


INITIAL EVALUATION

RE: Linda Cross

DOB: 12/19/1945

DOS: 02/04/2026
Somerset AL

CC: New patient.

HPI: The patient is an 80-year-old female seen in her apartment, she was pleasant and cooperative.

PAST MEDICAL HISTORY: Alcohol dependence, chronic pain, major depressive disorder, alcohol induced dementia, HTN, left bundle branch block, and altered mental health.

PAST SURGICAL HISTORY: Appendectomy, hysterectomy, and Lasik now wears contacts.

MEDICATIONS: Benadryl 25 mg q.h.s., melatonin 10 mg h.s., Namenda 5 mg b.i.d., Protonix 40 mg q.d., risperidone 0.25 mg one tablet h.s., vitamin D3 400 IUs one tablet q.d., MiraLax q.d. p.r.n., and albuterol HFA MDI two puffs q.6h p.r.n.

ALLERGIES: No medical allergies.

CODE STATUS: Full code.

DIET: Regular.

FAMILY HISTORY: She tells me that her family owned a grocery store and owned half of Carter County. She has three brothers. She is married. She has a daughter and son. Her daughter Kelly is her POA. The patient has a college education and receiving degree in elementary education. She taught reading for 44 years. She has history of alcohol dependence. She denied that and did not talk about it.

REVIEW OF SYSTEMS: Her baseline weight she states 105 pounds right now she weighs 120 pounds and does not like it. She has no history of falls. She states that her husband died five years ago and it is her daughter that wanted her here. She sleeps through the night. She has a good appetite. She has occasional pain. The patient also had episodes of psychoses, which led to the diagnosis of alcohol induced dementia.
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PHYSICAL EXAMINATION:

GENERAL: Anxious appearing female who becomes belligerent during interview at various times seemingly unprovoked.
HEENT: She has short light colored hair. Her eyes are mildly injected. Nares patent. Slightly dry oral mucosa. She is native dentition with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. RESPIRATORY: Normal effort and rate. She cooperated with deep inspiration. Lung fields are clear.

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

MUSCULOSKELETAL: She has good grip strength. She was walking around her apartment independently. No lower extremity edema. The patient also has a walker, which she is encouraged to use.

SKIN: Thin, dry, and fragile. There was no noted bruising or breakdown.

ASSESSMENT & PLAN:

1. History of disordered sleep pattern. She is taking melatonin 10 mg at h.s., which seems to be effective so we will continue with that if there comes a need for something else then we will try adding low-dose trazadone.

2. BPSD of agitation. We will see how she does and if needed a Depakote would be added.

3. Constipation. She has stool softener. She has MiraLax and if she does have constipation we will encourage that she be given that and/or Colace.

4. She just had labs drawn so CMP is actually WNL. CBC is also WNL. We will look at adding a TSH and magnesium level. I will contact her daughter just to talk about patient’s diagnosis.
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Linda Lucio, M.D.
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