


INITIAL EVALUATION

RE: Doris Benson
DOB: 11/21/1931

DOS: 01/25/2024
CC: New admit.

HPI: A 92-year-old female in residence since 01/24/24 and was seen on 02/01 for initial visit. The patient is a 92-year-old female who was admitted to memory care from Brookwood Skilled Care where she was admitted on 12/20/23. The patient had a fall resulting in a displace fracture of base of neck left femur and underwent ORIF. The patient had a fall at home on 12/17. She was down for an unknown amount of time. The patient has an established history of dementia but lived alone, was checked on multiple times as reported by her daughter. The patient has more than one daughter so unclear, which one would check on her. ER imaging showed an impacted left femoral neck fracture. Dr. Derek West orthopedic surgery performed ORIF on 12/18/23. When seen in MC the patient was walking around she had an apron around her over a turtleneck and jeans and she was talking intently to another patient in a wheelchair and when I was able to ask her to come away from him and talk with me. She was cooperative but told me that that was her husband and she just needed to make sure he was okay. I asked a question regarding how her social status and she stated she was married and got up and went over to the gentleman she had been talking to and then came back. She told me that that is my husband Lloyd. She continued to refer to him so I let her know that in fact he was a resident here in the facility and told her what his name is and it is not Lloyd. She seemed surprised but took it in stride.

PAST MEDICAL HISTORY: Dementia unspecified, gait instability with injury falls, hypertension, osteopenia, weight loss, and history of ovarian cancer.

PAST SURGICAL HISTORY: Left hip fracture with ORIF on 02/18/23 and hysterectomy.

FAMILY HISTORY: Mother with significant arthritis otherwise noncontributory.

SOCIAL HISTORY: The patient widowed unknown number of years. She stated she has five daughters worked in retail. Nonsmoker and nondrinker. POA is daughter Charlotte Baird and daughter Loretta Waterman. The patient was living alone with family checking in.
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CODE STATUS: DNR.

DIET: Regular.

ALLERGIES: NKDA.
MEDICATIONS: Norvasc 5 mg q.d., ASA 81 mg b.i.d., Os-Cal two tablets q.d., Lasix 40 mg b.i.d., Megace 400 mg q.d., MVI q.d., KCl 20 mEq q.d., and Tylenol 325 mg two tablets q.6h. p.r.n.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: She does not know her baseline weight.

HEENT: She wears glasses and has permanent dentures. She does not wear hearing aids and hearing appears quite good.

CARDIAC: She denies chest pain or palpitations. Blood pressure today is adequately controlled.

RESPIRATORY: She denies shortness of breath and there was no cough throughout observation.

GI: The patient states that she goes to the toilet she does not in her words poop in a diaper.

GU: She has occasional urinary leakage but generally toilets. Appetite is good. She sleeps through the night. She has had a previous falls without injury. When asked about falls it took her some time and she said she thinks that she had maybe fallen, did not remember falling and then fracture in the hip.

PHYSICAL EXAMINATION:
GENERAL: Petite older female who is quite active walking back and forth.
VITAL SIGNS: Blood pressure 143/73. Pulse 80. Temperature 97.6. Respirations 16. O2 saturation 95%. Height 5’6”. Weight was 100 pounds.

HEENT: Her hair short. Sclerae clear. She wears glasses. Nares patent. She has permanent dentures that are in good repair.

NECK: Supple and clear carotids. No LAD.

CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

RESPIRATORY: She has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

SKIN: Warm, dry, and intact. No bruising noted.

NEURO: CN II through XII grossly intact. Oriented x1. She is clearly confused but adamant that she is correct. I am told that she is independent in 5/6 ADLs and can voice when she needs help.
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ASSESSMENT & PLAN:
1. Status post left hip fracture with ORIF and post SNF x3 weeks. She gets along without any problems. She cannot tell me whether she has a walker or wheelchair and seems confused about what they are and why she would need one.

2. Dementia. Today no behavioral issues. She is again fairly independent but clearly oriented x1 only.

3. General care. CMP and CBC with TSH are ordered and will note potassium as she has a fair supplement dose and will evaluate whether or not she needs to remain on b.i.d. diuretic.

4. Social. I placed a call to her daughter Charlotte there was no answer, we will try again next week.
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Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

