


INITIAL EVALUATION
RE: Melba Cordell
DOB: 04/02/1925
DOS: 10/23/2023
Jefferson’s Garden AL

CC: New admission.

HPI: A 98-year-old female in residence since 10/11/23 seen today in room. Her son Mark introduced himself and stated he was an attorney and her daughter Nancy who is a local were present. The patient was well groomed, seated upright in her wheelchair. She made eye contact and she did attempt to give answers. She is hard of hearing. So, she was okay with family answering for her. Prior to admission here, the patient had a fall at home and sustained a periprosthetic fracture of a left hip THA. She underwent surgical repair by Dr. Kim Smith, last seen by her on 09/26/23 with order to repeat an AP and lateral left hip x-ray in one month which would be end of this week. The patient fell with fracture at home was on 08/23/23 and after evaluation and treatment by Dr. Smith, went to Epworth Villa for skilled care. The patient is widowed. She has four children. Her son Tom is her POA. She is a retired elementary school music teacher and while she was living alone, she had her daughter nearby who she talked to every day and the fall in which she sustained a left hip periprosthetic fracture happened in the middle of the night as she was getting up on her own.
PAST MEDICAL HISTORY: Periprosthetic left hip fracture with conservative healing measures, CKD, atrial fibrillation, urinary retention, HTN, and cognitive impairment mild.

PAST SURGICAL HISTORY: Carpal tunnel release bilateral, cholecystectomy, bilateral cataract extraction, and left hip fracture several years ago with ORIF.

MEDICATIONS: Diltiazem CD 120 mg ER q.d., Eliquis 2.5 mg b.i.d., KCl 10 mEq q.d., Lasix 20 mg q.d., digoxin 125 mcg q.d., melatonin 6 mg h.s. p.r.n., tramadol 50 mg q.6h. p.r.n., and MOM 30 mL q.d. p.r.n.

ALLERGIES: NKDA.
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CODE STATUS: DNR.

DIET: Regular, no restrictions.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Weight is stable.

HEENT: She wears corrective lenses. She is hard of hearing. She is verbal with speech in context.

CARDIAC: She has a history of atrial fibrillation on both digoxin and Eliquis. Dr. Horstman at OHH is her cardiologist and she has an upcoming appointment with him on 11/01/23.

GI: She has no difficulty chewing or swallowing. Fair appetite. Denies constipation and is continent of bowel.

GU: No recurrent UTIs. She has urinary leakage. She wears an adult brief.

MUSCULOSKELETAL: She wears compression hose on her left leg to the knee since this fracture. She has a wheelchair and a walker with standby assist. She is weightbearing as tolerated.

NOTABLE MEDICAL ISSUE: The patient was hospitalized at OHH with progressive weakness and shortness of breath that began three weeks prior to that admission. The patient had been found at home by family half dressed, diaphoretic, and disoriented. In the ER, she was found to have new onset atrial fibrillation with RVR, SOB, and elevated troponin. Echocardiogram showed an EF of 60-65% with moderate to severe mitral and tricuspid valve regurgitation. CXR showed bilateral pleural effusion. CMP at that time showed a BUN of 32, otherwise WNL. CBC: WBC count 11.4, otherwise WNL.

PHYSICAL EXAMINATION:

GENERAL: Well groomed and pleasant elderly female seated quietly and cooperative throughout interview.

VITAL SIGNS: Blood pressure 144/93, pulse 92, temperature 98.1, respirations 16, O2 sat 97%, and weight 124.6 pounds.

HEENT: Her hair is groomed. Her sclera is clear. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIOVASCULAR: She had in a regular rhythm with systolic murmur throughout pericardium. No murmur, rub, or gallop.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
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MUSCULOSKELETAL: She is seated upright with good neck and truncal stability. She moves her arms in a normal range of motion.

EXTREMITIES: Lower extremity, she has trace edema at the ankle and distal pretibial.

NEURO: CN II through XII grossly intact. She makes eye contact when speaking or spoken to. She is soft spoken. She gives information sometimes limited and also her children will speak and add to the information given and she is quiet and does not seem to be bothered by that. Orientation is x2 with noted short-term memory deficits.

SKIN: Warm, dry and intact with good turgor. No bruising or skin tears noted.

PSYCHIATRIC: She is calm. Her face appears relaxed. She is engaging and pleasant when questions are asked.

ASSESSMENT & PLAN:
1. Left hip fracture sustained on 08/23/23 in her home. The x-ray at the time of fracture showed moderate demineralization with osteoarthritic change of the right hip joint. She was seen by Dr. Kim Smith. X-rays taken at that time, conservative healing measures opted for. A followup x-ray of her left hip PA and lateral ordered for 09/26/23 as per Dr. Smith’s instruction with copies that will be sent to her.
2. History of cerumen impaction. The patient has been seen by a physician for this before. She was prescribed fluocinolone acetonide oil four drops per ear two days weekly and that is ordered for here as well.
3. Pain management. Tramadol 50 mg a.m. and h.s. routine with a p.r.n. q.8h. schedule.
CPT 99345 and direct POA contact 30 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
