


INITIAL EVALUATION
RE: Alene Florence
DOB: 11/13/1934
DOS: 03/10/2025
Rivermont MC
CC: New admit.
HPI: A 90-year-old female seen in dining room. Her husband was present. He supplemented information that was gleaned from her chart. A note from her previous PCP was a source of information. I had noted patient sitting in the dining room with her husband at the back of the room off to a side, so that they were removed from other residents. She had looked in my direction a couple of times and when I approached and introduced myself, she made eye contact and I told her it is very nice to meet her, which she seemed to like. The patient has been in residence since 02/05/2025 and staff report that she sleeps through the night. She is generally quiet. Her husband comes and spends the day with her, so her interaction with other residents has been minimal. I did ask patient a few basic questions regarding her own history and it became evident that she was not able to provide information. I asked if it was okay to let him answer some of the questions and she was very glad to do that. The patient and her husband are a second marriage. They married in approximately 2023 and moved to Oklahoma City in 2016. When asked about changes, he has noted he stated that he had started to see small things that he attributed to changes of aging, but then as they progressed he felt that there was something more serious going on. It was when the patient started wandering at night and managed to get out of the house and would walk in the neighborhood in the dark and fortunately there were people that knew them in the neighborhood and would bring her back home. The patient had a full neuropsych evaluation approximately seven years ago with early Alzheimer’s as the diagnosis. Husband states that there has been an acceleration of issues over the past 5 to 6 months. The evaluation he states that was one that patient requested for herself as she was noting her own memory deficits and concerned. With the wandering that started occurring about 7 to 8 months ago, he then hired full-time sitters for day and then overnight and that in spite of that she was able to get out overnight on a few occasions. He also stated that atypical things occurred like patient running away from home and then having periods of confusion and agitation and she could not explain what was going on with her and despite having full-time sitters the patient had two episodes of elopement from the house and was having increasing periods of confusion and agitation and it was harder to get her to cooperate with taking medications, personal care etc. Then recently patient’s husband has had a colon cancer diagnosis, so he needs to now focus on taking care of his own health and wants his wife also to have her care needs met thus placement.
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PAST MEDICAL HISTORY: Alzheimer’s disease, BPSD of agitation and variable confusion, menopausal symptoms, hypothyroid, polyarthritis specifically bilateral knees, hyperlipidemia and atrial fibrillation on Eliquis.

PAST SURGICAL HISTORY: Bilateral cataract extraction, appendectomy, hysterectomy, right knee arthroscopy, and tonsillectomy.

MEDICATIONS: Buspirone 7.5 mg 9 a.m. and 6 p.m., Eliquis 2.5 mg 9 a.m. and 6 p.m., estradiol cream 0.01% with 0.5 g intravaginally twice weekly, levothyroxine 88 mcg q.d., melatonin 5 mg 8 p.m., meloxicam 7.5 mg q.d., Metamucil h.s., methocarbamol 500 mg two tabs q.i.d. p.r.n. muscle spasm, MVI gummy q.d., propafenone cap 225 mg ER one p.o. t.i.d., propranolol 10 mg q.d. p.r.n., Seroquel 25 mg one tab 9 a.m., 1 p.m., and 6 p.m., Crestor 10 mg h.s. and trazodone 50 mg 6 p.m.
ALLERGIES: STATINS.
CODE STATUS: DNR.

DIET: Regular with thin liquid.

SOCIAL HISTORY: The patient and current spouse married in 2003 relocated to Oklahoma City in 2016. The patient has two remaining daughters one who lives in Alabama and the other on the Texas Coast and she has limited contact with them. She is in her second marriage previously. She was a co-owner of a couple of different restaurants in Seattle and then an artist who had joint space with other artists and sold her artwork. She retired in 2005. Nonsmoker. Social EtOH user.
FAMILY HISTORY: Father died in an older age of renal cancer. Mother older age of heart failure and her 44-year-old daughter past in 1996 bone cancer. The patient is not able to give information regarding family history and spouse states that he is unaware of anyone that had or has dementia.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight is from 113-130 pounds.

HEENT: The patient wears reading glasses. She has hearing aides at home, but did not bring them as she has a problem with keeping track of them and re-encouraged to go ahead and leave them at home and patient appeared to be hearing adequately during our time together. She has full dentures in place.

CARDIAC: She denied chest pain. Positive for palpitation secondary to atrial fibrillation.

RESPIRATORY: Denies cough expectoration or SOB.
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GI: No difficulty chewing or swallowing. She has a good appetite. She is continent of bowel. Can be toileted.

GU: The patient has some urinary incontinence on a toileting program is more continent than not. No significant UTI history.

MUSCULOSKELETAL: Ambulates independently. Husband states that he could not recall a fall that she has had that it is just not something that has been a part of even the change with dementia. Sleep pattern; the patient sleeps throughout the night, but has episodes of awakening where she had wander the home and managed to get out despite things being locked and would just wander. She has no recollection of any of that.

PHYSICAL EXAMINATION:
GENERAL: The patient seated quietly next to spouse and she looked at him and deferring to him speaking on her behalf.
VITAL SIGNS: Blood pressure 129/74, pulse 72, temperature 97.4, respirations 17 and O2 sat 97%. The patient is 5’2” and weighs 127 pounds with BMI of 23.2.
HEENT: She has strawberry colored hair shoulder length and it is combed. EOMI. PERRLA. Anicteric sclera. Nares patent. Moist oral mucosa. Full dentures in place securely fitting.

CARDIAC: She had a regular rhythm at a regular rate and then rechecked about 15 minutes later she had an irregular rhythm at a regular rate. No murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: She understood deep inspiration. Lungs fields were clear. No cough. Symmetric excursion.

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

SKIN: Warm and dry intact. She has a few scattered bruises on a forearm small in nature. Nontender.

MUSCULOSKELETAL: Observed her independent gait. She is steady and upright. She can stand and position weight-bearing without any difficulty. Moves arms in a normal range of motion. No lower extremity edema and good muscle mass and motor strength.

NEURO: CN II through XII grossly intact. Initially she appears shy and defers to husband, with time she makes eye contact with me and she attempts to answer a few basic questions, but then looks to him to finish the answer. Her orientation is to self in Oklahoma not sure of day, month, or year. Soft spoken. Clear speech. She can voice her needs.

PSYCHIATRIC: From initially being a bit shy or reluctant with time appears to become comfortable and participates though she is limited in information she can give on her own behalf.
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ASSESSMENT & PLAN:
1. Severe Alzheimer’s disease. Her MMSE score is 0. The patient is continuing to acclimate with facility but shy about interacting with other residents and encouraged her to try and do that. I am asking staff to have her come sit at meals at a table with maybe a couple of other female residents who are also verbal.
2. Hypothyroid. TSH is ordered and will adjust medication as needed per results.
3. Hyperlipidemia. Lipid profile and will assist need for ongoing statin use.
4. Atrial fibrillation on Eliquis precautions in place knowing this and at this point gait appears stable.
5. Menopausal symptoms. Continue with estradiol cream x2 weekly.
6. General care. CMP and CBC also ordered and we will review all of this with patient and inform spouse as well. Goal will be to try and decrease some of her medications.
CPT 99345 and direct POA contact 60 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
