


INITIAL EVALUATION

RE: Winifred Fitz
DOB: 09/06/1948

DOS: 01/14/2026
Luxe Life AL

CC: Assume care.

HPI: A 77-year-old female seen in her apartment. She was pleasant and interactive able to give information. The patient talked openly about things that she stated she does not generally talk about but wanted me to understand who she is and her care needs and I was fine with that. She likes living here in the facility states she sleeps through the night. Her appetite is good. She has family that keeps in touch with her.

PAST MEDICAL HISTORY: Hypertension, depression unspecified, poly osteoarthritis, chronic low back pain, generalized anxiety disorder, mild cognitive impairment, and unknown etiology.

PAST SURGICAL HISTORY: Left total hip replacement after a fall resulting in left hip fracture. She had surgery to pin her right foot second toe. She has had a hysterectomy and an appendectomy.

ALLERGIES: ERYTHROMYCIN, FENOFIBRATE, LYRICA, MORPHINE, CODEINE, and STATINS.

CODE STATUS: Listed as full code however patient mentioned that she has assigned DNR form most likely with her sons and she would like to have a form for here I told her that I could sign up for her and she was in agreement so that has been done.

MEDICATIONS: Hydroxyzine 25 mg one capsule q.12h., guaifenesin 5 mL q.6h p.r.n., lisinopril 2.5 mg two tablets q.d., Flonase nasal spray at h.s., BuSpar 10 mg one tablet t.i.d., meloxicam 15 mg one tablet q.d., Zoloft 100 mg two tablets at h.s., and trazadone 150 mg one and half tablet h.s.

DIET: Regular with thin liquid.
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SOCIAL HISTORY: The patient stated prior to coming here she lived alone. She has two sons one who lives in Austin the other in Moore. Her son William Joseph is her primary POA the reason she ended up here is that at home she just basically quit eating and does not identify that there was anything wrong. She got down to 103 pounds and her family was concerned so she was admitted. She states her baseline weight is 135 pounds. The patient was married and then has been divorced about seven years. She has been a 50 to 70-pack year smoker still smoking now but states not as much as she used to. The patient’s last drink was in 2002 and she has been sober since so I congratulated her for that. She also mentioned that she had a female partner whom she had been with first 13 years and that was a difficult into that relationship. The patient also brought up that she has a DNR that her son has and wants to make sure that it is here so that things are done to her in her words.

FAMILY HISTORY: She has four aunts and four uncles on both sides of her family in total who all have dementia primarily diagnosed as Alzheimer’s disease and that are also included her mother she has another relative with alcohol induced, dementia, and states that diabetes mellitus type II also runs in her family.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight about 135 pounds.

HEENT: She wears corrective lenses has bilateral hearing aids and hears adequately. Nares patent. No problem with smell or taste.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: Denies cough, expectoration, or SOB.

GI: She is continent of bowel and bladder occasionally she cannot get to the bathroom in time. She also denied constipation. She sleeps through the night and has no significant pain that needs to be addressed. The patient does have a walker that she uses p.r.n. depending on whether she is tired or the distance. The patient states that she also had therapy at OU to help with depression and anxiety. We started on sertraline at that time which she feels is beneficial. The patient states that her blood pressures been checked routinely. She has never been on blood pressure medication till she got here. Review of her blood pressure for this month show diastolic range from 66 to 90 and systolic range from 120 to 150.

MUSCULOSKELETAL: The patient moves her arms in a normal range of motion. Weight bears use a walker to get about. She has fair muscle mass, slight decrease motor strength, good neck and truncal stability in a seated position. Intact radial pulses. No lower extremity edema.

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 123/75, pulse 80, temperature 98.7, respirations 16, O2 saturation 93%, and weight 116.9 pounds.

CARDIAC: She had an occasional or regular rhythm without murmur, rub, or gallop. PMI nondisplaced.
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RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursions.

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

SKIN: Thin and dry. She has some senile keratoses on sun exposed areas but skin is generally intact.

NEURO: CN II through XII grossly intact. She is alert and oriented x2-3. Speech clear. She is engaging. She has a sense of humor understands given information and ask appropriate questions.

ASSESSMENT & PLAN:

1. DNR status. We signed a DNR that will be placed in her chart and orders written to acknowledge this.

2. General care. Lab CMP, CBC, TSH, and A1c ordered.

3. Hypertension. I will reassure her when I see her next that there is indication that the blood pressure medication is to her benefit it is low dose and just once daily.

4. Disordered sleep pattern. She takes 75 mg h.s. of trazodone states that it does help her sleep. She denies any secondary side effects dry eyes or dry mouth so will continue with that.

5. General care. My next visit will contact her POA and speak with them.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

