


INITIAL EVALUATION
RE: Sara Coon
DOB: 10/06/1928
DOS: 07/26/2023
Rivendell MC

CC: Assume care.
HPI: A 94-year-old female in resident since 10/09/21. Family has requested that I assume care from the current provider. The patient was seen in room. She was stretched out on her recliner sleeping. She did awaken when the nurse started talking to her and she was interactive with the nurse who told her that the doctor was here and was going to see her. She did not want to be seen by a doctor and made that clear. However, she did not resist exam. She was quiet, kept her eyes closed and did not interact with me. 
PAST MEDICAL HISTORY: Senile dementia of the brain, HTN, GERD, hypothyroid, DM-II, glaucoma, depression, osteoarthritis, venostasis, edema with superficial ulceration of bilateral lower legs, and HLD.

PAST SURGICAL HISTORY: Bilateral archer feet surgery remote, hysterectomy, cholecystectomy, bilateral cataract extraction, and right hip replacement.

MEDICATIONS: Benefiber gummies, Celebrex 200 mg b.i.d., MVI q.d., Depakote 250 mg b.i.d., Prozac 20 mg q.d., Lasix 40 mg q.d., levothyroxine 125 mcg q.d., lisinopril 5 mg q.d., melatonin, PEG powder q.d., KCl 20 mEq q.d., PreserVision b.i.d., Simbrinza b.i.d., travoprost right eye h.s., D3 1000 IUs b.i.d., and vitamin C 500 mg q.d. 

ALLERGIES: DEMEROL, HYDROCODONE, NAPROSYN, OMEPRAZOLE, and PCN. 
CODE STATUS: DNR.

DIET: Regular with thin liquids.

HOSPICE: Humanity Hospice.
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SOCIAL HISTORY: Widowed in 2018 after her husband had a prolonged illness and she was having symptoms of dementia. Three children, her son Paul is financial POA and Leslie is medical POA. She did not work outside the home, but she was socially active in different causes. They lived in Bartlesville from 1956 to 2018 when she was moved here after her husband’s death. 

FAMILY HISTORY: Her mother has had dementia. The diagnosis of dementia was formally made in 2018 with a neurologist in Bartlesville and there were noted changes in her personality, poor judgment, and irritability. Those symptoms had started in 2015. So she is eight years into her dementia journey.
PHYSICAL EXAMINATION:

GENERAL: The patient is quiet. She did talk to the nurse, but kept her eyes closed when I went to examine her and did not verbally respond to questions or comments that I made.
VITAL SIGNS: Blood pressure 117/49, pulse 73, temperature 97.5, respirations 13, O2 sat 97%, and weight 128.4 pounds.

HEENT: She has long gray hair, it is combed. She wears glasses. Nares patent. Moist oral mucosa.

RESPIRATORY: Anterolateral lung fields clear. No cough. Symmetric excursion.

CARDIAC: She had a regular rate and rhythm without MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: Generalized decreased muscle mass. She is nonweightbearing. She has to be transported in a manual wheelchair that she is not capable of propelling and she has trace ankle edema.

NEURO: CN II through XII grossly intact. Orientation x1 to 2. Speech is clear. She can be antagonistic.
SKIN: Dry and intact. Fair turgor.

ASSESSMENT & PLAN:
1. Unspecified dementia with a history of BPSD. We will continue with current medications with the exception of decreasing Depakote to once daily at 2:15 and see how she does. 
2. Medication review. Nonessential medications x2 were made.

3. History of edema. The patient’s edema is completely resolved. Lasix at 40 mg q.d. is decreased to Monday through Friday giving a weekend rest break and while she does drink fluid, it is certainly not enough to maintain the level of diuresis that she has.

4. General care. CMP, CBC and TSH ordered and we will review next week.

5. Social. The patient’s daughter spoke at length giving history etc. seems to have some understanding in the dementia process, but not why certain things are done. I think she is anxious about any change. I reassured her that anything can be restarted. 
CPT 99345 and direct POA contact 20 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
