


INITIAL EVALUATION

RE: Estherine Prince

DOB: 08/04/1943

DOS: 03/11/2026
Somerset AL

CC: New admission.

HPI: An 82-year-old female who moved into facility on 03/04/2026. The patient was accompanied by family members who helped get everything set up for her and prior to her move in several of her family members had come without her to sit look at the facility as it is located close for different family members. The patient was seen in her bedroom yesterday for the first time her bedroom was clean and organized as was she then she began talking randomly before I asked anything and for the hour that I spent with her she went from one topic to the next had to be redirected which was effective for about 30 seconds and then she was on another topic none of which related to the questions being asked. As it turned out she had little information that she could offer. The patient also perseverated on a couple of topics one was family all went to UCO and then variations of that focus her childhood, her mother being married to a bad man and then stating later on that she had been murdered by their father which had turned out was not true. When speaking the patient would go from one topic to the next and often mid sentence was on another topic. She required a lot of redirection, which was effective for a matter of 30 seconds since she was already on another subject not relevant to why I was there to visit with her. When I asked questions about different aspects of her life she just told me she did not know because she was busy at college or something like that. I also was able to speak to her POA/niece Kyla England and Kyla tells me that in the past six months that there seemed to be a change in the patient that was not constant but when it showed itself it was perplexing to all of them, one of the more recent incidences the patient was driving her car and drove right into a crest into the lobby part and did not understand what had gone on, was taken to the emergency room and was upset with the staff that they were essentially holding her there against her will. After that incident had cleared up then the patient had not been feeling well, was taken to the emergency room they believe she had a UTI so she was admitted due to the increased confusion and again was defiant about staying in the hospital and eventually she was calmed down by the presence of food being brought into her, she liked that she was getting three meals a day so she stayed. Her niece states that she has an aversion to needle sticks. She did have a blood drawn here and it was reviewed with her. She did tell me when I was explaining the different lab results how could I do know any of that because I could not see her blood.
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PAST MEDICAL HISTORY: Dementia unspecified, hypertension, hyperlipidemia, osteoarthritis, and allergic rhinitis.

PAST SURGICAL HISTORY: She had knee surgery, cannot tell me what for or which knee. She had polypectomy from the colon. The patient was treated for small bowel obstruction in 2013 and diagnosed with gastritis and lymphedema diagnosed in 2005 bilateral lower extremities.

SOCIAL HISTORY: The patient is single, has no children. POA is niece Kyla England. The patient is the oldest of a large family, graduated from UCO. When I asked what she studied, she said whatever and she was residing in her home here in Oklahoma City. Denies being a smoker and occasional rare alcoholic drink.

FAMILY HISTORY: The oldest of six, in her words mother married a bad guy who would be their father. The patient’s mother had been shot but it was by a family member of the father. She did not have fatal injuries. The patient has a sister Sharon who recently passed away while in the memory care. She did have a diagnosis of dementia. The patient tends to perseverate on topics and will go over and over the same thing on them and telling her that I know you said that does not interfere with continuing to talk about it.

MEDICATIONS: Amlodipine 5 mg q.d., probiotic q.d., ASA 81 mg h.s., lovastatin 20 mg h.s., and Coreg 6.25 mg b.i.d. a.c.

CODE STATUS: Full code.

DIET: Regular.

ALLERGIES: Hydrocodone, Zantac, Cymbalta, gabapentin, and Zofran.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: She wears corrective lenses. She has an independent gaze. Denies any falls. She has rapid speech with flight of thoughts. Positive appetite and sleep pattern. Denies difficulty chewing or swallowing. He is continent of bowel. Denies constipation.

GU: Sometimes has a little leakage but generally takes herself to the bathroom. The patient has been seen by neurologist Dr. Tariq who did an MRI of the brain. Daughter has a printout of the radiology report and will fax that to my office. She stated that he diagnosed misprints with advanced dementia. Family has an appointment with Dr. Tariq in April he will go over all the findings with them and may be able to give them information as to the type of dementia that the patient is dealing with.
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PHYSICAL EXAMINATION:

GENERAL: The patient is a well-groomed and alert female sitting on her bed in a clean apartment. She begins talking right away.
HEENT: She has her hair done nicely with a wind of curls. EOMI. PERLA. Wears corrective lenses. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: An occasional irregular beat at a regular rhythm and rate.

RESPIRATORY: Lung fields are clear. No cough. Symmetric excursion. Decreased bibasilar breath sounds secondary to the patient stopping to talk during my auscultation.

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

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She is independently ambulatory jump and off the bed and walking around and then get back up on the bed on her own. She moves arms in a normal range of motion. She has good muscle mass and motor strength.

NEURO: Orientation to self and Oklahoma. Does not know what city she is in. When asked about the date or time, she said she did not care like whatever and throughout tried to get information from her reverting back to discussion about UCO and her family.

SKIN: Warm, dry, and intact with good turgor.

PSYCHIATRIC: In good spirits but oblivious to what I was trying to do with her and her lack of understanding and or being able to focus.

ASSESSMENT & PLAN: MMSE administration. The patient’s score is 13/30 it is a category of severe dementia. There is a lot of accompanying free flight of thoughts with agitation and restlessness. Risperidone 0.25 mg b.i.d. will start. We will monitor its benefit versus side effects and giving it a couple of weeks to see how the patient responds and may likely need increase to 0.5 mg b.i.d.

CPT 99345 and direct POA contact 45 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

