


INITIAL EVALUATION
RE: Martha Jones
DOB: 08/14/1946
DOS: 07/09/2025
The Harrison AL
CC: New admit.

HPI: The patient is a 78-year-old female seen in the apartment that she shares with her husband John it was quite crowded. They have a couple of dogs roaming around, but managed to find a place to sit in from there we talked and reviewed her medical history. Before we got into things, the patient brought up that she is not sleeping well, which she had told me last week and that her anxiety is at a peak high and that the Klonopin she is taking is not enough and feels that it needs to be increased. The patient is consistent in complaining about various medical conditions to include pain. The patient has been in residence since 05/03/2025 moving here from sooner station.
DIAGNOSES: Parkinson’s disease, anxiety disorder, sleep disorder, peripheral neuropathy, hypertension, GERD, asthma, and diet controlled DM II.
PAST SURGICAL HISTORY: TAH, left ankle ORIF, post fall, bilateral cataract extraction, left shoulder reconstruction injured during a fall and recent reconstructive surgery of left ankle after reinjuring it.
MEDICATIONS: Hydroxyzine 50 mg t.i.d., Linzess 72 mcg one cap q.24 hours p.r.n., loperamide 2 mg one tab q.6h p.r.n., losartan 50 mg q.d., Singulair 10 mg q.d., omeprazole 40 mg b.i.d., probiotic b.i.d., Rytary cap ER 48.75 mg/195 mg three caps increased today to 6 a.m., 10 a.m., 2 p.m., 6 p.m., and 10 p.m. on admit. The patient had been taking it three caps 8 a.m., 2 p.m., 4 p.m. and 8 p.m., tramadol 50 mg q.6h p.r.n., tizanidine 4 mg one tab q. 6h. p.r.n., gabapentin 300 mg at one p.o. t.i.d., doxepin 50 mg two caps at 8 p.m., Aricept 10 mg 8 p.m., Docusate one cap q.12h., Clobex shampoo q.12h p.r.n., carbamazepine ER 100 mg tab b.i.d., amantadine 100 mg q. a.m., albuterol MDI two puffs q.4h. p.r.n., Tessalon Perles one cap q. 4h p.r.n., Trilogy-Ellipta one puff q.d. and Tylenol 325 mg two tablets q. 6h. p.r.n.
ALLERGIES: PCN, STATINS, MEPERIDINE, CLINDAMYCIN and PSEUDO EPHEDRINE.
CODE STATUS: DNR.
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SOCIAL HISTORY: The patient and John have been married seven years this June. They were living at Sooner Station for two years prior to moving to the Harrison and before Sooner Station lived in their home. They had an acre and enjoyed that, but became more work than they desired. The patient is a nurse practitioner. States she has had her license since 1977. She was most recently the ER Director at Moore Hospital. Non-smoker and non-drinker.
FAMILY HISTORY: Her grandmother had renal cell carcinoma. Her mother died at the age of 88. She did have a history of DM II. Does not know her father’s history.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient’s baseline weight is 162 pounds.

HEENT: She wears readers. She has tinnitus. Has a permanent bridge of her upper teeth.

CARDIAC: She denies chest pain or palpitations. Positive for hypertension, but generally well controlled.

RESPIRATORY: No cough expectoration or SOB. Denies SOB. Has never required O2.

GI: She has a good appetite. No difficulty chewing or swallowing. She is continent of bowel and dyspepsia treated with Prilosec. The patient states that she has had some new onset of intermittent nausea without emesis and general care. She has had an ongoing poor sleep patterns. Stated she generally sleeps 3 to 4 hours night and that has happened more so here than in her previous facility.

GU: She has some urinary incontinence. No recent UTIs.

MUSCULOSKELETAL: The patient ambulates with the use of a walker. Denies recent fall. States that she has pain in both feet attributed to neuropathy and it is most prominent at night and she has low back pain that is treated with Salonpas patch and then next pain management. The patient has had series of lumbar epidural steroid injections. She is also had lumbar nerve ablation. She acknowledges on musculoskeletal, the patient has had some routine falls.

PSYCHIATRIC: She has long-standing anxiety disorder. States that it has increased since she has been here in the past she was on BuSpar 15 mg twice daily and it helped. Did not tell me why she is no longer on it acknowledges that she prefers Klonopin and she would like to have it be a 0.5 mg at 8 a.m., 1 p.m. and 5 p.m.

PHYSICAL EXAMINATION:

GENERAL: The patient seated in her recliner. She appeared to bit disheveled, but was talkative and able to give information.
HEENT: She has short hair that is pushed back. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: She has a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.
RESPIRATORY: Normal effort in rate. Lung fields are clear. No cough. Symmetric excursion.
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ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. The patient stated in a seated position. Duration of time with her. She has no lower extremity edema. Moves arms in a normal range of motion. Ambulates with a walker. Denies any recent falls. She has fair muscle mass and motor strength.

SKIN: Warm and dry intact with good turgor. No bruising or breakdown noted.

NEURO: CN II through XII grossly intact. She is alert and oriented x3. Speech is clear and coherent. She speaks on her own behalf as well as she will give husband’s information without being asked. She is very assertive. Makes clear what she needs.

PSYCHIATRIC: Focus is on multiple medical issues a bit of drama in stating the severity of her anxiety and other medical issues. Affect is congruent with situation. She tends to be more on the serious side, but is cooperative.

ASSESSMENT & PLAN:
1. Exacerbation of anxiety disorder. The patient requests an increase in the frequency of her Klonopin and a decrease in the strength, so she will receive 0.5 mg at 8 a.m., 1 p.m. and 5 p.m. I did bring up past use of BuSpar she stated it did not help. I would like to try it and will first see how the Klonopin at this dose works for her.
2. Parkinson’s disease. The patient states that she has an increase in her Rytary. I do not know who her neurologist is or when she lasts saw neurologist. I think some of this is change of medication at her choosing, so for right now I will go with her request of three caps at 6 a.m., 10 a.m., 2 p.m., 6 p.m. and 10 p.m. I have requested that she have a neurology appointment this needs to be reviewed with a neurologist and no further changes in her medication will be made.
3. Musculoskeletal pain. The patient is currently on tizanidine 4 mg q.6h p.r.n. She requests Robaxin routine to be given with Klonopin at 8 a.m., 1 p.m., and 5 p.m.

4. General care. CMP, CBC, TSH, and A1c ordered. The patient states that she is a diet controlled diabetic and will see what her lab shows and go from there.

5. Medication issues. Next visit, I am going to suggest patient that she needs to see a neurologist. Given what she described as advanced Parkinson’s disease, but she is choosing how she will take her medication and I think it is best in consultation with a neurologist not just at her own whim. I think a pain management physician also needs to be brought into play as she just really wants to change Klonopin and than have a muscle relaxant added etc. and again that is not necessarily in her best interest. I will do it for now with the tizanidine as it is peripherally acting less CNS involvement and will go from there.
CPT 99345 and direct family contact 30 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
