


INITIAL EVALUATION
RE: Shirley Anderson
DOB: 06/18/1937
DOS: 01/14/2025
Rivermont AL
CC: New admit.
HPI: An 87-year-old female in residence since 01/07 is seen for the first time today. The patient previously resided in Rivermont Independent Living and has transferred here after a series of falls requiring ER visits and one with hospitalization. She has two sons David and Scott who share co-POA responsibilities and they were the decision-makers and coming to AL. When I went into the patient’s room it is clear that she is still trying to sort things out. She has a lot of stuff and it is everywhere and she seems a bit overwhelmed by it and then when I spoke with her she is very cooperative and very verbal requires redirection as she is tangential. I observed the patient getting around with a rolling walker. She is slow and has somewhat of a stooped posture, but she is steady and does not appear to have any difficulty with transferring into a chair and vice versa. The patient does have recollection of multiple medical events and informed me that she has been followed by Dr. Inturi for approximately 14 years and want to know how that worked. I am told by the ADON that son’s choose to have her care transfer to me as taking her to and from appointments is just too much so I will be following her. Information is gleaned from review of her chart and speaking with her and to showing out certain information.
DIAGNOSES: Paroxysm atrial fibrillation, anticoagulation with Eliquis, hypertension, hyperlipidemia, polyosteoarthritis, pain management, history of vertigo, anemia, unspecified and lacunar infarct diagnosed by MRI 11/2019 in the left thalamus, history of CVA diagnosed by MRI 12/2019, history of breast cancer and history of supraventricular tachycardia.
PAST SURGICAL HISTORY: Pacemaker placement 02/10/2023, right breast lumpectomy with diagnosis of CA, laminectomy, right hip replacement, right knee replacement, appendectomy, hysterectomy, tubal ligation, left shoulder replacement with repair of left humerus fracture, bladder suspension, EGD and colonoscopy.
MEDICATIONS: Amiodarone 200 mg b.i.d., clonidine 0.1 mg q.d. p.r.n. with parameters, losartan 25 mg q.d., potassium ER 10 mEq q. ac, tramadol 50 mg one tab q.6h. p.r.n., Toprol 50 mg q.d., Celebrex 100 mg q.d., magnesium 64 mg two tabs q.d., Eliquis 5 mg b.i.d. and Lipitor 20 mg h.s.
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ALLERGIES: NKDA.
DIET: Regular, no modification.

SOCIAL HISTORY: The patient has been married three times. She has two sons who share co-POA responsibilities. They are David Carmack who resides in Boston and Scott Carmack who resides in Oklahoma City. The patient is a nonsmoker with social ETOH use. She was a speech therapist for several years and then received special education teaching degree and taught at the Cerebral Palsy Center in Oklahoma. The patient lived in Independent Living at Rivermont six years and then the recent move to AL and the patient used to belong to the YMCA while more functional in IL and would go to do swimming exercises.
FAMILY HISTORY: Her father had Alzheimer’s disease. Mother diagnosed with ovarian cancer and sister with breast cancer survivor.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s weight vacillates between 140-145.

HEENT: She wears glasses. She has good hearing and is never required hearing aids. Native dentition without difficulty chewing or swallowing. She denies headaches.

CARDIAC: No chest pain, but occasional palpitations that she relates to atrial fibrillation. Denies cough expectoration or SOB. No DOE.

GI: Denies reflux. Does have frequent constipation. Is continent of bowel.

GU: No recurrent UTI history and is incontinent of urine. Wears adult briefs.

MUSCULOSKELETAL: The patient uses a walker to get around. Her last fall was here. She does not remember exactly what happened, but it was in her room and she denied any injury. She also states that she was evaluated in neuropathy clinic here in Norman and she has neuropathy of both feet. She is right hand dominant and has decreased grip strength in both hands and at sleep pattern she occasionally has difficulties getting to sleep stated that that has been present since her move here, which she states a surprise to her. She does not recall the use of a sleep aid.

PHYSICAL EXAMINATION:
GENERAL: Well-developed and nourished female pleasant and cooperative.
VITAL SIGNS: Blood pressure 141/70, pulse 80, temperature 97.3, respirations 19, weight 142 pounds. Height is 5’2”.
HEENT: She has short hair that is somewhat messy, EOMI. PERRLA. Anicteric sclerae. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in good repair. Neck is supple. Clear carotids. No LAD.

CARDIOVASCULAR: She has an irregular rhythm at a regular rate. Prominent heart sound. No murmur, rub or gallop noted.
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RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
SKIN: Warm, dry and intact with good turgor. No bruising, abrasions or other breakdown noted.

NEURO: CN II through XII are grossly intact. The patient is oriented x2. I did not know how long she has been here. Stated she thought it was three days and it has been almost just under two weeks. Affect congruent with situation often appeared confused. She repeated herself and one time I pointed it out and she was not aware of it. Clear short and long-term memory deficits.

MUSCULOSKELETAL: Ambulates with a walker. She is slow and steady but upright. Moves arms in a normal range of motion. No lower extremity edema. Observed transferring self from chair to walker. No difficulty.

PSYCHIATRIC: She was in good spirits, at times acknowledge that she felt a little overwhelmed, but then acknowledged that she has good family support and she was glad in her words to have somebody here who could help her medically and talked highly of her sons.

ASSESSMENT & PLAN:
1. Paroxysmal atrial fibrillation. BP and heart rate will be monitored daily and she is anticoagulated with Eliquis and will monitor for any bruising and certainly any bleeding.
2. Cognitive impairment. Request MMSEB redone one was started, but not completed and that will be helpful in patient information and it is most likely vascular in nature given her medical history.
3. Polyosteoarthritis. She will resume with Celebrex 100 mg q.d. and has p.r.n. tramadol. She was aware of that and I asked her if she would be able to ask for it which she remember or know how to and she stated yes so we will see how she does with that and if she turns out to needed and forgets to ask then we can schedule it determined by need.
4. Hyperlipidemia. Lipid profile ordered.
5. General care. Labs ordered as there are none available in chart. CMP, CBC and TSH.
6. Advanced care planning. We will contact sons regarding DNR status and incomplete DNR form was started by family.
CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
