


INITIAL EVALUATION
RE: Patricia Richardson
DOB: 11/01/1938
DOS: 08/29/2023
Rivendell MC
CC: Assume care.

HPI: An 84-year-old who shares a room with her husband and has been in residence since 04/28/22. Daughter/POA Kristi Davei requests assume care for the patient and her spouse. The patient has a history of unspecified dementia without behavioral issues and has been relatively stable without behavioral issues. Daughter has been taking her out to her PCP Dr. Rene Ballard and that has become more difficult with her dementia progression. The patient shares a room with her husband. There is a small wall giving them somewhat of a division. When seen, she was dressed at having had lunch and was lying in bed sleeping, but did awaken and was cooperative to discussion and exam. It became clear right away that her memory and ability to give information was limited. Staff reports that the patient is redirectable, comes out for meals. She will basically follow what her husband does. She has a walker that she is to use and has to be reminded each time. Information was gathered from her daughter/POA Kristi Davei.

PAST MEDICAL HISTORY: Unspecified dementia with BPSD, DM-II, peripheral neuropathy, HTN, HLD, B12 deficiency with anemia, depression, hypothyroid and pain but unspecified.

PAST SURGICAL HISTORY: TAH, bladder suspension, C-spine fusion, renal carcinoma treated with laser and cured, and neck fracture while at an MD visit on 04/20/20 and had a brace.

ADDITIONAL DIAGNOSES: Bilateral macular degeneration. The patient receives bilateral injections q.14 weeks.

MEDICATIONS: Cymbalta 30 mg q.d., levothyroxine 50 mcg q.d., losartan 100 mg q.d., metformin 500 mg one tablet with breakfast and dinner, Remeron 15 mg h.s., olanzapine 5 mg 8 a.m. and 8 p.m., Zocor 5 mg h.s. and B12 1000 mcg q.d.
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ALLERGIES: NKDA.

DIET: Regular diet with regular texture and thin liquid.

CODE STATUS: DNR.

SOCIAL HISTORY: She is married to a Mr. Richardson since 02/14/75. The patient was employed as a secretary to the governor and several senators. She retired approximately 40 years ago. She has two children, her daughter Kristi who is her and Mr. Richardson’s POA and then she has a son who passed away three years ago, but the patient did not mention this. 
She is a heavy alcohol abuser to the point of alcoholism with significant consequences on a couple of occasions. In 2020, the patient had a near drowning incident. She had been drinking heavily, got into the swimming pool and passed out in the swimming pool. Her husband was present outside, saw her, was aware of it, but reported that he thought she was okay. So, he made no attempt to intervene or call for help. The patient was hospitalized for a prolonged period of time on a ventilator in the ICU and then required extensive rehab. In 2014, the patient had overdosed on prescription drugs that were provided by Dr. __________, benzodiazepines and pain medications. She was hospitalized and on a ventilator for 10 days.
FAMILY HISTORY: Her mother died from dementia-related complications and a sister has dementia with significant behavioral issues.

REVIEW OF SYSTEMS: Limited due to dementia, but the patient wears glasses. She is hard of hearing. She has had several pairs of hearing aids that she has lost. She currently has arrived with a full set of hearing aids to MC at Rivendell, now has only one hearing aid that she does not like placed. She has urinary leakage, but is continent of bowel. She ambulates with her walker which she is to use routinely. She had a fall in her room recently without injury.
PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished patient, seen in room. She was lying in bed, but awake and cooperative.

VITAL SIGNS: Blood pressure 100/62, pulse 84, temperature 98.2, respirations 17, O2 sat 92%, and weight 153.2 pounds.
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HEENT: She has full thickness hair. Sclerae are clear. Nares patent. Slightly dry oral mucosa.

NECK: Supple. Clear carotids.

RESPIRATORY: She had a decreased respiratory effort at a normal rate. Her lung fields are relatively clear. Decreased bibasilar breath sounds secondary to effort.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub, or gallop.

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

MUSCULOSKELETAL: She moves her limbs and repositions self in bed without difficulty. She gets up to walk without her walker. She has to be reminded. She has no lower extremity edema.

NEURO: Orientation x1 to 2. She is not sure exactly if she still in Oklahoma. Her speech is clear, a few words at a time. Affect appropriate to situation.

ASSESSMENT & PLAN:
1. Unspecified dementia without BPSD. She is due for her annual MMSC and I am requesting that that be done.
2. Incontinence. This is primarily of bladder. She is to wear Depends. Order is written and she is to be checked and changed a.m., h.s. and 2 p.m.

3. Gait instability. Order for focus on function for strengthening and conditioning as well as with personal care which is lacking.
4. General care. CMP, CBC, TSH and lipid profile are to be done on 09/07/23 and I will review them on return. Assess whether Zocor is still indicated even though it is such a low dose of 5 mg.
5. HTN. The patient is on a healthy dose of losartan. Blood pressure today is low, unclear what her baseline is. So, I am asking for daily blood pressure checks for the next two weeks. 
CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
