


INITIAL EVALUATION
RE: Clara Schrader
DOB: 12/13/1924
DOS: 02/09/2023
HarborChase, AL
CC: New admit.

HPI: A 98-year-old seen in her apartment. Daughter Debbie was present. The patient is very hard of hearing despite having hearing aids in place. So daughter did most of the information for history. The patient did interjected couple of times. Prior to moving here, the patient was living in her home which is close to HarborChase. She was able to get by the family noted increasing cognitive decline and that at times when family checked her medications that there were more or less medications in the bottles then should be for the day of the month. Daughter present, Debbie lives in Illinois though she states she comes here frequently. Her brother Dave who is POA had been there earlier and she states that they share responsibility for giving information etc. regarding their mom. The patient has an endocrinologist that she sees for Prolia injection q.6. months and she will find out when her mother is scheduled to go for the next injection. 
DIAGNOSES: MCI, hearing-impaired, hypothyroid, HTN hypercalcemia, osteoporosis, seborrheic keratoses and mild COPD.

PAST SURGICAL HISTORY: Hemorrhoidectomy and pelvic lift.

MEDICATIONS: HCTZ 25 mg q.d., levothyroxine 50 mg q.d., vitamin C 500 mg q.d., zinc 50 mg Sunday/Thursdays, D3 1000 IUs MWF, losartan 25 mg h.s., albuterol HFA two puffs q.6h. p.r.n., Prolia injection x1 q.6. months, Muro drops 128 2% q.d. OU.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.

Clara Schrader
Page 2

SOCIAL HISTORY: She has been a widowed since 2011, married 59½ years. She has three children. Her son Dan who lives locally is POA, daughter lives in Illinois and son Dan lives in Washington State. The patient is a retired paralegal. She smoked for 30 years, quit around the age of 50 and had been living in her own home since widowed. 
REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is between 100 and 125 pounds. Her weight here on arrival is 109.4 pounds. The patient was quite surprised that she has lost that much weight. 
HEENT: She wears corrective lenses and despite having bilateral hearing aids in place is very hard of hearing. Native dentition.

RESPIRATORY: Intermittent cough. No SOB. 

CARDIAC: No chest pain or palpitations.

GU: Urine, mild leakage, but she wears a pad with normal underwear, continent of bowel. She states her appetite is good and that she sleeps okay, but has to get up, she estimates about four times a night to urinate. 
MUSCULOSKELETAL: She ambulates independently. Her last fall was New Year’s Eve of 2020 when she ended up in the ER at IBMC with mild injury. 
PHYSICAL EXAMINATION:

GENERAL: The patient is alert and well groomed, cooperative, but asserts herself and things that she wants or does not want.

VITAL SIGNS: Blood pressure 136/83, pulse 65, temperature 97.1, respirations 18, and weight 109.4 pounds.
HEENT: Her hair is combed. Conjunctiva clear. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in good repair. Bilateral HA’s in place.

NECK: Supple. No LAD. Clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough.

CARDIOVASCULAR: Regular rate and rhythm. No M, R. or G. PMI nondisplaced.

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

MUSCULOSKELETAL: Intact radial pulses. No LEE. She goes from sit to stand using the couch for support. She slowly ambulates in her apartment. She has generalized decreased muscle mass and motor strength.

NEURO: She is alert. She is oriented x2, has to reference for date and time. Her speech is clear. At times, she was hesitant to answer and then affect she did smile at times and seemed to relax, but she spoke up when she did not want to do something that her daughter was suggesting.

SKIN: Warm, dry and intact. Fair turgor.
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ASSESSMENT & PLAN:
1. MCI. The patient is continuing to orient not only to her room, but the facility will give time for that and we will see what her actual independent functional level is. In that regard, the patient had administered her own medications. Daughter now has opted to have them administered by staff and the patient stated that she thought that would be a nice idea. 
2. OAB. Offered the patient medication for overnight use and is a trial to see whether it would benefit. Daughter wanted to do it. The patient stated she thought she was doing okay for now. So I deferred.

3. Osteoporosis/hypercalcemia. She has an endocrinologist that she goes to who manages both those issues so that is deferred.

4. Hypothyroid. We do not have a TSH inflammation. So, I will order lab to also include a baseline CMP and CBC. 
5. Code status. I did talk with the daughter regarding code status given the patient’s age and issues and I explained to her essentially what CPR indicates and the routine care continues. She is going to talk to her brothers. 
CPT 99345 and direct family contact 15 minutes and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
