


INITIAL EVALUATION
RE: Doris Warner
DOB: 10/19/1932
DOS: 07/18/2023
Rivermont MC
CC: New admit.

HPI: A 90-year-old female admitted on 06/27/23. This is my first visit with her. The patient was observed in Memory Care. She just tends to be staring straight ahead and not verbal with anyone. When I spoke with her, she sat quietly. She made brief eye contact. Otherwise, I just looked around and very hard of hearing and unable to give information. She did cooperate to exam. On 07/19/23, I saw the patient’s son and DIL who I spoke to and received medical information. The patient’s son/POA Charles notes that about four years ago it became clear that there were memory issues as she had difficulty with word finding, acute short-term memory deficits and difficulty performing ADLs. The patient was living in Tennessee and was moved into an assisted living facility. Though she had memory deficits, it was a small facility and they were able to monitor her. The patient then had two exiting episodes and with the second where she successfully got out and away from the facility, so given that she needed to be moved, they brought her to Memory Care in Oklahoma City where they live just down the road. The patient is reported to be cooperative. She needs direction as she is not aware of what needs to be done and is unable to voice her needs. 
PAST MEDICAL HISTORY: Dementia with BPSD i.e. exiting behavior diagnosed approximately four years ago, osteoarthritis, allergic rhinitis, hyperlipidemia, history of breast cancer, history of colon cancer, and vitamin D deficiency.

PAST SURGICAL HISTORY: Mastectomy secondary to breast CA, small bowel obstruction requiring hospitalization, cholecystectomy secondary to cholelithiasis, bilateral cataract extraction, bilateral blepharoplasty, skin cancer excisions, squamous cell.

MEDICATIONS: Colace b.i.d., B12 1000 mcg the first of each month, Depakote 250 mg b.i.d., melatonin 3 mg h.s., Namenda ER 28 mg q.d., Remeron 7.5 mg q.p.m., prenatal vitamin q.d., D3 2000 IUs q.d., and p.r.n. Tylenol 650 mg q.6h.
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ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: DNR. I spoke with son and DIL and I will sign a physician certification of DNR.

LAST HOSPITALIZATION: Couple of years ago for COVID-19 with no residual deficit.

SOCIAL HISTORY: The patient is widowed x 45 years. She has one child, her son Charles who is POA. She worked for the US Government in the hearings and appeals court x 30 years from which she retired.

FAMILY HISTORY: Her mother had advanced dementia from which she died as complication.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Weight is stable.

HEENT: She has decreased vision and decreased auditory acuity. She had both glasses and hearing aids neither of which she wants to wear. Native dentition. No difficulty chewing or swallowing.

CARDIAC: No chest pain or palpitations. No history of HTN.

MUSCULOSKELETAL: She ambulates independently. She had a fall yesterday where she was in her room and she was sitting on the side of bed and went straight down to the floor landing on her bottom. No injury.

GI: Continent of bowel, can be toileted, but wears Depends in the event of an accident.

GU: Again can be toileted. No recent UTIs per family.

NEURO: She has word apraxia. Her speaking has decreased overall per family notice.
PHYSICAL EXAMINATION:

GENERAL: Petite elderly female, well groomed, who was quiet but cooperative. She did not seem to have any idea what we were doing.

VITAL SIGNS: Blood pressure 127/67, pulse 70, temperature 97.8, respirations 16, O2 sat 94%, and weight 115 pounds.

HEENT: She has short gray hair. Conjunctivae clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.
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RESPIRATORY: She does not cooperate with deep inspiration, but lung fields are clear. No cough. Symmetric excursion.

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

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

MUSCULOSKELETAL: She has a walker that she is supposed to use. She has to be reminded. She was observed walking without it and she was upright, but she has a shuffling gait.

NEURO: CN II through XII grossly intact. She makes brief eye contact. She did not speak, short attention span, and did not resist exam.

SKIN: Thin and dry, but intact with no bruising.

ASSESSMENT & PLAN:
1. Advanced unspecified dementia. She has done well, orienting to the facility. She is reported to be cooperative given her auditory and hearing deficits that may account for any time she seems less than cooperative. I will continue to encourage her being in activities and coming to meals.

2. BPSD. This is cited. Family state that they were aware of her exiting behavior x 2 as what was pointed out as behavioral issues. Otherwise, she is not aggressive or anything else that was an issue in the four years that she was in the AL and here there have not been problems noted behaviorally. She is currently on Depakote 250 mg b.i.d. I am going to step it down to 125 mg b.i.d. for one week. If she does fine with no significant behavioral issues, we will then move it down to 125 mg with the goal of discontinuing it. In addition, my concern is Depakote’s effect on gait and her short stepped shuffling gait. We will see if it improves once the Depakote is discontinued. 
3. B12 deficiency. This is assumed rather than known both by either family or myself in review of her records though limited they are. We will order a B12 level and if WNL, we will discontinue the monthly injections. 
4. Medication review. This was per family request and I am discontinuing three nonessential medications. 
5. Code status. Discussed DNR. He stated that he did want DNR for his mother. There is not a DNR form. He did not realize he had to fill one out. So, I will do the certification of physician form and he is fine with that.
6. General care. B12 level, CBC and CMP ordered.

CPT 99345 and direct POA contact 20 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
