


INITIAL EVALUATION

RE: Mildred Fitch
DOB: 02/26/1939
DOS: 04/06/2026
LUXE LIFE MC
CC: New patient.

HPI: An 87-year-old female seen in Memory Care. She was in the dining room. Her husband was present visiting her and he was agreeable to talking with me prior to her joining us. Husband tells me that at home, the patient seem to get a little more forgetful. He denies that she would wander around the house at night. She would go out of the house and then had difficulty remembering how to get back into the house. As to her driving, he stated that they took away her car keys couple of years before admission here because her driving abilities had declined. She was having falls at home. Did not know how to use a walker and never acclimated to it. He did purchase a wheelchair, which initially she did know what to do with it. Since then, she has acclimated to the wheelchair and is able to propel it. The patient had a fall that resulted in an ER visit and her evaluation there is what was determined that she had cognitive impairment. She was then seen by a neurologist who diagnosed her with Alzheimer’s disease.
PAST MEDICAL HISTORY: Alzheimer’s dementia, BPSD and this was prominent when she was in AL to where she was initially in admitted and then transferred to MC, wedge compression fracture of L4 and L5 and wedge compression fracture of T11 and T12, gait instability with injury falls, hypothyroid, hyperlipidemia, ASCVD, rheumatoid arthritis, osteoporosis, and progressive supranuclear ophthalmoplegia and generalized osteoarthritis with pain.

PAST SURGICAL HISTORY: TAH.
SOCIAL HISTORY: The patient has been married to her husband for 67 years. She has a son named Max and daughter Teresa Smith who is her POA and they lost a daughter to cancer a few years ago. She is a non-smoker and non-drinker. The patient retired from Tinker. She also worked as a substitute teacher for many years was a homemaker and husband states that the patient routinely asked him to go home and he explains to her why that is not possible because he has several medical issues of his own.
FAMILY HISTORY: She has one brother who lives in Tulsa and there is no first-degree relatives known to have dementia.
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MEDICATIONS: BuSpar 5 mg b.i.d., Colace one capsule q.12h. p.r.n., D3 125 mcg q.d., glucosamine 500 mg one-tab q.d., Voltaren gel applied to back q.i.d., ASA 81 mg q.d., B12 5000 mcg cap one b.i.d., Levoxyl 88 mcg one-tab q.d., Crestor 10 mg h.s., hydroxychloroquine 200 mg two tabs q.d. and Cymbalta 60 mg one capsule q.d.
ALLERGIES: Lisinopril.

DIET: Regular with thin liquid.
CODE STATUS: Full code.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Husband unsure of the patient’s baseline weight, but believes that she has lost little weight since she has been here.
HEENT: She wears glasses. Has dentures. Some difficulty chewing or swallowing. He pointed out that the crust on the toast that she was given, she cannot bite through that, so he has to pull it off for her and states that she needs to have meat ground because she is not able to chew it effectively and has had some at home, problems with swallowing meet. The patient has gait instability with history of falls preceding her admission here. She uses a walker in her room outside of the room. She is in a wheelchair and she is able to propel it herself. Last fall was couple of days ago where she also ended up with skin tear on her left forearm and husband states it was a large skin tear. She sleeps through the night and has been calmer more cooperative since moving to memory care. The patient is incontinent of bladder and has shown some incontinence of bowel.
MUSCULOSKELETAL: The patient has a history of chronic right knee pain.

PHYSICAL EXAMINATION:
GENERAL: Well-developed and nourished female sitting at the lunch table feeding herself, husband present. She did not seem disturbed when he got up to come speak with me.
VITAL SIGNS: Blood pressure 147/80. Pulse 82. Temperature 97.0. Respirations 17. O2 sat 97%. Weight 160 pounds.

HEENT: Full thickness hair. EOMI. PERLA. Wears glasses. Nares patent. Moist oral mucosa. Dentures were in place. Clear carotids. No LAD.

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

RESPIRATORY: Normal effort in rate. Clear lung fields. No cough and symmetric excursion.

ABDOMEN: Obese and nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. Was in her wheelchair with good neck and truncal stability. Propelling the chair using both her hands and feet.
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SKIN: Warm and dry decreased turgor. Her left forearm has a large dressing on the left forearm where she sustained a skin tear during a fall.
NEURO: The patient made eye contact and was quiet just said a couple of words yes or no. Affect appeared confused, but was cooperative to exam.

PSYCHIATRIC: She recognized her husband. She seemed comfortable with him and in good spirits when he was around.

ASSESSMENT & PLAN:
1. Alzheimer’s dementia. We will do an MMSC at next visit presumptively. She is in the moderate to severe category. BPSD has been tempered with current medications, so no changes at this time.
2. CMP review. All values are WNL to include magnesium.
3. CBC review. All values are WNL. No intervention required.
4. Hyperlipidemia. We will order a lipid profile and she is also on statin.
5. Hypothyroid. We will order a TSH if patient is on Levoxyl.
6. General care. I will discuss code status with husband at a later visit.
7. Social. The patient’s husband rather was given my business card and I told him that it was okay if their daughter wanted to contact me and speak with me regarding her mother. Husband stated he felt that I had answered questions and appreciated spending time with both he and his wife.
CPT 99345 and direct family contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

