


INITIAL EVALUATION
RE: LaVera Higbee
DOB: 11/26/1933
DOS: 06/06/2025
Rivermont AL
CC: New admit.

HPI: A 91-year-old female in residence since 04/29/2025. This is my initial visit with her. She has not been seen by a primary care physician since admission. The patient is a 91-year-old female who was seen in her room. She appeared a little cautious at first, just looking around and listening and then finally said to me “what is with you asking me all these questions?” and I explained to her that knowing her medical history allowed me to more directly provide care that she needed. I explained to her the information did not go anywhere except into her chart and it was used only in the event of medical issues, so that we could relieve whatever the problem was and she was okay with that. When asked some basic things, she states that she is sleeping at night. She says her appetite is okay. She does go out to the dining room for meals. She does have pain, but does not really ask staff for assistance in that regard. Prior to moving into Assisted Living, the patient lived in Rivermont Independent Living. She had a hospital admission 03/20/2025 for worsening confusion and depression. The patient is followed by Dr. Ryan of neurology and Dr. Crook of cardiology. On 04/16/2025, the patient was again admitted to Norman Regional after a fall in her apartment wherein she sustained a right inferior pubic ramus fracture. The patient was sent back to IL with home health who provided PT/OT; then it became clear that she needed increased supervision on a daily basis and was moved to AL on 04/29/2025. Staff report that she is quiet, but she is slowly acclimating to the facility. She has other people that she sits with during meals and while she is quiet she listens and she is becoming familiar with staff that she is comfortable asking for help from and in the time that I spent with her, she was verbal, animated and actually quite entertaining.
DIAGNOSES: Atrial fibrillation, grade III chronic diastolic CHF, carotid artery stenosis with stent on the left side, osteoporosis, hypertension, allergic rhinitis, hypothyroid, gait instability, urinary incontinence and dementia.
PAST SURGICAL HISTORY: Left hip replacement, hysterectomy, right hip replacement, trigger finger release, tonsillectomy, appendectomy, and glaucoma with surgical intervention.
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MEDICATIONS: Plavix q.d., flecainide 50 mg b.i.d., metoprolol 12.5 mg b.i.d., Eliquis 2.5 mg b.i.d., Effexor 50 mg ER q.d., Fosamax 70 mg one tab q. week, Zyrtec 10 mg q.d., levothyroxine 88 mcg q.d., risperidone 0.25 mg h.s., B12 injection 1000 mcg q. month, Namenda 5 mg b.i.d., Norvasc 5 mg q.d., HCTZ 25 mg q.d., lisinopril 40 mg q.d., and calcium 1200 mg q.d.
ALLERGIES: MEPERIDINE, PENICILLIN and SULFA.
DIET: Regular with thin liquid.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient states that Noble, Oklahoma, is her hometown. She and her husband opened a hardware store and she stated that drove them both into the ground, but they loved it. They have two daughters. Her husband passed away in 2017 from cardiac disease. Her daughter Carrie Pickard is her POA. The patient is a nonsmoker and nondrinker.
FAMILY HISTORY: Her father died at 65 of cardiac disease and CVA. Mother died at 93, history of cardiac disease. Siblings with heart disease and CVA, all living.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient’s baseline weight is 125 pounds.

HEENT: She wears glasses. She has hearing aids that she does not routinely wear. She has an upper partial and lower native dentition.

RESPIRATORY: Occasional cough non-productive. No SOB.

CARDIAC: She denies chest pain or palpitations.

MUSCULOSKELETAL: She does have joint pain, has been using a walker less than a year. She had a remote fall, denies injury. She states that she sleeps through the night, awakens rested and denies daytime napping. She has a good appetite. She acknowledges that she has had anxiety and depression. The patient states that she is in control of bowel and bladder; however, notes indicate that she has urinary incontinence.
NEURO: She states that sometime she is confused, but is doing better now.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female who was high energy, quite talkative.
VITAL SIGNS: Blood pressure 121/74, pulse 87, temperature 97.5, respirations 18, O2 sat 97% and weight 115 pounds.

HEENT: She has full thickness hair that is combed. EOMI. PERRLA. Anicteric sclerae. Wears corrective lenses. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.
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CARDIAC: No murmur, rub or gallop. PMI nondisplaced.

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

ABDOMEN: Bowel sounds present. No masses, distention or tenderness.

MUSCULOSKELETAL: She is thin with adequate muscle mass and motor strength. She is weightbearing and did observe use her walker. She was slow, seemed to lose her balance at one point, but caught herself. She has no lower extremity edema. She has good grip strength of upper extremities. Intact radial pulses.

NEURO: CN II through XII grossly intact. She makes eye contact when speaking or being spoken to. Her speech is clear. The content is random and tangential. She can be redirected with a couple of efforts. She is quite animated. She has a sense of humor and is actually very pleasant.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact and the extent of questions that were being asked.

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

ASSESSMENT & PLAN:
1. Moderate dementia. The patient’s MMSE score on 04/24/2025 is 15/30. She is entertaining and quite verbal, which can be a diversion from the fact that she needs more assistance than she seeks out and prompting and cueing for personal care, coming to meals, etc.
2. Gait instability. The patient did have PT in April after her fall with pelvic fracture. We will monitor her for now and assess whether revisiting some physical therapy would be a benefit.
3. Underweight. The patient is 5’4”, weighs 115 pounds and BMI is 19.7. We will check CMP and assess her T-protein in ALB and recommendation for protein drink daily will be made.
4. Advance care planning. There is no advance directive or DNR in chart. We will contact family at next visit to discuss any previously expressed wishes by the patient.
5. Atrial fibrillation/hypertension with a history of sinus pauses. We will have BP and heart rate checked daily for the next three weeks. Medications will be adjusted as need indicated.
CPT 99350
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
