


INITIAL VISIT NOTE
RE: Joyce Clark
DOB: 11/09/1933
DOS: 05/15/2023
Jefferson’s Garden
CC: New admit.
HPI: An 89-year-old in residence since 05/05/2023, arriving from St. Ann’s SNF where she was admitted on 04/17/2023. The patient was admitted to IBMC on 04/13/2023, after complaining of left hip pain post fall at home. The patient has recently been started on O2/NC tripped on the O2 cord landing on her left side and complained of left hip pain. In ER, x-ray showed moderately displaced fracture of the left femoral neck and subsequently underwent left hemiarthroplasty bipolar. Postop course uncomplicated with pain managed and able to begin PT and is currently weight-bearing. On 04/13/2023, the patient had presented to IBMC with SOB and was treated for COPD exacerbation, it was the second time within this month that she was seen for same cause. The patient was seen in room where she was sitting upright in a chair. O2 was in place and when I asked her how long she had been wearing oxygen, she was taken back for a moment forgetting that she had it on. After I had seen her son Jay Clark who is co-POA with his brother Chris came in and I spoke with him I have known him for years over the phone as he is a facility pharmacist. He asked whether it needed to be worn continuously his concern is her tripping over the tubing, which is a reasonable concern. To that extent, O2 sats were checked with O2 in place and then 15 minutes after removal. The difference was 98% versus 95%. I saw the patient alone earlier, she was sitting in her room. She made eye contact. I introduced myself and told her my role and that I had known her son as a pharmacist over the years, but never met them so that broke the ice and she seemed comfortable and was cooperative. She does have kind of a dry wit. She gave information, but recollection was an intermittent problem. Her sons have made it clear that she is no longer able to live at home safely, but she still asked when she will be able to leave.
PAST MEDICAL HISTORY: Diastolic CHF, age-related osteoporosis, COPD, depression, HTN, and GERD.
PAST SURGICAL HISTORY: Right breast surgery, benign ORIF of right hip in 2018, bilateral cataract extraction, inguinal hernia repair, L4-S1 ESI, thyroidectomy, tonsillectomy, and colonoscopy with diagnosis of collagenous colitis.
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MEDICATIONS: Medications are Depakote 125 mg b.i.d., losartan 100 mg q.d., melatonin 5 mg h.s., Protonix 40 mg q.d., PreserVision two caps b.i.d., Seroquel 25 mg h.s., Trelegy Ellipta q.d., vitamin C 500 mg q.d., Zinc 220 mg q.d., and MVI q.d.
ALLERGIES: STRAWBERRY EXTRACT.
CODE STATUS: Advanced directive indicating no heroic measures. We will discuss DNR with POAs.

HOME HEALTH: Golden Age.
SOCIAL HISTORY: The patient is divorced. She has two sons Chris and Jay who share POA responsibility. She has a 50-pack year smoking history quit in 1997. No ETOH use.

FAMILY HISTORY: The patient is an only child. Her father died of an MI in his 50s and her mother had a brain tumor passing in her 40s.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient’s current weight of 93.2 is high for the patient per son. She usually weighs between 85 and 88 pounds. Her appetite is good.

HEENT: She wears her reading glasses. She has full dentures hearing adequate without hearing aids.

CARDIOVASCULAR: Denies chest pain or palpitations.

RESPIRATORY: Per HPI. O2 in place when seen did not appear SOB.

GI: Occasional dyspepsia with hiatal hernia is continent of bowel. She talks about constipation and son informs me this is a common topic for her with the reality that she has bowel movements every day while she lived with his family.

GU: Continent of urine. No recurrent UTIs.

MUSCULOSKELETAL: Now using a walker.

NEURO: She notes memory deficits and states it is age-related.

PSYCHIATRIC: She denies depression or anxiety.
PHYSICAL EXAMINATION:
GENERAL: Petite older female who was pleasant and cooperative.
VITAL SIGNS: Blood pressure 109/71, pulse 91, temperature 98.2, respiration rate 18, O2 saturation 95% without O2 and weight 93.2 pounds.

HEENT: She has long white hair. Conjunctivae clear. Nares patent. Moist oral mucosa, secure fitting dentures.

NECK: Supple without LAD.

CARDIOVASCULAR: Regular rate and rhythm. No MRG.

RESPIRATORY: Normal effort in rate. Clear to auscultation. No cough. Symmetric excursion.
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ABDOMEN: Flat. Nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: Intact radial pulses. No LEE. Generalize decreased muscle mass and motor strength, but she is weight-bearing and ambulates with the walker. She also has a wheelchair for distance transport.

SKIN: Thin, dry, and intact.

NEURO: CN II through XII grossly intact. Orientation x2. She makes eye contact. Soft-spoken. She can make her point understands given information. Affect appropriate to what she is saying.
ASSESSMENT & PLAN:
1. Status post ORIF for a displaced left femoral fracture. She is currently using a walker in the room and for distance a wheelchair has had PT at this time defers further.
2. COPD was started on O2 after her second visit this month for COPD exacerbation. We will track O2 sats. She is done well without it and so will recommend she wear it at bedtime and then p.r.n. during the day for SOB and she is an agreement with that.
3. HTN. We will track her blood pressures daily. I am going to hold amlodipine as its 5 mg and her blood pressure is already low end of normal. She will remain on Losartan 100 mg q.d. Discontinue routine Lasix as her fluid intake is already limited. We will leave it available for p.r.n. use.
4. Wound care. The patient has healing area on her left heel with wound care done MWF by Home Health Nurse.
5. Code status. We will sign a physician certification for DNR after discussion with POA.
CPT 99345 and direct POA contact 20 minutes and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

