


INITIAL EVALUATION

RE: Rosemary Stem
DOB: 08/16/1929

DOS: 04/08/2024
Jefferson’s Garden AL

CC: New admit.

HPI: A 94-year-old female in residence since 04/04 seen today, has been present, she also shares an apartment with him. The patient was pleasant, made eye contact, and was agreeable to come in to talk to me. She was in a wheelchair and easily propelled herself over the short distance to where I was. She makes eye contact and is verbal; however, she repeats herself throughout our conversation. She will also reference her husband to make sure what she is saying is valid. When I asked how she was sleeping and eating, she said that the food was good and that she thinks she sleeps too much during the day that may affect her sleeping at night. I reassured it takes a bit to get adjusted to new environment but that she should try to avoid napping during the day. The patient has a history of anxiety, but she seemed comfortable today. She also denied having any pain. I asked her about UTIs as I see that she is on prophylactic therapy and she states that she does get them and later I spoke with her daughter and she states that whenever she is confused just because she has a UTI, which she thought it was after they got here so UA was done and was negative so she was not sure what that was about and I told her some of that can be memory issues and we will just kind of wait-and-see.

SOCIAL HISTORY: Married 73 years to Robert they have two children, daughter Cindy POA. She retired from the IRS. She worked with large corporations claiming bankruptcy. Nonsmoker and nondrinker. She and her husband lived at *________* for two years for coming here. She repeatedly asked me if they were going to get good care here and if I think they did the right thing by moving here and I reassured them on both accounts that yes they were getting good care and in the right place.

PAST SURGICAL HISTORY: Bilateral hip replacements, right knee replacement, and left mastectomy secondary to cancer.

FAMILY HISTORY: Noncontributory.

MEDICATIONS: Norvasc 5 mg q.d., ASA 81 mg q.d., Lipitor 20 mg h.s., Basaglar insulin 30 units q.a.m., Boost one t.i.d., BuSpar 7.5 mg b.i.d., Keflex 250 mg q.d., Plavix q.d., estradiol 0.01% insert vaginally on Tuesday and Friday, Pepcid 20 mg q.d., gabapentin 300 mg t.i.d., levothyroxine 88 mcg q.d., lisinopril 20 mg q.d., magnesium oxide 400 mg b.i.d., omeprazole 40 mg 6 a.m., Os-Cal q.d., probiotic q.d., Flomax q.d., AZO b.i.d., and amitriptyline 10 mg two tablets h.s. p.r.n.
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DIET: NAS.

ALLERGIES: NKDA.

CODE STATUS: DNR.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: She is not sure what her baseline weight is. Daughter states it is probably about 145 pounds to 150 pounds. The weight here I tell her reads as 180 and she states that is incorrect. Unfortunately, there is no weight in her home health paperwork.

HEENT: She wears bilateral hearing aids. She has trouble remembering to place them or how to place them or to charge them at night so I told daughter order would be written for that. No difficulty chewing or swallowing. Native dentition in fair repair.

CARDIAC: History of HTN good control. Denies chest pain.

RESPIRATORY: Denies cough expectoration or SOB.

GI: Good appetite and continent of bowel tends to become constipation so will deal with something for that.

GU: Urinary incontinence, wears depends.

MUSCULOSKELETAL: In her room, she uses a cane to get around, outside the room propels herself in a wheelchair. Daughter states that each one of them both has a wheelchair and a walker as well as canes. She states her last fall was about three years ago. Daughter states that she had one two years ago at Thanksgiving where she ended up having to have hip replacement.

NEURO: She acknowledges that she has some confusion every now and then but she is able to ask her husband or just think about it for a few minutes.

PHYSICAL EXAMINATION:
GENERAL: Older female who is pleasant and cooperative.
VITAL SIGNS: Blood pressure 126/64. Pulse 70. Temperature 98.6. Respirations 16. Weight given is 180 but will have a re-weigh done.

HEENT: She has sparse hair but wears a wig over it. Sclerae clear. Makes eye contact. Wears glasses. Nares patent. Moist oral mucosal.

NECK: Supple. No LAD.

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

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

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

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. Propels her wheelchair without difficulty. She is able to weight bear and self-transfers.

NEURO: CN II through XII grossly intact. She is oriented to self in Oklahoma. She does not remember the name of the facility but wants to make sure they are getting good care.
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ASSESSMENT & PLAN:
1. DM II. A1c ordered and will adjust medications as needed as indicated.

2. Cognitive impairment mild. The patient appears to need more direction and reassurance than husband does so will have staff assist with that so that he is not left with the caregiver burden.

3. HTN. We will monitor BPs daily and adjust medications as need indicated.

4. Gait instability with falls often resulting in injury. She is to start PT and we will see benefit there.

5. General care. CMP, CBC, TSH, and lipid profile ordered.

CPT 99345 and direct POA contact 20 minutes

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

