secondary to the patient’s drowsiness, wears corrective lenses and dentures. She has a walker. She wears adult briefs, continent of bowel, and positive urinary leakage, good p.o. intake and sleeps through the night. Denies pain.

PHYSICAL EXAMINATION:
GENERAL: She is sleepy, but did awaken with effort and able to give limited information.
VITAL SIGNS: Blood pressure 110/80, pulse 97, temperature 98.5, respirations 17, O2 sat 98%, and weight 185.4 pounds.
HEENT: Full thickness hair. Corrective lenses in place. Conjunctivae clear. Moist oral mucosa.

NECK: Supple.

RESPIRATORY: Limited respiratory effort but a normal rate. Lung fields clear. No cough. Symmetric excursion.

CARDIAC: She had in irregular rhythm about M, R. or G. PMI nondisplaced.

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

MUSCULOSKELETAL: Intact radial impulses. No LEE.

NEURO: Orientation x2. When she is awake, she can voice her needs. Since her return, there have been some behavioral issues may be just part of re-acclimating to facility, we will see and any adjustments in medications that need to occur after time will be made.
SKIN: Warm, dry and intact. Good turgor.

ASSESSMENT & PLAN:
1. General care. Review of labs while in Geri Psych on 03/05/23. CMP, CBC and lipid profile were all WNL and UA negative for UTI.

2. General care. Call placed to POA daughter Sarah with VM left.
CPT 99345
Linda Lucio, M.D.
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