


INITIAL EVALUATION
RE: Neva Whitaker
DOB: 09/01/1936
DOS: 10/31/2025
Windsor Hills
CC: Initial contact.

HPI: An 89-year-old female seen in her room #302. The patient had labs that were drawn, so they were reviewed with her today. She was quiet, looking at me curiously, smiled and I would tell her what I was going to do and she would just keep smiling, I am not sure if she understood. Staff state that she is generally very cooperative and pleasant. She does have a diagnosis of dementia, so how much she understands of what is going on is unclear.
PAST MEDICAL HISTORY: Hearing loss unspecified ear, depression, Alzheimer’s disease with BPSD, anxiety disorder, insomnia, cardiac arrhythmia with pacemaker, chronic pain, hypothyroid, CKD stage IIIA, anemia secondary to CKD, and OAB.

MEDICATIONS: Tessalon Perles 100 mg one t.i.d., vitamin D3 125 mcg one q.d., Lasix 40 mg q.d., FeSO4 one q.d. a.c., diltiazem ER one p.o. q.12h. and we will clarify the dose, Prozac 20 mg q.d., Synthroid 100 mcg q.a.m., Coumadin 4 mg q.8h. p.r.n., Claritin 10 mg q.d., and Coumadin 4 mg q.d.
ALLERGIES: FENTANYL, HYDROCODONE, OXYCODONE, ADHESIVE TAPE and SILICONE.

DIET: Liberalized NAS, thin consistency liquid.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Elderly female who allowed staff to do personal care before I went and saw her. She was talking loudly, randomly and I had to take her out of her room as she had had a foul-smelling bowel movement and she seemed to not trust being taken out of her room. So, it was a limited visit.

VITAL SIGNS: Blood pressure 122/71, pulse 65, temperature 97.1, respirations 17, O2 sat 93%, and weight not available.
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HEENT: She has wispy short hair. EOMI. PERLA. Anicteric sclera. Wears glasses. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Did not cooperate with deep inspiration. She was verbal and moving, did not appear short of breath at any time. No cough or expectoration.

CARDIOVASCULAR: She has an irregular rhythm at a regular rate without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present though hypoactive. No distention or tenderness. The patient has colostomy with the stoma being pink and healthy. Stool was a dark green brown.

NEURO: Orientation to self and Oklahoma. She makes eye contact. She appeared a little anxious just having to come outside of her room into the hallway. I reassured her that it was just to let the room air out and then I just went ahead and let her go back into the room because it was clear that it was anxiety provoking.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. The patient with Alzheimer’s disease and BPSD. We will attempt to do an MMSE next week and see if we can at least assess her level of cognition if she will cooperate and it does not appear that she has had any behavioral issues that are significant. When I asked if she had pain, the patient denied and stated she had no pain. When asked how she spends most of her time, staff stated that she will stay in her room and read or she will come out and sit in one of the couches in the corner near a bookshelf and just pick a book out and read it until she has completed it.
2. Atrial fibrillation. The patient is on Coumadin 4 mg q.d. PT/INR 11/06/25 is 24.5 and 2.38. The goal for INR is 2 to 3, so she is in target range, no need to change her current Coumadin dosing.
3. BMP. BUN elevated at 30.1. Talked to staff about encouraging the patient to drink more water.
4. Hypocalcemia. Calcium is 8.2. Calcium carbonate 500 mg two tablets p.o. q.d. and we will do followup lab in one month.
5. Hypothyroid. We will check a TSH as that has not been done and the patient is on Synthroid.
6. ________ 34.1 being the low end of normal, so still within the range of normal and nothing needs to be done and differential is WNL as is MCV and MCH.
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