


INITIAL EVALUATION
RE: Linda Doye
DOB: 11/12/1943
DOS: 06/23/2026
Tuscany Village
CC: Assume care.

HPI: An 82-year-old female who is new to me. Today is my first visit with her. She was seen in her room. She was resting comfortably in bed watching TV but was wide awake, sat up and wanted to have our visit. The patient was verbal from the get-go and was telling me that she did not know why she was here and did not know what if anything was wrong with her and then she starts talking about herself; there were things that she did not know, one of them being her age. She knew that she was born in 1943, so calculated and told her that she was close to 83 years old. She seemed taken aback by that. She then went on telling me that her mother has helped taking care of her and started talking about her. I asked her if in fact her mother was still alive and she said “oh! Yeah!” and that she talks to her almost every day. I asked the patient who her POA was and she did not know what that was, but stated had to be somebody in her family. I asked the patient how long she had been here and she said for years and I told her that she was admitted here a year ago and she said that had to be wrong.
PAST MEDICAL HISTORY: CKD, diabetes mellitus type II, hyperlipidemia, bilateral carotid artery stenosis, paroxysmal atrial fibrillation, HTN, gait instability and emotional lability.

MEDICATIONS: Norvasc 5 mg q.d., vitamin C 500 mg two tablets q.d., Lipitor 80 mg h.s., Eliquis 5 mg b.i.d., Ferosal one tablet q.d., lisinopril 2.5 mg q.d., metoprolol 100 mg q.d., B12 1000 mcg one tablet q.d., and D2 2000 IU q.d.

SOCIAL HISTORY: The patient stated she is divorced and a note indicates that her husband passed away. She has two children, is not sure who her POA is. There is the name Frank Jeldy listed as her guarantor, unclear what the relationship is. The patient was a secretary for a law firm and stated that she was with them for many, many years and other law firm as well. She talked about her mother Beulah and that she lives here in Oklahoma City and has helped take care of her; when I brought up the possibility of her mother being closed to 100 if not 100 given the patient’s age that did not seem to register with her.
REVIEW OF SYSTEMS:

GENERAL CARE: The patient spends her days in bed, eats all meals in her room. She states that her family live in Oklahoma City and that they call her frequently.
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Her socialization outside of her room is negative. The patient states that she sleeps through the night and that her appetite is good. She denies any pain.

HEENT: The patient wears reading glasses. She has native dentition. Several missing teeth.

GU & GI: She states she is continent of bowel and bladder.

MUSCULOSKELETAL: The patient has a walker that she can use for small distance, a wheelchair for distance that she can propel. She denies any recent falls. No recent falls. She states that she has lost weight recently; unable to see if the patient has lost weight.

NEURO: She makes eye contact. Her speech is clear, she goes on. She can give information. She inserts a lot of curse words, but it just seems to be a natural part of how she speaks. Her affect is congruent to situation. She does seem a bit out of touch with what is going on around her and her ability to give information; the more she talks, the less she is able, but contends that she does not know why she is here or what is wrong with her, but that she feels good and does not think that there is any reason for her to be here and again could not tell me much about her living situation before she got here.
PHYSICAL EXAMINATION:

HEENT: Her hair is disheveled. She had been in bed. It is shoulder length gray. EOMI. PERLA. Nares patent. Slightly dry oral mucosa. Native dentition in poor repair with missing teeth.

NECK: Supple with clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields relatively clear. She did have some rales on the right mid lung fields. She states that she has been able to expectorate clear sputum and was verbal without evident short of breath.

CARDIOVASCULAR: An irregular rhythm at a regular rate without MRG.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She moves arms in a normal range of motion, repositions herself. Adequate muscle mass and motor strength for moving and ambulation.

NEURO: Orientation x2. She was not sure of the month or the day, but she just smiled about that and did not see it as a problem. She asks questions, gives information, but it is hard to believe some of what she says and her short-term memory is evident.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Cognitive impairment. I am going to do an MMSE with her when I am here later this week and we will go from there.

2. DM II. I have not found an A1c dating back to her admission date of 06/05/2025 nor are there other labs. So, I am ordering an A1c, CBC and CMP. We will follow up with the results with the patient when available next week.

CPT 99345 (new patient ________)
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
