


INITIAL EVALUATION

RE: Mary Belton

DOB: 06/12/1933

DOS: 05/17/2023

Rivendell MC

CC: New admit.
HPI: An 89-year-old in residence since 05/16/23. She is a native of Ruston, Louisiana, and is moved here by her two daughters. It is unclear other than a grandson who lives in Oklahoma. The patient is pleasant and cooperative. She is able to give some information and there is evidence of memory deficits.
DIAGNOSES: Vascular dementia, history of CVA, HTN, CAD, arthritis, insomnia, urinary incontinence, allergic rhinitis, GERD, severe aortic stenosis, OSA does not use CPAP, generalized frailty and occasional symptomatic bradycardia.

PAST SURGICAL HISTORY: Appendectomy, cardiac stents x2, bilateral knee replacements, cholecystectomy, oophorectomy, bilateral cataract extraction, and she has had five pregnancies with normal vaginal deliveries.

FAMILY HISTORY: Her brother died at the age of 94 on 12/20/22 with noted memory deficits. Her mother died at 94 of natural causes and father died at 56 of an MI.

SOCIAL HISTORY: Widowed x7 years after 66 years of marriage. Two daughters and three sons. POA responsibility is divided between three of her children, it is not clear to me who they are so we will address that later. She worked in civil service as a stenographer and also for an attorney doing same work. Nonsmoker and nondrinker. Lived in Ruston Louisiana all her life until recent move. She has a daughter who lives Tulsa.

DIET: Regular.

ALLERGIES: Doxycycline.

CODE STATUS: DNR.
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MEDICATIONS: Olanzapine 5 mg b.i.d., gabapentin 100 mg h.s., diclofenac gel to neck q.i.d., Pepcid 40 mg q.d., metoprolol 25 mg b.i.d., Lasix 20 mg q.d., Eliquis 5 mg b.i.d., B12 1000 mcg tablet q.d., KCl 20 mEq ER q.d., psyllium q.d., magnesium Soln 30 mL p.r.n., ASA 81 mg q.d., rosuvastatin 10 mg q.d., meclizine 25 mg t.i.d p.r.n., melatonin we will increase to 3 mg hs., Tylenol 500 mg two tabs t.i.d and D3 5000 units q.d.
REVIEW OF SYSTEMS:
Constitutional: Her baseline weight is between 170-180 pounds and she is at 180 currently.

HEENT: She wears glasses. She has native dentition and has hearing aids for both ears, but they are not in and she states she forgets, but her hearing appeared adequate.

CARDIAC: She acknowledges occasional fluttering that does kind of get her attention, but no chest pain or SOB.

GI: No difficulty chewing or swallowing. No dyspepsia. Continent of bowel.

GU: Limited continence of urine and has urinary leakage and wears adult briefs. She can toilet.

MUSCULOSKELETAL: She does have a fall history. The last that we are told was 05/08/23 and she has residual bruising that is resolving. She stated that she had a fall one to two nights ago so we are not clear about that.

SKIN: Bruising that is healing. No breakdown.

NEUROLOGIC: When asked if she had noted memory deficits did not really have a response stating while she is 89 and I think recognizes that she should be given some credit or some leeway.

PHYSICAL EXAMINATION:
GENERAL: Well groomed, pleasant and alert female who is engaging.

VITAL SIGNS: Blood pressure 144/90, pulse 77, temperature 97.7, respirations 18, and O2 sat 94%.Weight 180.4 pounds.

HEENT: Her hair is short and combed. Conjunctivae are clear. Glasses in place. Native dentition in good repair. Hearing adequate without hearing aids.

NECK: Supple. No LAD with clear carotid.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

CARDIOVASCULAR: She did have an irregular beat. Distant heart sounds. No rub or gallop noted.

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

MUSCULOSKELETAL: She ambulates slowly but steadily with her walker, upright posture. No LEE. She is able to go from sit and stand and using walker for support. Moves arms in normal range of motion.
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SKIN: Warm, dry and intact. Good turgor. Bruising on her back, bilateral forearms with evidence of healing.

NEUROLOGIC: CN II to XII grossly intact. She makes eye contact. Her speech is clear. She can voice her needs and it takes a bit to gather herself, but she does articulate well. Orientation right now is x1-2. She does have memory deficits that she is aware of and acknowledges.

ASSESSMENT & PLAN:
1. Vascular dementia. The patient is able to get around and voice her needs when appropriate and understands given direction. We will allow her to acclimate and help her as needed.

2. Cardiac disease. It is matter of hypertension and CAD and an aortic murmur so we will monitor BP and HR daily and if she has any fluttering she is to tell the nurse so that we can look at whether or not there needs to be an adjustment in her medications. She did voice concern that she is not seen her doctor most likely a cardiologist since the fluttering occurred.
3. OSA. We will monitor her sleep pattern at h.s. and to that extent increasing her melatonin to 3 mg which is still low dose and likely may need to increase further. We will monitor her sleep pattern.
4. Symptomatic bradycardia. Again hopefully we will catch that in monitoring her heart rate.

5. Prediabetic. Unclear when her last A1c was checked, but we will do that now just so that issue can be clarified.

6. Medication review. Some medications are discontinued at family’s request.

7. Possible BPSD. She is on olanzapine b.i.d. and unclear how long and for what. We will try to get that information for family. I will speak to them next week.
CPT 99345

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

