


INITIAL EVALUATION

RE: Mary Lou Robertson

DOB: 07/27/1932

DOS: 01/17/2023

Rivermont AL

CC: New patient.

HPI: A 90-year-old in residence since 10/31/22, had a community PCP and family opts for in-facility physician. This is my initial contact with her. Shortly after admission on 10/11, the patient had a fall in her room, complained of left hip pain moderate in severity. Imaging in the ER showed an impacted left femoral neck fracture and a left wrist distal radius impacted fracture. She underwent ORIF with Dr. Bobb. Head CT showed age-appropriate atrophy with chronic ischemic change, but no acute intracranial process. CXR showed an indeterminate left basilar opacity. CBC showed macrocytic anemia with an H&H of 8.4 and 26.2. CMP WNL. The patient also had mild rhabdomyolysis with creatine kinase of 734, ruled out cardiac involvement and was hydrated with resolution. The patient was pleasant and cooperative, not able to give full information; it was obtained from NRH notes and review.

PAST MEDICAL HISTORY: Status post ORIF for left wrist and hip fracture, has completed PT and wearing of splint for left wrist, CHF, CAD, lupus, asthma, insomnia, macrocytic anemia, and allergic rhinitis.

PAST SURGICAL HISTORY: Cholecystectomy, tonsillectomy, adenoidectomy, remote right foot fracture with ORIF, and bilateral cataract extraction.

MEDICATIONS: Tylenol 1000 mg t.i.d., ASA 81 mg q.d., calcium 600 mg q.a.c., Plavix q.d., probiotic q.d., folic acid 1 mg q.d., methotrexate 20 mg q. Friday, metoprolol 37.5 mg q.d., Singulair q.d., PEG solution q.d., MVI q.d., and trazodone 100 mg h.s.

ALLERGIES: BONIVA and CRESTOR.
DIET: Regular with thin liquids.

CODE STATUS: DNR.
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SOCIAL HISTORY: Nonsmoker and nondrinker. Widowed. POA is daughter Becky Robertson. The patient has been widowed four and half years after 66 years of marriage. She lived in Rivermont IL for four years prior to admission here and her fall happened while she was in IL. She has two children. Her son Bob is her POA. She worked as an accountant. Her husband was a builder and she did his bookkeeping and then she later worked for the OU Student Newspaper. I contacted her son/POA Kenny Paul Robertson and reviewed my visit with the patient, reassured him that she was going to get antihistamine with decongestant.

FAMILY HISTORY: She has three living siblings. Sister who is 92 with dementia and two younger brothers who live independently and her youngest one who lives in Moore was visiting her today.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Weight is stable. Appetite is good.

HEENT: She wears corrective lenses. No hearing aids or dentures.

CARDIAC: No chest pain or palpitations and per HPI.

RESPIRATORY: No cough expectoration or SOB.

GI: No nausea, vomiting, constipation, or diarrhea. She is continent of bowel and bladder and occasional accidents.

MUSCULOSKELETAL: She is now ambulating with a three-pronged cane steady and upright.

SKIN: She denies rashes, bruising, or breakdown.

NEURO: Denies seizures, syncope, or vertigo.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed, and cooperative.

VITAL SIGNS: Blood pressure 125/78, pulse 79, temperature 96.6, respirations 17, and weight 122 pounds.

HEENT: Hair is combed. Conjunctiva clear. Corrective lenses in place. Nares patent. She is dabbing at her nose; she has a clear nasal drainage. Moist oral mucosa and dentition in good repair.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: Regular rate and rhythm. No MRG.

RESPIRATORY: Normal effort and rate. Lung fields are clear. Symmetric excursion. No cough.

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

SKIN: Warm, dry, and intact with good turgor. No bruising or breakdown noted.

MUSCULOSKELETAL: She has good muscle mass and motor strength. Weightbears without favoring her left hip. She is right-hand dominant and moves left wrist a little bit gingerly, but states that she has got normal grip strength.

Mary Lou Robertson

Page 3

ASSESSMENT & PLAN:

1. Status post ORIF for left hip and wrist fracture. She has completed PT and has near baseline use of both extremities. Pain is treated with the current Tylenol dosing.

2. Macrocytic anemia, likely secondary to methotrexate. Continue on folic acid. I do not believe that B12 is indicated.

3. CAD/HTN. Reviewed BPs and HRs, are WNL. Continue with current medications for same. Dr. Salim is her cardiologist.

4. Lupus stable at this point in time. We will find if there is a followup with rheumatologist.

5. Insomnia. This has been alleviated with increasing trazodone to 100 mg h.s. She was previously on Ambien from her private PCP and, prior to admission, there had been an increase in the dose from 5 to 10 mg; this medication was discontinued during hospitalization.

CPT 99345 and direct POA contact 15 minutes

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

