


INITIAL EVALUATION

RE: Johnnie Houston

DOB: 04/07/1938

DOS: 09/13/2023

Jefferson’s Garden AL
CC: New admit.
HPI: An 85-year-old in residence since 08/15/23; this is my initial visit with her. Prior to admission here, the patient was living at home; however, EMS reports that she was in a nursing home. She had altered mental status and was transferred to the ER, diagnosed with an ESBL UTI and treated with Merrem. Urine and blood cultures were obtained and the patient was to follow up on culture results; per her report, she is not aware that there was followup. Since admission here, the patient has complained of dysuria x1. UA obtained on 09/08/23, is now positive for E. coli UTI. I am unclear as to the reason for testing. Information is gathered from Mercy ER notes. The patient was seen there 05/26/23, post fall and diagnosed with a fractured humeral head closed and a traumatic hematoma of her forehead. Underwent ORIF by Dr. Kim Smith, orthopedist. Head CT showed no intracranial injury. Post hospitalization, the patient received SNF at Ignite and from Ignite moved in to here.

PAST MEDICAL HISTORY: Dementia unspecified, history of UTIs with previous cultures positive for Citrobacter freundii, Candida, ESBL, DM II, obstructive sleep apnea use a CPAP, restless legs syndrome, HTN, GERD, sick sinus syndrome with congestive heart failure and senile debility.

PAST SURGICAL HISTORY: Tonsillectomy, hysterectomy, cholecystectomy, cataract extraction, abdominoplasty, breast biopsy x 2 both negative and placement of a nerve stimulator for bowel and bladder control and fem-pop bypass right side.

MEDICATIONS: Norvasc 5 mg q.d., ASA 81 mg q.d., MVI q.d., Eliquis 5 mg b.i.d. esomeprazole 40 mg q.d., Flonase q.d., glipizide 5 mg q.d., insulin glargine 10 units q.a.m.

ALLERGIES: Multiple, see chart.

DIET: Regular NCS/chopped.

FAMILY HISTORY: Diabetes and heart disease on mother’s side Mother died eventually of a brain tumor at an older age.
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SOCIAL HISTORY: The patient is a native of Arkansas, moved to Utah in 1984. She has been married twice. She had three children with her first spouse who died of cancer. She was a widow for 20 years and remarried the second time in 2016, and that spouse died February 2023. She has three children who serve as co-POA’s. Nonsmoker and nondrinker. She received her LPN license in 1970 and states she continues to hold an active license. She retired about 10 years ago working as an occupational health nurse 28½ years.

She was a square dancer, going to national competitions and doing so for many years.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Very talkative and animated female who was more than happy to talk about her history. She has quite good recollection of multiple events.

VITAL SIGNS: Blood pressure 130/70, pulse 76, temperature 97.4, respirations 18, O2 sat 95% and weight 137.9 pounds, which is a weight loss of 3.3 pounds since July 2023.

HEENT: Short sparse and dry hair, which is all brushed back. Conjunctivae, there is some mild injection. Nares patent. Dry oral mucosa. Native dentition in fair repair. Hears adequately.

NECK: Supple without LAD.

CARDIOVASCULAR: Regular rate and rhythm. No murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Symmetric excursion. No cough.

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

MUSCULOSKELETAL: Ambulates with a walker. She has a brisk, but steady pace.

Edema to both legs trace to +1. Moves arms in a normal range of motion.

SKIN: Warm, dry and intact. No rash noted.

NEUROLOGIC: CN II through XII grossly intact. She makes eye contact. Speech is clear. She is quite verbal, but can be redirected.

ASSESSMENT & PLAN:
1. UA followup. 09/08/23 UA obtained is positive for E. coli UTI. Levaquin 500 mg q.d. x 7 days and we will do followup UA given the frequency of recent UTIs.

2. UTI prophylaxis. Trimethoprim 100 mg h.s. to be initiated once she has cleared her current UTI.

3. Medication review. There are a couple of medications that she wants changed to p.r.n., i.e. MiraLAX and Flonase.
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4. DM II. Clarified insulin 10 units to be given q.a.m. and metformin 500 mg to be given at lunch and dinner and A1c will be obtained prior to next visit.

5. General care. The patient has had labs recently, so we will not obtain them at this time and at next visit. I will contact her POA at next visit.
CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

