


INITIAL EVALUATION

RE: Anna Fay Rose
DOB: 01/25/1946

DOS: 08/20/2025
Radiance AL

CC: New admit.

HPI: The patient is a 79-year-old female who shares in AL apartment with her husband David Rose. The patient has assumed a caretaker role while at home and now follow here with her husband. Today in addition to talking about healthcare issues, I brought up that here she does not have to be his caretaker and that because of her medical issues that are cardiac in origin it is not in her best interest to be his caretaker as it will cost her some of her health potentially. The patient was cooperative and able to give some information there were things that were left out that I reviewed with her from information from the Integris Palliative Medicine outpatient clinic that she had been seeing him. The time with her was interrupted several times with her husband David wanting to just come and stare at her or stand by her and it did not take well to redirection.

PAST MEDICAL HISTORY: Cardiomyopathy with an LVEF of 30-35% from echo on 106/29/25 and dementia diagnosed from hospital discharge on 07/05. The patient has a pending neurology appointment and prior to that had a pending MRI scheduled that she cancelled. Depression for which olanzapine 5 mg was prescribed and an SSRI was recommended to start. History of an STEMI on 06/26 when patient presented to the ER with symptoms of chest palpitations later diagnosed as an STEMI. Depression categorized as mild, foraminal stenosis of lumbosacral region, lumbosacral degenerative disc disease, mixed hyperlipidemia, atrial fibrillation, mitral regurgitation in primary OA of multiple joints, peripheral neuropathy with claudication, chronic seasonal allergies, and hypertension.

PAST SURGICAL HISTORY: Skin cancer excisions, tubal ligation, bilateral cataract extraction with lens implants, left cardiac catheterization 06/26/2025, and aortic root angiogram 06/26/25.

MEDICATIONS: Amiodarone 200 mg b.i.d., Eliquis 5 mg b.i.d., EC ASA 81 mg q.d., Lipitor 20 mg h.s., Mag-Ox 400 mg q.d., calcium 500 mg q.d., Colace b.i.d., Claritin 10 mg q.d., and metoprolol 12.5 mg q.a.m.

DIET: Regular.
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CODE STATUS: The patient has an advanced directive indicating no heroic measures. There is no accompanying DNR and that will be addressed with POA.

SOCIAL HISTORY: The patient has been married to David for 39 years. They have no children. She was a social worker by profession. She is also a pianist and has played for different organizations including church. The patient is a non-smoker and rare social ETOH user. Denies vaping.

FAMILY HISTORY: History of breast cancer in maternal aunt, cousin, and paternal cousin. Osteoporosis and osteoarthritis in her mother. Both parents were heavy smokers with COPD. The patient states that her mother while it was not diagnosed she believes that she clearly had dementia.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s states that her baseline weight is 145 pounds and she is 5’6” for a view of weight taken through the palliative care clinic show a range 125 to 131 pounds with the most recent weight on 07/25 being 129 pounds 0.3 ounces. The patient acknowledges that she was a fat child weighing 200 pounds and occasionally over and was made fun of and is very conscious of the weight.

HEENT: She wears glasses. Hears adequately without hearing aids. She has native dentition, which are in good repair. Denies difficulty chewing or swallowing.

CARDIAC: She has a history of flutter, which has been diagnosed as atrial fibrillation and presented to the ER on 06/29/25 at Integris with complaints of flutter subsequently diagnosed as an STEMI. An echocardiogram done at that time showed an LVEF of 30% to 35%. The patient did not tolerate a diuretic as she had decreased renal function. The patient was diagnosed with depression and was started on olanzapine 5 mg q.h.s. and recommendation to start an SSRI was made but not followed through on.

GU: The patient is continent of urine does not recall her last UTI.

GI: The patient is continent of bowel but does have constipation.

MUSCULOSKELETAL: She ambulates independently cannot recall her last fall though it has been some time. She has a history of chronic low back pain due to foraminal stenosis of the lumbosacral region and lumbosacral degenerative disc disease.

PSYCHIATRIC: Depression, which has not been treated to date.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed, and cooperative.
HEENT: She has a short combed hair. EOMI PERLA. Anicteric sclera. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple with clear carotids. No LAD. Hearing is WNL without the use of assistive device.
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CARDIAC: She has a regular cardiac rate with an occasional regular rhythm.

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

NEURO: CN II through XII grossly intact. Alert and oriented x3. Clear coherent speech and understands given information. Voices are need seems to be ambivalent about caretaker requirements as it applies to her spouse.

DICTATION ENDS ABRUPTLY

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

