


INITIAL EVALUATION

RE: Donna Keller

DOB: 03/23/1936

DOS: 10/20/2025
Rivermont AL

CC: New patient.

HPI: An 89-year-old female who was seen today for the first time. She gets around in electric wheelchair that she operates safely. She is alert and verbal, able to give information. The patient was transferred here from Epworth Villa where she was admitted 09/04/2025 and discharged when admitted here on 10/16/2025. The patient had been living at Sooner Station in Norman and then had an acute thrombosis with embolism of her right lower extremity resulting in the left pontine CVA with subsequent right-sided hemiparesis to full hemiplegia. The patient states that therapy she received at Epworth has significantly helped her though she is not able to fully use her right hand and her right lower extremity does not support her in a standing position. She requests to receive PT here and she has already put in a discharge in 60 days; she intends to move in with a daughter who is an RN living in Grove, Oklahoma.

PAST MEDICAL HISTORY: Acute thrombosis with embolism emanating from right lower extremity resulting in a left pontine CVA, CVA sequelae of dysarthria, dysphasia, inability to use dominant right upper extremity and non-weightbearing of right lower extremity, hypertension, hyperlipidemia, atrial fibrillation, depression, and diabetes mellitus type II.

PAST SURGICAL HISTORY: Bilateral cataract extraction, appendectomy, right carpal tunnel release, hysterectomy, and elbow surgery; does not remember which.

MEDICATIONS: Tylenol 500 mg two tablets q.8h. p.r.n., Eliquis 5 mg a.m. and h.s., ASA 81 mg q.d., Lipitor 80 mg h.s., fluoxetine 20 mg q.a.m., galantamine 4 mg one tablet a.m. and h.s., Lasix 20 mg q.a.m., melatonin 3 mg h.s. p.r.n., metformin 500 mg one tablet h.s. and two tablets q.a.m., MiraLax q.d., and vitamin D3 50 mcg one tablet q.d.

ALLERGIES: NKDA.
DIET: Regular NCS.

CODE STATUS: Full code.
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SOCIAL HISTORY: The patient moved to Oklahoma City in 1973. She was married 60 years. Her husband passed away eight years ago. She has three children; a son who resides in Michigan is the principal of a large school, a daughter who is an RN and is the RN manager of INTEGRIS in Grove and her other daughter is a business woman. The patient was a nonsmoker and nondrinker. Her three children are co-POAs. The patient owned Burger King’s in Norman and stated they were very profitable, they have since been sold and she now owns farms located in Goldsby and she rents them out for the growth of alfalfa.

FAMILY HISTORY: Positive for dementia; she does not recall who, but states that both of her parents died of an acute MI at different times.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight is 130 pounds to 140 pounds.

HEENT: She does not wear corrective lenses or use hearing aids. She has native dentition in good repair.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: She denies shortness of breath, cough or expectoration.

GI: Positive for dyspepsia. She denies difficulty chewing or swallowing. She has constipation and is generally continent of bowel, occasionally is incontinent.

GU: She had a UTI while at Epworth Villa status post treatment. She is generally continent of urine, but does wear adult briefs.

MUSCULOSKELETAL: She was previously ambulatory, would occasionally use assistive device such as walker and did not have frequent falls. She now uses an electric wheelchair that she operates without difficulty. She is able to weightbear on her left lower leg stating that she holds onto the grab bar in her bathroom and can do that. The patient states that she sleeps okay. Her appetite is good. She denies any significant pain. The patient brings up a request for water pill stating that she has just been getting swelling of both her right arm and leg in a span of over the last week that it is accumulated. I told her that she is on a low dose of Lasix, which is a diuretic, but most likely will need an increase and told her we would do that.

PHYSICAL EXAMINATION:

GENERAL: Older female who is alert, engaging and able to give information, getting herself around in her electric wheelchair.
VITAL SIGNS: Blood pressure 115/83. Pulse 71. Temperature 97.1. Respirations 17. O2 saturation 98% on room air. Weight 144 pounds.

HEENT: She has full-thickness hair. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.
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NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: She has a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced. Intact radial pulses.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. No SOB with speech.

ABDOMEN: Soft. Bowel sounds hypoactive, but present. No distention or tenderness. No masses.

SKIN: Warm, dry, and intact with fair turgor. Skin on her right lower extremity is thin and shiny due to edema.

MUSCULOSKELETAL: She has fairly good neck and truncal stability seated in her electric wheelchair. She has hemiplegia of her right arm. The dorsum of her right hand is quite swollen to include the fingers. There is give to palpation with mild blanching, but skin is intact. No lesions and is not shiny. The skin on her right lower extremity is shiny. There does remain hair growth and no breakdown.

NEURO: CN II through XII grossly intact. She makes eye contact when speaking. Her voice is clear and content coherent. She makes her needs known right off the bat, seems to understand given information, but does ask to have things repeated. Affect is congruent with situation.

PSYCHIATRIC: She is in a normal mood, appears optimistic and states she wants to have therapy here to get the maximal benefit before going to live with her daughter. She wants to do as much as she can for herself. She appears to take things in stride and does not appear to let this stroke and its resulting deficits weigh her down. She did have a sense of humor as well.

ASSESSMENT & PLAN:

1. New patient status post CVA with multiple other diagnoses as noted. Baseline labs are ordered to include CMP, CBC, A1c, TSH, and magnesium level.

2. Status post left pontine CVA with right side hemiplegia. PT to address hemiparesis of right side, which is her dominant side and that will start by the end of the week.

3. Diabetes mellitus type II. A1c ordered as the patient states she does not recall one ordered while at SNF and we will make adjustments in her diabetic medication as needed. Her metformin is currently scheduled for morning and night. I am changing it to where it is clarified to be given one tablet with breakfast and one tablet with dinner.
4. Lower extremity edema of right leg and edema of right hand at +2. I am increasing Lasix to 40 mg q.a.m. with a 20 mg dose at 2 p.m. and I am adding KCl 10 mEq q.d.; this will be for 10 days, thereafter, we will decrease to 40 mg Lasix q.a.m. and continue with a 10 mEq of KCl. The patient also has a compression sleeve for her left upper extremity that I am requesting she use; it was seen when I went with her into her room to examine her and she was fully aware of having it and what its purpose is.
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5. History of sacral pressure sore; that area was examined today. The skin is healed. There is hyperpigmentation due to previous wear and basically abrasion up against that area though the skin is intact, but did find that the midline buttock area is red and chafed, so I am ordering Calmoseptine to be placed in that area a.m. and h.s. as well as after any BM change.

6. Constipation. The patient states that it has been at least three days since she has had a BM. She has MiraLax, does not like it and has refused to take it. So, I am discontinuing the MiraLax and starting Senna Plus two tablets q.a.m. for maintenance and right now we will give 30 mL of MOM followed by 8 ounces of water and hopefully that will help her to have a BM.

7. Medication review. The patient gets vitamin D, it does not have calcium, so I am ordering calcium carbonate 500 mg two tablets q.d. and I am adjusting her Tylenol 500 mg two tablets to be given at h.s., which is when she wants it, as she states it helps her to relax and sleep.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

