


INITIAL EVALUATION
RE: Blanche Colorado
DOB: 07/02/1944
DOS: 06/05/2023
Jefferson’s Garden AL
CC: New admit.

HPI: A 78-year-old admitted 05/26/23. She was seen in her room today. She was pleasant, asked me why she needed to see a doctor and I told her my role here and she was okay with that. The patient is able to give some information. It takes a little bit of time. She was dressed in her nightgown, watching television, appeared quite comfortable. She will occasionally come out for meals, but today had stayed in her room. The patient came here after being at Park Manor SNF which is just outside of Austin where she was living at the time. Per the SNF note, she was admitted for acute blood loss anemia with bright red blood per rectum and started on calorie shakes due to protein-calorie malnutrition. It is noted that a nutritionist was consulted on her; the patient stated that that never happened and she took issue with a few of the things that I read as to how she ended up here. Prior to the most recent admission in May, she was also admitted to the same SNF after hospitalization on 03/28/23 where she had a mechanical fall with left knee hemiarthrosis which was drained by an orthopedic surgeon. She tells me that 80 mL of fluid was withdrawn. The patient was able to add to some of the information per this SNF note while she also was antagonized by some of the information contained which I read only limited bits. 
PAST MEDICAL HISTORY: Atrial fibrillation on Eliquis, HLD, osteoporosis, chronic knee pain, protein-calorie malnutrition, history of lower GI bleed, frontotemporal dementia, and dysphasia.

PAST SURGICAL HISTORY: Appendectomy, cardiac stents x2 status post cardiac ablation, discectomy x2, hysterectomy, and breast reduction.

MEDICATIONS: Eliquis 5 mg b.i.d., Lipitor 40 mg h.s., Colace 100 mg b.i.d., ibandronate 150 mg q.30 days, lidocaine patch q.d. left knee, Tylenol 650 mg b.i.d. routine.

ALLERGIES: FENTANYL.
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DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient is divorced. She has three children with one daughter who passed away three weeks ago. She has moved to Oklahoma City from Austin approximately two weeks ago.

FAMILY HISTORY: Her mother died at 68 of an MI and her father at 61 of cardiac disease.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is 126 to 128 pounds.

HEENT: She wears reading glasses. She has full dentures and wears hearing aids one per ear.

RESPIRATORY: No SOB, cough, or expectoration.

CARDIAC: Per HPI. She denies current chest pain or palpitations.

MUSCULOSKELETAL: She has a wheelchair that she can propel and that is new to her. She was using a walker. She has standard walker and states that she had one that rolled before and she liked that much better, but no longer has it and cannot tell me why. Her last fall was March 2022 when she ended up in SNF with hemiarthrosis of the left knee.

GI: Denies frequent nausea. No emesis. Continent of bowel.

GU: Occasional urinary leakage. She does not know if she has had UTI recently.

NEURO: She tells me that she has quit pork secondary to religious reasons after she heard some Jewish people talking about the reason they do not eat pork and she thought that that made perfect sense. She is not Jewish and thinks that she heard these people talking on television. 
SKIN: She denies pruritus, rashes or easy bruising.

PHYSICAL EXAMINATION:

GENERAL: The patient appeared guarded and cautious at first, but became antagonistic without anything other than a question based on some information in her chart note, but was able to be calm down.

VITAL SIGNS: Blood pressure 108/65, pulse 86, temperature 98.0, respirations 18, weight 125.4 pounds.

HEENT: She has her hair pulled up in the back, some hanging in unkempt manner. Conjunctivae clear. Nares patent. Slightly dry oral mucosa.

NECK: Supple. No LAD.
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RESPIRATORY: Lung fields are clear. Symmetric excursion. No cough.

CARDIOVASCULAR: She had regular rate and rhythm. No M, R. or G. PMI nondisplaced.

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

MUSCULOSKELETAL: Did not observe gait or transfer. So she does have some trace ankle edema bilateral. She moves her arms in a normal range of motion.

NEURO: CN II through XII grossly intact. Orientation x1 to 2. She makes eye contact. Her speech is clear. She is a bit tentative when she speaks and reassured her I was nowhere trying to trick her out. 
PSYCHIATRIC: The patient became agitated easily with questions needing a lot of reassurance. She was anxious when she could not remember things and seems to get mad at me for asking her questions. 
SKIN: Warm, dry or intact. Fair turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Frontotemporal dementia. This diagnosis is referenced in her Park Manor notes. Unclear as to the history of when she was diagnosed and there is really no specific treatment that can be done for it. It is helpful in understanding some of the things that are seen from her. 
2. Anemia. H&H drawn 04/11/23 were 11.0 and 36.1 with macrocytic indices. Platelet count WNL at 262K. The patient is not on B12 or folate and her RDW was the low end of normal. 
3. BMP review is WNL. Baseline labs from here will be ordered. 
4. Colonoscopy results reviewed. This is from 04/02/23 and showed small diverticulitis with internal hemorrhoids suspected as cause of bleed. CXR reviewed 03/23/23. There is left-sided effusion and left knee x-ray from 04/09/23. No bony pathology. A large joint effusion and looks like bone infarction as cause of bleed. CT of the abdomen – mild edematous wall thinking of the distal rectum. 
5. Head CT - brain atrophy and it notes that it can be seen in the setting of primary progressive aphasia type frontotemporal dementia. 
CPT 99345 this week
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
