


INITIAL EVALUATION
RE: Michelle Sharp
DOB: 09/11/1957
DOS: 06/04/2026
Rivermont AL
CC: New admit.

HPI: A 68-year-old female admitted to facility on 03/03/26. She has requested that I now follow her care. Today will be my initial visit with her. The patient was seen with nurse present. She was initially a little quieter or shy but then started talking about herself telling me about her and I then told her that I would like to extend it to learn about her medical history and she was agreeable. Since her admission to facility, nurse tells me that she is quiet, keeps to herself, comes out some meals and she is compliant with medications, but generally again stays in her room.
PAST MEDICAL HISTORY: Diabetes mellitus type II, overactive bladder, lower extremity edema, HTN, allergies, Alzheimer’s disease, depression unspecified, unspecified pain, and osteoarthritis with noted hand pain bilateral. The patient reports that she was receiving infusions for her arthritis at the Oklahoma Rheumatology Clinic.

MEDICATIONS: Metformin 1000 mg one tablet b.i.d. a.c., oxybutynin ER 10 mg one tablet q.d., Lasix 40 mg q.d., lisinopril 40 mg q.d., Allergy Relief 10 mg tablet q.d., Namenda 10 mg b.i.d., Prozac 40 mg q.d., Cran capsule one q.d., trazodone 100 mg two tablets h.s., ASA 81 mg q.d., Lipitor 80 mg h.s., folate 800 mcg q.d., olanzapine 2.5 mg one tablet h.s., and oxybutynin ER 10 mg q.d.
ALLERGIES: AMOXICILLIN and OXAZEPINE.

DIET: Regular mechanical soft and liquid.

SOCIAL HISTORY: The patient was living at home. She hired an acquaintance who served as an assistant for her for two years and after that the assistant had to decrease the number of work hours which led to the patient being placed here. The patient is a widow. She had no children. She worked in retail in art type stores. She is an artist who painted animal caricatures or portraits which sold quite well and that decreased. She started having fine motor skill deficits in her right hand which is her dominant hand. The patient works part-time three days a week.
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FAMILY HISTORY: Negative for dementia.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s baseline weight is about 250 pounds. She wears prescription glasses, has six pairs at home but not here and states that she needs to somehow have them brought to her. She denies headaches. No difficulty chewing or swallowing. She has native dentition and hearing is adequate. Denies headaches. No chest pain, palpitations, or history of cardiac events.

RESPIRATORY: She denies cough, expectoration or SOB.

GI: No difficulty chewing or swallowing. Denies constipation. She can toilet herself.

GU: She is incontinent of urine. Last UTI was on 05/02/26 when she went to Norman Regional ER, was diagnosed with UTI, started on cefdinir 300 mg one tablet b.i.d. x7 days. The patient is independently ambulatory. She had a fall about two months ago. Denies any injury and it was in her room. When asked the patient stated that she sleeps through the night, has a good appetite and denied any physical pain.
SOCIAL ISSUES: She had a suicide attempt where she stabbed herself in the chest. She was put into Geri psych for an extended period of time then went home and that is when she got a live-in assistant. The patient had to have surgery on the stab wounds to repair the injury. She was evasive as to the reason for this attempt.
PSYCHIATRIC ISSUES: She states that she has had difficulty sleeping because of racing thoughts that interfere with falling asleep. Cognition: The patient stated that she thinks her memory is stable and relatively normal except does have episodes of forgetfulness. She is followed by neurology and recently started on Namenda.

PERSONAL CARE: The patient requires assistance particularly for the showering/bathing and within the last six months the patient had a fall injuring her right knee, it was evaluated, no fracture or dislocation. She wore brace for approximately six weeks and discontinued its use and now states that she walks normally without difficulty.
PHYSICAL EXAMINATION:
GENERAL: The patient seated quietly in a chair. She was quiet and it took a little bit to get her engaged and she was limited in information she could give or chose to give.

VITAL SIGNS: Blood pressure 139/74, pulse 71, temperature 97.7, respirations 17, O2 sat 99%, and weight 182 pounds.
HEENT: She has long hair that is combed. EOMI. PERRLA. Nares patent. Moist oral mucosa.
NECK: Supple. No LAD.

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

PULMONARY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.
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MUSCULOSKELETAL: Moves arms in a normal range of motion. Ambulation without assistance. She has trace to +1 LEE at the distal pretibial to ankle.

SKIN: Warm, dry and intact with fair turgor.

NEURO: CN II through XII grossly intact. She is alert. She is oriented x2. She knew the month. She was not quite sure of the date.

PSYCHIATRIC: She was quiet and appeared to like gauge the situation or what I was going to ask and as the interview went on she seemed to relax. It was clear that she had memory deficits.
ASSESSMENT & PLAN:
1. Alzheimer’s dementia. MMSE score on 04/14/2026 was 20, is a diagnosis of moderate cognitive impairment. We will continue to monitor the patient’s needs and encouraged her to voice them.
2. DM II. A1c is ordered and we will adjust her DM II medications as need indicated per results.
3. UTI history. The patient is currently on a cranberry capsule daily. We will go with that for now. If she has a recurrence, we will consider adding a secondary measure of UTI prophylaxis.
4. Hyperlipidemia. The patient is on a healthy dose of Lipitor 80 mg h.s. I am ordering lipid profile and possibly see if we can decrease the amount of statin she is taking.
5. Hypertension. Review of BPs for the last two weeks show systolic range from 128 to 152 which is an outlier, the majority are in the low 140s and diastolic are all in target range. No change in her BP medication.
6. Weight change. The patient states that 250 was her baseline weight and since she has been here, her weight is now 182 pounds, which is about a 68-pound weight loss. The patient’s weight still has her and an obese category. Her BMI is 29.9.
7. In review of her records, she has a bipolar affective disorder which has been followed by psychiatry. She is on low-dose olanzapine if the only psych medication, so we will have to get more information on that.
8. Stage III kidney disease. This is the next diagnosis has been cited, we will see what her creatinine and GFR values are on this upcoming lab.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
