


INITIAL EVALUATION

RE: Janice Suttles

DOB: 03/16/1944

DOS: 01/28/2026
Somerset AL

CC: New patient.

HPI: An 81-year-old female today was my initial visit with her. The patient was seen in her room. The patient was quiet but cooperative to being seen and came into the living room. I had been told that she was being treated for depression as she had had two losses the death of her husband and then a short time later the death of one of her sons. When she came in, she sat down she was quiet. Her affect was flat and we started talking did come out that she was dealing with some depression and I reassured her that she was being treated for it she then talked about the death of her husband that was unexpected and then a short time later the death of her son and she quietly brought up that it was alcohol related and that he could have done something to change things but he did not and she talked about that for a little bit at the end I just reassured her that she did nothing wrong that caused her son to drink alcoholically and die of complications as a result.

PAST MEDICAL HISTORY: Major depressive disorder, bereavement issues, osteoarthritis, rheumatoid arthritis, hypothyroid, anxiety disorder with patient commenting she had lots of anxiety, GERD, chronic pain of neck, back, and hip and dementia unspecified.

MEDICATIONS: BuSpar 15 mg b.i.d., cholestyramine one packet q.d., clonazepam 0.5 mg one tablet b.i.d., Cymbalta 30 mg b.i.d., Lexapro 10 mg q.d., Plaquenil 200 mg two tablets q.d., levothyroxine 75 mcg one tablet q.d., Remeron 30 mg h.s., Protonix 40 mg q.d., Inderal 20 mg q.d., tramadol 50 mg two tablets b.i.d., probiotic one tablet q.d., B12 1000 mcg/mL 1 mL IM q.30 days, Zyrtec 10 mg q.d., Valium 10 mg one tablet q.8h p.r.n., and Levsin 0.125 mg one tablet SL q.4h. p.r.n.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.
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SOCIAL HISTORY: The patient’s husband passed away and then shortly thereafter her son died of complications related to alcoholism. She acknowledges that she fell into a deep slump and her other son then had her checked into Midwest City Hospital in the inpatient Geri Psych ward. She states she was there two weeks and then came to Somerset and believes that having her placed in Geri Psych saved her life.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient states that her baseline weight is usually 120 pounds.

MUSCULOSKELETAL: The patient has walker that she uses for distance otherwise in her room. She ambulates independently. She has not had any recent falls. She self transfers.

NEURO: She is alert and oriented x3. She acknowledges that her memory has become poor since the two recent deaths that she has been through. She does want to become more social but finds herself feeling anxious and quiet.

GU: The patient is continent of urine and has not had any recent UTIs.

GI: She has no difficulty chewing or swallowing. She is continent of bowel. She has a good appetite can feed herself. Previously, she was able to sleep without any difficulty but with bereavement issues ongoing she requires a sleep aid and then pain she states she does have musculoskeletal pain due to arthritis and it is treated effectively with tramadol.

HEENT: The patient wears corrective lenses. Her hearing is adequate without hearing aids. She has native dentition in good repair. No difficulty chewing or swallowing. In general care she does her own personal care to include showering.

PSYCHIATRIC: She acknowledges the depression and anxiety. She states that she is working to get better the medication has helped.

PHYSICAL EXAMINATION:

GENERAL: Alert, well groomed female pleasant and cooperative.
VITAL SIGNS: Blood pressure 128/66. Pulse 78. Temperature 97.4. Respirations 18. He now weighs 111 pounds.

HEENT: Short groomed hair. EOMI. PERLA. Her eyes look heavy and sad. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

ABDOMEN: Soft, flat, and bowel sounds hypoactive but present. No distention or tenderness.

MUSCULOSKELETAL: She ambulated independently in her apartment. Moved arms in a normal range of motion. No lower extremity edema. She has generalized adequate muscle mass and motor strength.
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SKIN: Warm, dry, and intact with good turgor.

NEURO: Orientation x2-3. Clear speech. Makes eye contact. She is soft-spoken does not say a whole lot at one time. Affect is congruent to situation.

PSYCHIATRIC: Her responses and comments are appropriate to situations.

ASSESSMENT & PLAN:

1. Bereavement issues. She is seen by psychiatrist who sees the patient. I believe twice monthly and is prescribing her psychotropic, which seemed to be helping.

2. Weight loss. Her admission weight was 117 pounds and that was on 10/23/25 and now at 111 pounds that is in three months a 6 pound weight loss, which is about 10% of her body weight loss. If patient continues to lose weight then I think it is appropriate to start an appetite stimulant. Her weight will be rechecked next month so will give it a couple of weeks and then followup.

3. General care. The patient had a CMP and CBC with TSH done on 04/08/25 so those will be annual labs. She did have a slightly low hemoglobin of 11.8 that is only 2/10 of normal and MCV and MCH are WNL. No intervention required.

4. B12 IM monthly unclear why that is being administered. We will check a B12 level and go from there will also ask patient if she is aware why she is receiving B12 because there are no indicators of deficiency.

5. Weight loss. The patient’s current BMI is 20.3, which is the low end of normal. We will continue to monitor and if she has additional weight loss recorded in next month weight will consider starting Megace.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

