


INITIAL EVALUATION

RE: Clorene Frazier
DOB: 07/07/1929

DOS: 01/14/2026
Luxe Life AL

CC: New patient.

HPI: A 96-year-old female seen today for the first time she was in her room taking a nap but was awake. She is very hard of hearing despite wearing hearing aids and she right away looked at me and told me she did not know what I was saying and pointed to her ears that she could not hear and I am told that even talking quite loudly is not successful. Did review patient’s history to include diagnoses and medications and just asked her how she was doing. The patient stated that she was feeling fine and when I wrote and had her read, she denied having any need at this time.

PAST MEDICAL HISTORY: Status post CVA with sequelae of expressive aphasia, generalized weakness, loss of ambulation, history of UTIs, history of falls with injury, protein calorie malnutrition, degenerative joint disease with polyarthritis and hyperlipidemia.

MEDICATIONS: Currently on Macrobid 100 mg b.i.d. for five days started on 01/13 for presumptive UTI, Mucinex DM 12 hour one tablet b.i.d., ibuprofen 800 mg one tablet three times daily, Tylenol extra strength 500 mg two tablets t.i.d. and that is to be p.r.n. for breakthrough pain, calmoseptine apply to bottom q. shift, oxybutynin 5 mg one tablet q.d., ASA 81 mg q.d. discontinued, FESO4 one tablet q.d., MVI q.d., Lipitor 10 mg h.s., gabapentin 300 mg two capsules b.i.d., alendronate 70 mg one tablet every Sunday, and Protonix 40 mg q.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with chopped meat.
Clorene Frazier
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PHYSICAL EXAMINATION:

GENERAL: Petite frail older female lying quietly in bed.
VITAL SIGNS: Blood pressure 131/80, pulse 88, temperature 97.4, respirations 16, O2 saturation 92%, and weight 110.6 pounds.

HEENT: Her hair was combed. EOMI. PERLA slightly injected. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple.

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

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

RESPIRATORY: Anterolateral lung fields relatively clear. No cough. Symmetric excursion with decreased bibasilar breath sounds secondary to position and effort.

SKIN: Fragile, thin, dry, and few scattered bruises on her arms but no skin breakdown noted.

MUSCULOSKELETAL: She has no lower extremity edema. Moves arms. She was lying in bed and did motion with her arms and trying to communicate with me. I am told able to sit up in a wheelchair and has fairly good neck and truncal stability.

NEURO: Makes eye contact. Speech was clear. She could make her point seemed a little anxious about trying to communicate with me when she could not hear me. I told her I would come back and try to talk to her another time and she nodded her head in consent.

ASSESSMENT & PLAN:

1. Pain management. The patient has received ibuprofen 800 mg t.i.d. We will continue with that however I have made it clear that is the limit that patient can have of an NSAID daily.

2. Tylenol 500 mg two tablets q.a. is also written I change that to p.r.n. for a refractory pain.

3. Discontinuation of ASA and Lipitor.

4. Neuropathic pain. The patient is receiving gabapentin 600 mg b.i.d. I am changing that to 300 mg t.i.d. We will monitor benefit versus sedation.

5. Code status. I have clarified that patient is a DNR.
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Linda Lucio, M.D.
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