


INITIAL EVALUATION

RE: Bernice King
DOB: 04/10/1941

DOS: 07/06/2023
HarborChase AL

CC: New admit.

HPI: An 82-year-old in residence since 06/28 seen in room. She was pleasant and able to give information. She talked about severe OA of both of her knees that limits her getting around. She uses a walker and has for the last several years but tolerance for standing up is limited. In January 2023, the patient found to be COVID positive and was also later diagnosed with atrial fibrillation and started on Eliquis by her cardiologist and had a pacemaker implanted. She reports a history of congestive heart failure and diabetes. In March 2023, seen by PCP for complaints of lump to her left breast referred for diagnostic mammogram with biopsy and found to have malignancy. She is now awaiting a bone marrow biopsy scheduled for 07/19 with Dr. Alasad at Mercy. Despite all that she is in good spirits and able to give information.

PAST MEDICAL HISTORY: Diabetes mellitus type II, CKD stage III, coronary artery disease, congestive heart failure, morbid obesity, chronic idiopathic thrombocytopenia, and atrial fibrillation.

PAST SURGICAL HISTORY: Bilateral cataract extraction, pacemaker placed, cholecystectomy, and hysterectomy.

ALLERGIES: SULFA, BETADINE, and LATEX TAPE.

DIET: Regular and NCS.

CODE STATUS: Advanced directive indicating no heroic measures but no DNR.

MEDICATIONS: Amiodarone 200 mg q.d., Eliquis 5 mg b.i.d., ASA 81 mg q.d., carbamazepine 100 mg chew tablets b.i.d., diltiazem 240 mg q.d., Benadryl 25 mg h.s., Lantus 50 units q.a.m., Lasix 40 mg q.d., Zoloft 50 mg q.d., vitamin C 500 mg q.d., and levothyroxine 50 mcg q.d.

SOCIAL HISTORY: The patient lived at home alone. She has been a widow nine years. She has three children who live locally. She was a schoolteacher her working life top fourth grade and POA is Rachel Clapp.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: Weight is stable.

HEENT: Vision adequate. Hearing does not require aids.

CARDIAC: For HPI, no chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

GI: Appetite good. She is continent of bowel.

GU: She has urge incontinence, wears an adult brief.

MUSCULOSKELETAL: Complains of severe OA of both hips and knees.

PHYSICAL EXAMINATION:
GENERAL: The patient is a very pleasant female, cooperative, and able to give information.
VITAL SIGNS: Blood pressure 110/40. Pulse 69. Temperature 97.6. Respirations 18. O2 saturation 98%. The patient is 5’5” and weighs 286 pounds with BMI of 47.59.

HEENT: Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.

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

RESPIRATORY: Normal effort and rate. Breath sounds are normal and throughout lung field except decreased bibasilar secondary to body habitus.

ABDOMEN: Obese, could not auscultate for bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: She has intact radial pulses. She has +1 edema bilateral lower extremities. Her legs are in a dependent position for the time prior to seeing her. She positions herself in and out of her wheelchair. She is weightbearing and self transfers.

NEURO: CN II through XII grossly intact. She makes eye contact. Speech is clear, conveys her need, and understands given information.

PSYCHIATRIC: Appropriate affect and demeanor for situation.

ASSESSMENT & PLAN:
1. DM II. A1c ordered and adjustments in insulin can be made pending.

2. Severe OA of hips and knees. Salonpas large patches per knee on 12, off 12 and she can self-administer.

3. Breast cancer issues. She has her upcoming bone marrow biopsy ruling out metastases and/or ability to tolerate chemotherapy. Last WBC count was 3.7.

4. General care. CMP and CBC ordered. We will follow up with the patient when labs are available and contact her POA at that time as well.
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