


NEW PATIENT NOTE
RE: Susie Barnes
DOB: 02/06/1944
DOS: 03/10/2026
Somerset MC
CC: New admit.
HPI: An 82-year-old female who moved in on 02/05/2026. I briefly spoke with her and her daughter Andrea who I also had a lot of contact with in the previous facility in which I followed patient. Today, she was sitting in the TV room along with other residents. They were all quietly seated watching a program. She waved when she saw me knew who I was and was very pleasant. When I asked how she was doing, she told me she was getting used to it that she still did not really know a lot of the people, but that was okay with her. She comes out for meals, so she sleeps through the night I asked staff how she was doing and they said that she is really blending in without any problem. She has not had any behavioral issues and is cooperative to care. The patient’s daughter/POA Andrea does come to visit. The patient states that she just stays about 20 to 30 minutes, but understands because she works and has her own family. The patient denies any falls. No acute medical issues and that is confirmed by staff.
PAST MEDICAL HISTORY: Dementia unspecified, BPSD in the form of occasional agitation and aggression, which has been notably tempered since she has been here, depression, and history of constipation.

MEDICATIONS: Ativan 0.5 mg b.i.d., MiraLax q.d., Senna Plus one-tab q.d., Zoloft 100 mg q.d., tramadol 50 mg t.i.d., Tylenol 500 mg q.6h., Haldol 1 mg q.d., nystatin cream p.r.n. to affected areas, and Zofran 4 mg q. 4-6h. p.r.n.
ALLERGIES: NKDA.
CODE STATUS: DNR.

HOSPICES: Traditions.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and talkative.
VITAL SIGNS: Height 5’3” and weight 116 pounds.
NEURO: She makes eye contact knew who I was. Her speech is clear. Content coherent. She gave brief answers to basic questions if she could not answer something she said she did not know. Her affect congruent to situation. Overall her demeanor appeared just overall appropriate to situation. She appeared relaxed and smiled intermittently throughout.
Susie Barnes
Page 2

MUSCULOSKELETAL: She ambulates independently. Moves limbs in a normal range of motion. No lower extremity edema. General decreased muscle mass, but fairly adequate motor strength. No lower extremity edema. Good grip strength. Can hold utensils and cup.

SKIN: Warm and dry intact with fair turgor. No bruising breakdown noted.

RESPIRATORY: Normal effort in right. Lung fields clear. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

ABDOMEN: Scaphoid. Hypoactive bowel sounds. No tenderness.

ASSESSMENT & PLAN:

1. Presumptive UTI. The patient had UA done that showed large leukocyte esterase otherwise unremarkable and CNS is not available. The patient was started on Cipro 500 mg b.i.d. for seven days that has been completed. CMP review all values are WNL with the exception of BUN to creatinine ratio of 27. Encouraged patient to remember to drink water.

2. Anemia. H and H are 10.8 and 34.7 with normal indices and platelet count. Mild anemia. It has been an issue for patient for the last 3 to 4 years. She has not required transfusion.

3. Social. Contacted her POA daughter Andrea. She stated that she does come to visit her mother and has noted that her mother no longer remembers that she had a son David and they had lived together for several years at another facility that I reminded Andrea it also been a couple of years since prior 2½ year since she seen him, so it may be out of sight out and mind out and not to worry so much about it. I will also remind the memory care staff that I am patient’s physician and will be following her.

CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
