


INITIAL EVALUATION

RE: Judith Neal
DOB: 03/31/1941

DOS: 10/11/2023
Rivendell AL

CC: New admit.

HPI: An 82-year-old female admitted ______. She arrived after 23 days at Rolling Hills Geri-Psych. On her return here, there were some issues related to medications which she was discharged on, but that insurance did not cover. Pharmacy gave recommendations for substitutes that were similar to the medications not covered. She is now on those medications and doing well. The patient was seen in her room, she had been gone most of the later afternoon gone shopping and returned with several bags from Super Walmart. The patient tells me that she is just like amazed how somebody just shows up to take her shopping and figures that it had to be her family who arranged it. I was made aware last week that family have hired a concierge to come and get her to go shopping, to go get her hair done, the other specific things. There is also the mandate that she is not to use a telephone or a computer. She arrived here without her cellphone or her laptop and states that she has no contact with the outside world. Review of her notes from Rolling Hills document a patient who participated in groups, would interact with a peer one-to-one and was compliant in taking her medications. She has a history of HTN and throughout her stay BP was documented and frequently had systolic hypertension. She had no falls or acute medical events while there. Labs drawn on 09/26 show a normal CBC and a normal CMP. The patient had neurocognitive testing that showed neurocognitive decline in the five areas of cognitive capacities. Her executive function appeared to be impaired. She had disorganized ideation and perseveration throughout the interview. Her functional status was deemed consistent with patients diagnosed with moderate neurocognitive disorder due to multiple etiologies and recommended medication titration and stabilization with a supportive environment and independent living not indicated for her. The patient was cooperative in giving information for her baseline medical history.

The patient relates to me that she and her husband were in assisted living facility in Tulsa where they had been for some time and enjoyed being there. She and her husband lived in Tulsa 49 years. Her son/POA Chris came and told them that he was going to be moving them to Oklahoma City and she stated that she was not interested in that, but would do it if that is what he thought was best for her and her husband. She states her son expressed his concerns about father’s showing symptoms of dementia.
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Somehow, they were separated and her husband was moved to Epworth Villa and then subsequently she went there and she presents it that she tried to find where he was not having a clue that he would be in Epworth Villa and then tried to track him down there and found the apartment she thought he lived in and, as she got off the elevators to go to his room, there were her son and daughter-in-law and they told her you are not going anywhere, so she had to leave and go back to her room, but she started to have some resistance and they called security. She states she has not seen her husband since they were separated in Tulsa about a year ago. I am told that actually the two of them were moved to Epworth Villa together except that she was continually on him about different things and so he was moved to a different room and they tried to put him in a part of the facility where she could not find him. Her behavior toward him was agitating to him and not good; overall, he was not doing well with her treatment of him. She then talked about depression and other things as she felt her sons were helping her husband to get mental health help, but not her and they said “well! We will find some place where you can get help” and she was at Epworth Villa and was told that someone was picking her up to take her to an appointment, she thought it was going to be a counseling appointment, so she got in the vehicle, they took off and it is what ended up being her transport to Rolling Hills in Ada. When she left there on discharge, she thought she was going to return to live with her husband, but realizes that she has been separated from her husband by being on the complete opposite end of Oklahoma City and she has no way of contacting him.

PAST MEDICAL HISTORY: Neurocognitive disorder moderate, hypothyroid, peripheral neuropathy, GERD, macular degeneration, hyperlipidemia, and lower extremity edema.
PAST SURGICAL HISTORY: Bilateral shoulder replacements, right knee replacement with revision surgery, left knee replacement x2, left foot reconstruction secondary to being flat foot, rectal prolapse repair, bilateral cataract extraction, cholecystectomy, bilateral carpal tunnel release, TAH, appendectomy, sinus surgery, and left mastectomy secondary to breast CA; did not require RTX or chemo.

DIET: Regular.

ALLERGIES: AMOXICILLIN, DOXYCYCLINE, and ALEVE.
MEDICATIONS: Cytomel 5 mcg q.d., Protonix 40 mg q.d., PreserVision one capsule q.d., Lipitor 10 mg h.s., probiotic q.d., Lasix 20 mg q.d., vitamin D3 1000 IU q.d., Lexapro 20 mg q.d., Lamictal 50 mg b.i.d., levothyroxine 88 mcg q.d., Namenda 10 mg b.i.d., Lopressor 12.5 mg b.i.d., Voltaren gel to both knees p.r.n., Viibryd one tablet q.d., and Aricept 5 mg q.d.

CODE STATUS: DNR
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FAMILY HISTORY: She has three sons. Her middle son Timothy was bipolar, schizophrenic, and dealt with mental health problems all of his life and at the age of 53 committed suicide. No known biologic relatives to her with dementia.

SOCIAL HISTORY: She is married to her husband for 65 years. They had three sons two living; her oldest Chris is her POA. She worked as a registrar at Jenks High School for nine years and after that went to work for an oil and gas company.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight is 225 pounds. She is currently 199 pounds and states that the weight loss that has occurred was stress related from the separation from her husband.

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

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB.

GI: She has IBS symptoms. She is continent of bowel.

GU: She has urinary incontinence and now wears Depends stating that she had not worn them until she was at Rolling Hills. She ambulates with a walker. She states that she needs a new walker and does not know how to go about it. I told her this is something we will address next week. She has not had a fall that she can remember. She has a good appetite. She is having problems sleeping at night. Denies significant pain.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated comfortably. She is cooperative and forthcoming in questions asked.
VITAL SIGNS: Blood pressure 150/80. Pulse 54. Temperature 98.5. Respirations 18. O2 saturation 96%. Weight 199 pounds with a BMI of 35.2.

HEENT: She has short hair that is combed and clean. Sclera clear. She wears glasses. Nares patent. She hears quite well without hearing aids. Native dentition in good repair.

NECK: Supple with clear carotids.

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

RESPIRATORY: Normal effort and rate. Her lung fields are clear without cough and symmetric excursion.

ABDOMEN: Slightly protuberant, nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: Intact radial pulses. She has trace edema both ankles and visible surgical scar along the lateral aspect of her left foot. Observed her weight bearing and ambulating. She is steady and upright.

SKIN: Warm, dry, and intact. No lesions, bruising, or breakdown noted.

PSYCHIATRIC: She managed to keep herself calm and she gave information. There were points where her anger and frustration were evident, but she tempered herself and did not perseverate on it.
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ASSESSMENT & PLAN:

1. Moderate neurocognitive disorder. We will give the patient continued acclamation time and encourage her to get settled and then try to participate in activities and see how she does. I am also writing orders to prompt staff that she is not to have phone or computer use.

2. Mobility issues. She needs a new walker stating the one that she has the brakes no longer work or they slip at times, so through my office we will do a DME request next week, we will have her weight, height, and contact staff.

3. HTN. We will monitor BPs daily and check that she is adequately controlled.

4. Hypothyroid. Baseline labs will be ordered to include a TSH.

5. Peripheral neuropathy. It appears adequately controlled right now with gabapentin. We will see whether it becomes an issue down the road.

6. Social. We will contact her son/POA next week.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

