


INITIAL EVALUATION
RE: _______
DOB: 10/20/1931
DOS: 03/28/2023
Jefferson’s Garden
CC: Assume care.

HPI: A 91-year-old seen in room. She was watching television, but was agreeable to speak with me. She is HOH without hearing aids and there were clear memory deficits in going through her history. She has a history of DM-II. She is on insulin and oral medications which were recently adjusted and A1c drawn 03/09/23 does not reflect the benefit of changes in both the insulin and oral medications. The patient was recently treated for cough with congestion on 03/21/23 and tells me that she still continues with cough. She feels like she needs to bring something up, but cannot. During the time spent with her, she coughed once it was nonproductive.
PAST MEDICAL HISTORY: DM-II on insulin and oral medications, HTN, HLD not on statin and new diagnosis of vascular dementia.

PAST SURGICAL HISTORY: TAH, bilateral cataract extraction, cholecystectomy, multiple skin cancer excision one requiring that her nose be rebuilt and removal of sarcoma from her chin.

MEDICATIONS: ASA 81 mg q.d., diltiazem 240 mg ER q.d., Omega-3 2000 units q.d., MVI q.d., Ocuvite q.d., turmeric 450 mg q.d., D3 1000 units q.d., B12 250 mcg q.d., glipizide ER 5 mg b.i.d. a.c., and Toujeo insulin 25 units q.d.
ALLERGIES: PCN.

CODE STATUS: DNR.

DIET: Regular NCS and no eggs.

SOCIAL HISTORY: Nonsmoker, nondrinker, and retired food service supervisor for bone and joint.
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FAMILY HISTORY: The patient is a widow. She cannot tell me for how long or how long she was married. Daughter Charlotte is her POA.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Believes weight has gone up since she moved here. She is eating better.

HEENT: She wears corrective lenses. She is hard of hearing. She does not have hearing aids and has full dentures.

CARDIAC: Denies chest pain or palpitations. HTN controlled.

RESPIRATORY: Cough that has been recent decreased with Robitussin-DM, but has phlegm at the back of her throat.

MUSCULOSKELETAL: Ambulates with a walker and denies any falls four years, but does state that she keeps hitting her right elbow on different things when she moves around and it has gotten to where she has got a big scab and it hurts. So I told her, we would look at that.

GI: Denies dyspepsia and occasional bowel continence.

GU: Recent UTI treated with Cipro and occasional urinary incontinence.

PHYSICAL EXAMINATION:

GENERAL: The patient resting and watching television in room, but was cooperative.

VITAL SIGNS: Blood pressure 157/84, pulse 71, temperature 98.4, respirations 18, O2 sat 97%, and weight 158.2 pounds.
HEENT: Hair is short. She did not have glasses in place. Conjunctivae clear. Nares patent. Moist oral mucosa. Dentures fit securely. No LAD and carotids are clear. Evidence of several skin CA excisions on her face most prominent on her nose where it is clear that there were grafts to rebuild the right side.

RESPIRATORY: Normal effort and rate. Lung fields are clear. Symmetric excursion. No cough with deep inspiration. Earlier a cough and evident flame at the back of her throat and no SOB with talking.

CARDIAC: She has regular rate and rhythm without MRG. PMI is nondisplaced.

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

MUSCULOSKELETAL: She repositions herself on her couch. Intact radial pulses. She ambulates with a walker. She is actually receiving PT x2 weekly. No lower extremity edema. There is decreased muscle mass and motor strength.

NEURO: Orientation x2. She makes eye contact intermittently is HOH affecting communication. She is able to give information, but there is evidence of short and long-term memory deficits and affect was blunted. She was able to make her point on a couple of different times and information given at times took a while for recollection.
PSYCHIATRIC: Appropriate affect and demeanor for initial contact.
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ASSESSMENT & PLAN:
1. Vascular dementia. This is a new diagnosis based on her history of CVA and her MMSC score of 18 which indicates moderate dementia. So, this will be added to her problem list.
2. DM-II. A1c is 9.7, but does not reflect the changes made this month for both oral medication and insulin. She went from 2.5 mg b.i.d. of glipizide ER to 5 mg b.i.d. and Toujeo went from 20 units to 25 units q.d. We will continue with what we have in place. Follow her FSBS and if any adjustments are made prior to the three month A1c check, I will do so.

3. Right elbow repetitive trauma. There is an eschar at her right elbow the lateral side with a thick well seated eschar. No surrounding redness, warmth, or tenderness. Spoken to the DON about it. We need to protect this until there is more healing and so a dry dressing with a cold band to secure it in place is ordered.
4. Hyperlipidemia not on statin, but on naturopathic treatment. T-chol is 188 with HDL 40 which is low and LDL of 113 with target of less than 100. No changes at this time.

5. Hyponatremia. CMP reviewed and sodium is 132. She is not on diuretic. We will start NaCl tablets 1 g q.d. Remainder of CMP WNL.

6. CBC reviewed, all WNL.

7. Medication review. We went over it and I pointed out that she is on four supplements in addition to two different vitamins. She states after thinking that she think she should stay on it and I asked if it was related to what her daughter’s input would be, she was quiet. So, it is more likely family wants her on these things and she has no problems with swallowing, so no change.

8. General care. She is DNR. Weight is stable and we will contact POA.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
