


INITIAL EVALUATION
RE: Janice Sullivan
DOB: 10/14/1939
DOS: 10/14/2025
Rivermont AL
CC: New admit.

HPI: An 85-year-old female in residence since 09/12/25 admitted from Grace SNF and therapy in Norman where she was admitted on 07/29/2025. Prior to Grace the patient was hospitalized at SSM Midwest City on 07/22/25 and discharged 07/29/25, admission was for acute congestive heart failure with generalized weakness, dyspnea, respiratory abnormalities and hyponatremia with fall. The patient has a long and complicated medical history. There are some interventional cardiac things that were discussed, but the patient deferred them such as wearing a LifeVest. I spent time with the patient after the initial visit gathering information about her past medical history.
PAST MEDICAL HISTORY: Combined systolic and diastolic CHF, type II diabetes mellitus, gait instability with history of falling, chronic peripheral insufficiency, chronic ulcer left foot, hypothyroid, depression, hypertensive heart disease, and history of hyponatremia. The patient had renal insufficiency and was evaluated by nephrology Dr. Bereket Alemu with recommendation to follow up with him post hospitalization.
PAST SURGICAL HISTORY: Cataract extraction with lens implants, thyroidectomy remote, transabdominal hysterectomy, left foot rod placement, and right total hip arthroplasty.

MEDICATIONS: Amiodarone 200 mg one q.d., calcitriol 0.25 mg cap one q.d., Eliquis 2.5 mg b.i.d., fluoxetine 20 mg q.d., Lasix 40 mg q.d., levothyroxine 125 mcg q.d., Mag Delay 64 mg tablet one b.i.d., Mag-Ox 400 mg one tablet b.i.d., melatonin 5 mg tablet q.h.s., metoprolol 25 mg q.d., MVI q.d., Entresto one tablet q.d., spironolactone 25 mg one half tablet q.d., trazodone 100 mg h.s., and tramadol 50 mg one tablet b.i.d.

SOCIAL HISTORY: The patient was married for 53 years. Her husband passed in 2010. They had two boys, son Patrick is her power of attorney he resides locally and she has a son Rob who resides in Colorado, but is involved in her care. The patient worked as a daycare worker for many years and stated that she loved it. She was a nonsmoker and nondrinker and after her husband passed she continued to live in their home in Midwest City. She did well for some time and then just recent time within the last 6 to 12 months she started having problems with her gait. She began having falls some with injury and she would call son to come pick her up and he then stated that it was time for her to live in a facility and he would find one. She was agreeable.
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ALLERGIES: PENICILLIN and DEMEROL.
DIET: Regular with thin liquids.

REVIEW OF SYSTEMS: The patient states that baseline weight is 150 to 155 pounds. When she got here she stated that she was 163 pounds secondary to bilateral lower extremity edema. The patient wears corrective lenses. She wears upper plates. Denies difficulty chewing or swallowing and no GI distress. The patient is hard of hearing. She does not have hearing aids. She stated that she needs them. She ambulates with a walker and had one at home when she was falling and tells me she was diagnosed with lupus in 1984. She started with the steroids for many years and then decided she was done taking them and states that she has done fairly well for the past 20 years and acknowledges that she does have arthritis in her hands and both knees.

PHYSICAL EXAMINATION:
GENERAL: The patient was lying comfortably in bed. She was alert, reading and was cooperative to talking with me.
VITAL SIGNS: Blood pressure 141/64, pulse 63, temperature 97.0, respirations 18, height 5’3” and weighs 170 pounds. Of note as to weight the patient has since had some diuresis and Unna boots for both lower extremities which has also decreased her lower extremity edema. A followup weight is needed.
HEENT: She has full thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa. She was not wearing her glasses. They were sitting a top at the bedside table. She was hard of hearing and would ask me to speak louder or repeat myself. Her mucosa is slightly dry and she has some chapping of her lips. She told me that she bites the dry skin off of her mouth every morning. Carotids are clear. No LAD.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. No evidence of SOB or conversational dyspnea.

CARDIAC: She had a regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: She had evident muscle mass but decreased motor strength. She can reposition herself in bed and go from lying to a standing position using her arms and she still weight bears and ambulates despite the current wounds that she has on her lower extremities. To date, no falls since admit.
NEURO: The patient is alert and oriented x3. Speech is clear. She makes eye contact. Affect varies with conversation. She readily expresses herself. She voices her needs. She understands given information.

SKIN: Warm, dry and intact. She does have a venous stasis ulcer of her right leg which is dressed and covered followed by wound care and she has a chronic ulcer of her left foot which is also dressed and covered.

PSYCHIATRIC: She has whatever it is she has to deal with take a deep breath.
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ASSESSMENT & PLAN:
1. Pain management. The patient is currently taking tramadol stating that it is not working effectively. In part, she is on a low dose and low frequency. She stated she would like to try Norco. So written for 5/325 mg one p.o. t.i.d. and it will be used to premedicate when she has wound care and after she has done with PT, the routine schedule will be changed to p.r.n. We monitor and adjust as needed.
2. CHF with atrial fibrillation. At this point it appears to be well controlled. She does not complain of shortness of breath or palpitations.

3. Atrial fibrillation, on amiodarone 200 mg daily. We will monitor BP and heart rate and if needed, we will adjust the amiodarone dose.
4. History of hyponatremia. We will order lab to assess current level. We will continue with Lasix as noted above.
5. History of hypothyroidism in the patient who has had partial thyroidectomy. We will order a thyroid profile.
6. Bilateral lower extremity wounds. This is followed by wound care. They will see the patient tomorrow on 10/16/25. She has Unna boots, but they also just clean and check wound on each leg.
7. General strength. When the patient is ready, we will talk about PT and see if she is receptive and able to participate.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
