


INITIAL EVALUATION

RE: Bobby Musgrave
DOB: 09/13/1935

DOS: 08/24/2023
HarborChase AL

CC: New patient.

HPI: An 87-year-old seen in room she was sitting adjacent to her husband. She was in participating she would speak on his behalf and she was limited in information she could give on her own behalf. The patient along with husband was admitted on 08/16 and she has stayed in her room with her husband coming out only for meals however they do not come out unless staff come and get them and actually takes them directly to the dining room and then somebody has to walk them back to their room. From the interaction that I observed today she is more his caretaker and I think he depends on her however her memory deficits are very clear. She is pleasant though, cooperative, and seems to very much like her daughter-in-law based on her reaction when she returned to their room.

PAST MEDICAL HISTORY: Dementia unspecified moderate stage, DM II, mixed HLD, HTN, anxiety, B12 deficiency, ASCVD, and hypercalcemia.

PAST SURGICAL HISTORY: Bilateral cataract extraction with lens implant, bladder suspension, hysterectomy, tonsillectomy and adenoidectomy, and hemicolectomy due to colon cancer, no chemotherapy or RTX required and melanoma resection from right forehead recent.

ALLERGIES: ACE INHIBITORS, ARICEPT, DEMEROL, and MORPHINE.

DIET: NCS.

CODE STATUS: Full code.

SOCIAL HISTORY: She and her husband been married 70 years, three children, two living, they lost their youngest daughter eight years ago and do not talk about it. She was a housewife who supported her husband’s business ventures, did his bookkeeping once he had his construction company and then became a realtor and was in competition with him when they developed a realty company. She is a nonsmoker and nondrinker.
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MEDICATIONS: Fosamax q. week, Tylenol CR 650 mg q.8h. p.r.n., ASA 81 mg h.s., clobetasol 0.05% topical to affected areas routine, B12 1000 mcg q.d., fenofibrate 134 mg q.d., Januvia 50 mg q.d., Ativan 0.5 mg q.12h. p.r.n., losartan 100 mg q.d., Namenda 10 mg b.i.d., and metformin 1000 mg b.i.d. a.c.

REVIEW OF SYSTEMS: Unknown what her baseline weight is. She states her appetite is good. She has no pain and sleeps through the night.

HEENT: She wears glasses. She has fairly good hearing and native dentition.

CARDIAC: She denies any chest pain. Blood pressure well controlled.

RESPIRATORY: She denies any cough or shortness of breath.
GI: No abdominal pain. She has continence of bowel.

GU: Urinary leakage, wears a pad.

MUSCULOSKELETAL: Ambulates independently. She denies falls.

NEURO: Via her PCP as recently as of 07/11/2023 he spoke with the patient and the family regarding a neurology referral to see if there is anything that could further benefit her in treatment for her dementia as she is intolerant of Aricept but the patient refused. Elevated calcium/PTH levels, we will check and follow. Dementia, MMSC will be administered and then at next visit we will evaluate how they have gotten along in this living environment and any independence that they required.

PHYSICAL EXAMINATION:
GENERAL: Pleasant patient who clearly was focused on giving information on husband’s behalf or correcting his given information. She is just matter-of-fact and pleasant.
VITAL SIGNS: Blood pressure 158/98. Pulse 92. Temperature 97.9. Respirations 19. Weight 130 pounds.

HEENT: Her hair is groomed. Glasses in place. Conjunctivae clear. Moist oral mucosa.

CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: She has a normal effort and rate. Her lung fields are clear. No cough or symmetric excursion.

ABDOMEN: Slightly protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. She is ambulating independently in their apartment. She denies any falls.

NEURO: She makes eye contact. She is verbal. Her speech is clear and generally appropriate to situation or what was asked. Her orientation is x1-2 to be in Oklahoma.
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ASSESSMENT & PLAN:

1. DM II. Quarterly A1c will be drawn on time and will make any adjustments in medication as needed.

2. Anxiety. I will monitor how she does. Ativan is p.r.n., which she unlikely remembers to ask for. She may do better on a baseline medication for anxiety, but we will just give continued acclamation time.

3. Calcium and PTH abnormality, we will follow.

4. General care. Spoke to DIL regarding that both patients would do better in memory care and I clarified with her because she asked whether it was the trauma of moving here because they did not want to be here as the reason that they are not adjusting and I told her that they do not have to adjust because family is continually coming up to hear all throughout the day different members to check on them so they have not acclimated to who the caretakers are here and they are not having to ask for anything the pendants that they both have are hanging up by the door and they know they do not have to use them because they will just wait for family to arrive and they also have a program phone or they can just contact them. It is clear that family has denial about not the cognitive impairment but the level of it and that they need more assistance then they acknowledge because they are the ones doing the assistance. I clarified at that AL does not come and get them for activities and meals in the long run. We will address this along with code status at next visit.

CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

