


INITIAL EVALUATION

RE: Glaydice Trammell
DOB: 11/26/1933

DOS: 06/17/2026
Sommerset AL

CC: New admit.

HPI: A 92-year-old female seen in her apartment, her son Curtis and daughter Carla were present and we reviewed her history, medications altogether and at the end of our visit, the daughter and son were both very happy about the time spent reviewing the patient’s involved medical history. The patient was finishing physical therapy shortly after I went into her room and the therapist came in with her and told us that she is very cooperative and eager to get stronger, she is weightbearing and ambulates in PT with walker used and is improving in her pivot for transfer. The patient’s daughter and the patient were the sources of the following information.

PAST MEDICAL HISTORY: Atrial fibrillation, HTN, DM II, HLD, CKD, CAD, sleep apnea; wears CPAP, hypothyroid, generalized weakness with muscle wasting, and gout.

PAST SURGICAL HISTORY: Right ankle fracture ORIF, right knee replacement, hysterectomy, left thyroid lobe excision secondary to adenoma, bilateral cataract extraction, pacemaker placement, left upper extremity fracture healed via conservative measures, and bladder suspension surgery.

ALLERGIES: Multiple, see chart.

MEDICATIONS: Allopurinol 300 mg q.o.d., amlodipine 5 mg q.d., Eliquis 2.5 mg b.i.d., Biofreeze to left hip b.i.d., calcitonin nasal spray one spray daily alternating nares, Caltrate with vitamin D one q.d., Claritin 10 mg q.d., doxycycline 100 mg q.d. and this is for prophylaxis of hip prosthesis infection, flecainide 75 mg q.d., Lasix 40 mg b.i.d., Mag-Ox one q.d., metoprolol 25 mg b.i.d., MiraLax q.d. p.r.n., Omega-3 one q.d., KCl ER 10 mEq cue b.i.d., Synthroid 88 mcg q.d., CranCap  one q.d., D-Mannose 500 mg one q.d., probiotic one b.i.d., vitamin C 1 g q.d., estradiol vaginal cream 0.01% apply pea-size amount on Mondays and Thursdays, and Protonix 20 mg q.d.

DIET: Regular.
CODE STATUS: DNR.
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SUBSPECIALISTS: Dr. Dwayne Schmidt, cardiology; Dr. Naqvi, pulmonology, he follows her CPAP; nephrologist, Dr. Williams; endocrine, Dr. Mirza, appointment in July; ophthalmology, Dr. Haivala, treats “wrinkle” on retina, gynourologist, previous physician has moved and family is now looking for a replacement.

SOCIAL HISTORY: The patient is a widow. She was married 46 years, became tearful when talking about her husband. She has three children and she states that they are all good kids. They are also all co-POAs. Nonsmoker and nondrinker. The patient was a director at the Pauls Valley School for 21 years and prior to coming to Sommerset on 05/15/26, the patient was living at home, was hospitalized 10/04/25 due to shortness of breath, was diuresed in the hospital, found to have pleural effusion requiring thoracentesis, was started on oral Lasix thereafter. The patient then went home, she had an injury fall at home where she was found on the floor unable to get up and re-hospitalized and post-hospitalization, went to Wolfe SNF in Harrah and then the decision was made that she was not safe to live at home, thus placement here. Of note, when she had the fall in January, she was on the floor overnight.

REVIEW OF SYSTEMS:
HEENT: The patient wears corrective lenses. She has bilateral hearing aids in place. She has native dentition. No difficulty chewing or swallowing.

CARDIAC: Issues as mentioned. Denies chest pain or palpitations. She states that pacemaker has made her less aware of atrial fibrillation, no palpitations noted.

RESPIRATORY: She has obstructive sleep apnea, uses her CPAP at h.s. and sleeps well.

GU: Urinary incontinence, has an air wick that she uses at h.s., doubles down on padding so that she does not get her bed wet and states that she is not able to use her estradiol cream along with the air wick, I told her I would look into that. As to her thyroid, there were some adjustments in her Synthroid dose and she needs current TSH check.

MUSCULOSKELETAL: The patient has declined in her mobility and acknowledges that it does not feel as safe standing up or trying to walk around by herself after her fall at home and not been able to get herself up, but does state she is feeling like she is getting stronger with the therapy she is having. Reminded her about the call light and to ask for help anytime she needs it. She is able to propel her manual wheelchair. She has not had any falls since she has been here. She states her last gout flare was greater than a year and there is a question about the use of the calcitonin nasal spray and taking Caltrate with D, told her we will get labs that will show a calcium level and then we will make a decision about whether she can continue on both or there needs to be changed. Baseline weight, the patient states, is 150 pounds.

PHYSICAL EXAMINATION:

GENERAL: Chronically ill-appearing older female who was pleasant and cooperative.
VITAL SIGNS: Blood pressure 118/54. Pulse 62. Temperature 97.6. Respirations 15. Weight 150.6 pounds.
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HEENT: She has short hair but disheveled. EOMI. PERLA. Eyes mildly injected. No drainage. Nares patent. Slightly dry oral mucosa. Native dentition in fair repair.

NECK: Supple and clear carotids. No LAD.

CARDIAC: She has a regular rate and rhythm with a soft systolic ejection murmur. No rub or gallop noted.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds. Lung fields clear. Otherwise, no cough and symmetric excursion. No evident SOB with speech.

ABDOMEN: Protuberant, nontender. Bowel sounds present. No masses or HSM.

MUSCULOSKELETAL: Intact radial pulses. She has no lower extremity edema. Propelled her manual wheelchair, did not observe weightbearing. She has good upper extremity grip strength.

SKIN: Dry. There is wrinkling noted in her arms and legs. No tenting.

NEURO: She makes eye contact. She is listening to what is being said and she will insert her own information and daughter adds when the patient asks her to clarify. She is oriented x2, was not sure of the date. She makes eye contact. She is pleasant, cooperative, and has a sense of humor, acknowledges that there are some things that she has forgotten regarding her history.

ASSESSMENT & PLAN:

1. History of CHF with recent pulmonary effusion requiring thoracentesis. Weight will be obtained every Friday. If the patient has gained 5 pounds from the previous week’s weight, then she will get Lasix 40 mg a.m. and 2 p.m. In the absence of not gaining 5 pounds, she will continue on the daily 40 mg of Lasix.

2. Polypharmacy. The patient wants to decrease the number of medications she is taking, so Claritin is changed to q.d. p.r.n., probiotic decreased to one q.d., and discontinue Omega-3 when supply out.

3. Vaginal atrophy. Estradiol cream needs to be refilled and it is applied topically x2 weekly. We will need to check into the use of the cream along with the air wick; she states that she has read that you cannot do both, so I will clarify.

4. Obstructive sleep apnea. She has her CPAP and wears it nightly and we will continue to monitor for that.

5. General care. CMP, CBC, TSH, and A1c ordered and we will adjust medications that are needed after labs are reviewed. An hour and 15 minutes was spent with the patient and her son and daughter, her co-POAs.

CPT 99345 and social; an hour and 15 minutes with POAs.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

