


INITIAL EVALUATION
RE: Irene Purcell
DOB: 03/23/1941
DOS: 06/05/2023
Jefferson’s Garden
CC: New patient.

HPI: An 82-year-old in residence since 05/31/23, seen today in the room. She was a little bit apprehensive, watched me as I asked questions and was a little slow in giving responses, seemed to then warm up and was able to give some information, enjoyed telling me these other bits of information not relevant to question asked and required redirection. She did bring up a new problem of constipation. She has taken laxatives in pill form yesterday and today to no avail and had a hot cup of coffee when I was speaking with her that did not help. She is agreeable to a brown cow. 
DIAGNOSES: HTN, HLD, benign essential tremor, history of stroke, and lumbar degeneration with scoliosis.

PAST SURGICAL HISTORY: Spinal stenosis release, bilateral cataract extraction and cholecystectomy.

MEDICATIONS: Atenolol 50 mg b.i.d., gabapentin 300 mg h.s.  and 100 mg a.m., primidone order being clarified with previous PCP, Topamax 25 mg t.i.d., Tylenol 650 mg q.8h. p.r.n., which the patient states she takes with each primidone dose and Zyrtec 10 mg q.d. 
ALLERGIES: ASA and STATINS.

DIET: Regular.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient is divorced. She has lived in several places. She states that she divorced her husband in North Dakota and then met someone that she moved in with him after they got to Las Vegas and were together for period of time and separated. She has two children, a daughter Cindy who lives locally and the reason she moved to Oklahoma and a son who lives out of state. Her last employment was as a casino cashier which she states she really liked. She is a non-smoker and non-drinker.

FAMILY HISTORY: Father died at 69 of an MI and her mother at 93 of old age.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is 140 to 150 pounds.

HEENT: She wears glasses, adequate hearing, native dentition.
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RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: She denies chest pain or palpitations and BP generally well controlled.

MUSCULOSKELETAL: She ambulates independently. She cannot tell me when her last fall was.

GI: Current constipation which is not a usual problem. She blames it on the food here. She is continent of bowel.

GU: No history of recurrent UTIs and some urinary leakage.

PSYCHIATRIC: She denies depression or anxiety and then kind of laughs, but does not give any more information when asked.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, but appears a bit guarded and then kind of relaxes and gives information. She has an unusual demeanor.

VITAL SIGNS: Blood pressure 138/72, pulse 71, temperature 98.0, respirations 20, and weight 145.8 pounds.

HEENT: Her hair is short. Conjunctivae clear. She has a mild exophthalmos. She does not work corrective lenses. Nares patent. Moist oral mucosa. Native dentition in fair repair. 

NECK: Supple without LAD. Clear carotids.

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

CARDIOVASCULAR: Regular rate and rhythm. No M, R or G. PMI nondisplaced.

ABDOMEN: Slightly protruberant, hypoactive, taut to palpation.

MUSCULOSKELETAL: Intact radial pulses. No LEE. She ambulates independently. She goes from sit to stand without assist.

NEURO: CN II through XII grossly intact. She makes eye contact. Speech is clear, but slow and deliberate. She makes her point, asked questions appropriately and orientation is x 2 to 3. She has to reference for date and time.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Constipation. Senokot-S two tablets h.s. with p.r.n. metamucil q.d. 
2. Upper extremity tremor. Clarified that primidone can be restarted and if do not get back in the next 48 hours, we will go ahead and write for her to have it at 50 mg q.d. and adjust as needed. She can continue with Tylenol 650 mg with each dose as needed. 
3. HTN. Review of BPs today WNL and we will have blood pressure checked routinely MWF.

4. Neuropathic pain. Gabapentin appears adequate. The patient denied any significant pain. We will continue.

5. Social. We will contact her daughter Cindy who is POA and let her know that the patient has been met and address any questions she may have. 
CPT 99345
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
