


INITIAL EVALUATION

RE: Jerry Snow
DOB: 08/22/1941

DOS: 03/11/2025
Rivermont AL

CC: New admit.

HPI: An 83-year-old female in residence since 03/06 seen in room today. The patient had a chronic cough throughout the time spent it was a chronic wet cough at one point she was able to bring out a viscous white sputum. When asked about it the patient states it is going on since January. She has not seen a pulmonologist nor has she had a chest x-ray all by her report. She states that it wears her out. Fortunately she is able to sleep, but does not keep her awake at night. The patient was alert. She is able to give information.

PAST SURGICAL HISTORY: Bilateral cataract extraction, cardiac stent x1, cholecystectomy, and tubal ligation.

SOCIAL HISTORY: The patient was widowed in 2012 after a 44-year marriage. She states that she was wife number four and inherited four stepdaughters one in particular who is very involved in her life. She never had children of her own. She has two nieces that she is very close to and who are listed as POAs. The patient stated that she and her husband lived out in the country after he passed she remained there up until 2022. She moved into Rivermont Independent Living where she was for two years and came here from there. The patient worked at OU. She was in charge of data entry control for 300,000 students faculty and other employees. She worked there from 1976 until 2012.

FAMILY HISTORY: Noncontributory.

MEDICATIONS: As we approached looking at medications the patient states that she never took in her life more than eight medications and does not know how her list has grown as long attributed to primary care physician that she started seeing it was not anyone recommended to her or that she had previously seen as she did not really know people in the area that were located.

Gasviscon 650 mg tablet b.i.d., Lipitor 80 mg h.s., Centrum Silver q.d., Myrbetriq ER 25 mg q.d., omeprazole 20 mg q.d., isosorbide mononitrate 30 mg ER q.h.s., ASA 81 mg q.d., Singulair q.d., Lasix 40 mg q.d., colestipol 1 g tablet q.d., Plavix q.d., Profe 180 mg tablet q.d., KCl 20 mEq q.d., Toprol 25 mg q.d., allopurinol 300 mg q.d., methscopolamine 2.5 mg tablet daily, Cymbalta 60 mg q.d., Basaglar KwikPen 15 units q.d., D3 1000 IU q.d., and PreserVision two capsules q.d.
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DIET: Regular with thin liquid.

ALLERGIES: CODEINE.

CODE STATUS: Discussed DNR and the patient states that she wants to be DNR status had an incomplete form in charge told her that I would rectify it to a physician certification and write order for same.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight is 160 to 165 pounds.

HEENT: She wears corrective lenses. She has bilateral hearing aids that were in place. She has native dentition. No difficulty chewing or swallowing. The patient has macular degeneration and notes limitation in her visual acuity.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: This cough has started in January that has not abated states that she has had some different cough suppressants over-the-counter and did not alleviate her cough. The patient has never used O2.

GI: Good appetite. No dyspepsia. She is continent of bowel by her report.

GU: She has a history of UTIs, states that she thinks she has one right now as she has some discomfort with urination. She cannot tell me the last time that she had one.

MUSCULOSKELETAL: The patient uses a walker. Her last fall was a couple of months ago, non-injury. She states that she broke her pinky toe left foot it is uncomfortable with weightbearing, but she still pushes through and walks. She states that she does have a history of fall and amazingly has not broken anything up until a small toe.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert seated on the couch, most noticeable is this persistent wet cough.
VITAL SIGNS: Blood pressure 123/70. Pulse 77. Temperature 97.4. Respirations 18. O2 saturation 97%. The patient is 5’6”.

HEENT: She has short hair that is combed. EOMI. PERLA. Glasses in place. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple and clear carotids. No LAD.

CARDIAC: The patient has an irregular rhythm and a regular rate without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate, interrupted by persistent nonproductive cough at one point she did bring up a viscous white sputum and there is evidence of nasal congestion without drainage.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.
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MUSCULOSKELETAL: The patient moves limbs in a normal range of motion. She is weightbearing. She did get up at one point for something and had her walker nearby, but did not use it. She has no lower extremity edema. She has good muscle mass and motor strength. Her equilibrium is an issue. Self transfers without difficulty. Her left fifth toe there is no edema, bruising, tender to palpation, and reported uncomfortable with weightbearing while walking.

NEURO: CN II through XII grossly intact. She is alert and oriented x3. She states that initially it took a while to get used to the date and the day of the week. She communicates her needs, understands given information, asked appropriate questions. She has a sense of humor and is able to express the issues that are bothering her to include polypharmacy and that she really wants to have her medications reviewed and minimized.

PSYCHIATRIC: She appears in good spirits. She is communicative and is able to acknowledge things that have been difficult for her such as she talked about having a really profound depression after the death of her husband and then the death of her dog and that is when Cymbalta was started and really helped lift her.

ASSESSMENT & PLAN:

1. New patient. There are no labs available so given the use of FeSO4, Lasix and KCl, CMP and CBC are ordered.

2. Diabetes. The patient receives insulin daily from the Excel nurse that follows her and his name is Derick and she states that he has been the nurse following her three years prior to her move into AL. She is quite comfortable with him so will get the A1c and then later will just medications as needed and follow up on daily FSBS.

3. Diabetes. My recommendation is for Freestyle Libre so that fingerstick checks do not have to be done daily.

4. Persistent wet cough. I have ordered chlorpheniramine with hydrocodone 5 mL p.o. q.12h. and I am ordering a chest x-ray AP and lateral so I have some idea of pulmonary changes with this cough and hopefully she will have some relief.

5. Broken left fifth toe. I have asked this nurse to buddy tape her left pinky to the fourth toe and with gait that will help absorb some of the weightbearing pressure.

6. General care. Contact POA review any questions or concerns that they have and will do that in two weeks my return to review labs, etc.

CPT 99345 and advance care planning. DNR was discussed, order written and is placed in chart. 83.17.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

