


INITIAL EVALUATION
RE: Catherine Rylands
DOB: 03/23/1965
DOS: 10/01/2025
Tuscany Village
CC: New patient.
HPI: The patient is a 60-year-old female, in residence since 09/30/2025, and like her companion she was admitted here for First Shamrock Living Center, which she brought up as a psychiatric nursing home.
PAST MEDICAL HISTORY: Schizoaffective disorder depressive type, bipolar disorder current episode depressed, anxiety disorder due to known psychological conditions, conversion disorder with seizures or convulsions, mood disorder due to known psychological conditions, COPD, and type II diabetes mellitus. Other medical issues, the patient states that she has had numerous inpatient psychiatric stays, but feels that she is stable now on her current medications. States that she had COVID x4 and required hospitalization and that her first mental health breakdown occurred when her mother died.
SURGICAL HISTORY: The patient states she had bariatric surgery as she weighed 851 pounds. She first states she weighed 883 pounds and then dropped it down to 851 pounds and states that during the procedure there was a problem and they left her intestines exposed, which then led to resection of her stomach and colon. At later time radical hysterectomy, cholecystectomy, right shoulder arthroscopy x4, and left shoulder arthroscopy x3.
FAMILY HISTORY: Her father and paternal grandfather both had dementia. She states her father was a psychopath and he abused her sexually when she was an infant and states he was allowed to come back into the home when she was 2½ years old, but it was okay then.
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MEDICATIONS: Sodium chloride 1 g tab two tabs t.i.d., Effexor 75 mg one tab q.d., Vraylar 4.5 mg capsule one capsule q.d., B12 500 mcg one tab q.d., albuterol HFA two puffs q.4h. p.r.n., Biofreeze topical to affected areas b.i.d., Carafate 1 g t.i.d. AC, Zyrtec 10 mg q.d., Depakote 250 mg DR one tab b.i.d., Ketoconazole cream to nails and feet b.i.d., Lamictal 25 mg one tab q.d., Advair 500 mcg/50 mL one puff b.i.d., K lubricating eye drops two drops OU 9 a.m., 6 p.m., methocarbamol 750 mg one tab t.i.d., Neurontin 100 mg two capsules t.id., olanzapine 5 mg h.s., oxybutynin 5 mg q.d., Pepcid 20 mg b.i.d., pindolol 5 mg q.d. with parameters of when to hold, and MiraLax q.d. p.r.n.

ALLERGIES: NKDA.
DIET: Regular diet with thin liquid, but low-carb and large portions.
CODE STATUS: Full code.
SOCIAL HISTORY: The patient’s husband died 3½ years ago. The patient has been married five times and she named each husband. She has three kids who she states all died and when I asked her she said of SIDS. She states that she has not been smoking the last five years, but she does vape about 3 to 4 times a day. She denies alcohol use when asked about employment. She states that she is an Internet Judge. I asked what that meant and I did not understand the explanation.
REVIEW OF SYSTEM:
CONSTITUTIONAL: The patient has been diabetic x8 years.
HEENT: She states that she has cataracts. Does not wear glasses as they do not help. She has had a history of headaches, but they go away and was unclear whether she takes anything for them. She wears an upper partial and her lower jaw is native dentition. She denies difficulty chewing or swallowing.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: She denies cough, expectoration, or shortness of breath. She was very verbal nonstop and did not seem to have any SOB at that time.

G.I. and GU: She is incontinent of both bowel and bladder.

MUSCULOSKELETAL: The patient has a wheelchair that she can propel and self transfers has not had any falls doing so. Last fall was 3 to 4 months ago. She states she sustained a concussion and states that she can walk very short distances like in her room before her legs feel there to give out on her. She has a history of chronic lower extremity edema. The right leg evidently greater than the left. Sleep, the patient tells me that today she has not slept in two days due to getting ready for moving and then getting here and told me that she is a true insomniac. The psychiatrist evaluated her and confirmed that. She is on no sleep aid. The patient states her appetite is not very good, which begs the question of why she requested large portions. As to her diabetic history, I asked if she remembered what her A1cs were she said she did not, but she thinks that she remembers wanting it was 5.7. There is no information that supports that.
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The patient states she needs assist with showering.

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 118/77, pulse 69, FSBS 126 and 195.
HEENT: The patient has full thickness hair that is combed. EOMI. PERRLA. She has heavy I make a fine. Nares patent. Moist oral mucosa. She has an upper partial in place. Native dentition on the bottom. Denies difficulty chewing or swallowing.

NECK: Carotids are clear.

CARDIAC: She had a regular rate and rhythm without murmur, rub or gallop. Heart sounds are distant most likely due to body habitus.

RESPIRATORY: She had a normal effort and rate. Lung fields relatively clear. Decrease bibasilar breath sounds secondary to effort. No significant cough and nonproductive.

ABDOMEN: Obese. Nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: Intact radial pulses lower extremities. She has 2 to 3+ edema on the right leg and 2+ on her left leg. There was no evidence of weeping. The skin was intact. No blistering and she states that is an ongoing problem for her. Acknowledges that she has had diuretics in the past, but she did not like them because she was always incontinent. She cannot propel her manual wheelchair. She self transfers. She is weight-bearing for short periods of time, limited ROM. She is right-hand dominant.
NEURO: Orientation to person and place. She knows the month, but not the date. Her speech is clear. She has a sense of humor, but she begins talking about something and elaborates every detail things get bigger as longer she talks. She seemed relaxed and accepting things that have occurred in her life she relates.

ASSESSMENT & PLAN: 
1. DM II. A1c is requested and will adjust medications as needed.

2. Gait instability and able to stand for only short distance stated that she would like to have physical therapy so she can start walking again and I told her that if something that I have to look into. We will follow up with the patient in the next couple of weeks after she has got acclimated to the facility.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

