


INITIAL EVALUATION
RE: Carol Hope
DOB: 12/20/1958
DOS: 10/09/2025
Windsor Hills
CC: New admit.
HPI: A 66-year-old female seen today for lab review. She was admitted to facility on 10/02.
PAST MEDICAL HISTORY: Periprosthetic fracture of right hip post fall, hypocalcemia, moderate protein-calorie malnutrition, wedge compression fracture of L3, evidence of previous rib fractures, diaphragmatic hernia, general weakness, macrocytic anemia, history of falls, chronic pain syndrome, hypothyroid, history of heart failure and alcoholic cirrhosis of the liver with ascites and the patient states that she has had a paracentesis in the past.
MEDICATIONS: Calcium carbonate 500 mg one t.i.d., oxycodone 5 mg q.6h. p.r.n., ASA 81 mg q.d., Aldactone 25 mg q.d., Protonix 40 mg q.d., vitamin D 2000 IU q.d., MVI q.d., Myrbetriq 25 mg q.d., methocarbamol 500 mg q.d., Synthroid 75 mcg q.d., hydroxyzine 25 mg q.8h. p.r.n., Lasix 40 mg b.i.d., folic acid 1 mg q.d. and Flonase nasal spray t.i.d.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Cachectic, chronically ill-appearing female lying in bed. She was alert and cooperative.
VITAL SIGNS: Blood pressure 109/64, pulse 90, temperature 98.1, respirations 18, O2 sat 98% and weight 112.8 pounds.
HEENT: She has thinning hair. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. Poor dentition with some teeth missing.

NECK: Supple with clear carotids.
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CARDIOVASCULAR: She had regular rate and rhythm without murmur, rub or gallop.

ABDOMEN: Scaphoid and nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She also has a splint on her right wrist stating that she broke a bone in her hand when she fell, but could not give me any more information and denied any pain with movement.

SKIN: Pale, warm and dry. She has about a 9-inch incision down the lateral right hip. Steri-Strips are in place. There is a pink area centrally, but no warmth or tenderness and there is no drainage.

NEURO: She is alert and oriented to person and place, has to reference for date and time. Speech is clear. Animated affect. Makes eye contact and understands given information. She was pleasant. Staff report her as cooperative.

ASSESSMENT & PLAN:

1. Status post fall with periprosthetic right hip fracture with ORIF and right hand fracture, unclear where, splint is in place and L3 fracture. The patient will follow up with ortho as scheduled; she has that information with her.
2. Lab review. Her CBC was notable for an H&H of 8.5 and 26.3. Her son who is here in the evening and heard this stated that those were normal values for her. Then, I pointed out that it is macrocytic indicating a B12 and/or folate deficiency; values were 108 and 35.0 and recommended that she get that supplement once home. The remainder of her CBC was WNL. Given the patient’s history of cirrhosis of the liver, ammonia level was drawn and it was WNL at 53. CBC is pending.
3. Hypoproteinemia. The patient’s T-protein is 4.9 and albumin is 2.1; significant drops in this arena and recommended protein drink to her if she can access it.
4. Elevated alkaline phosphatase. This is both a liver enzyme and a bone enzyme and most likely the number of 142 is secondary to the bone fractures that she has sustained as the rest of her LFTs are low.

5. Lipid profile. All values are WNL.

6. Screening TSH, which is WNL at 4.46, no intervention required.
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