


INITIAL EVALUATION
RE: Betty Baird
DOB: 03/15/1934
DOS: 04/07/2025
Jefferson’s Garden AL
CC: New admit.

HPI: A 91-year-old female seen today for initial visit in her apartment and accompanied by daughter Kathy. Kathy resides in Colorado. Her two brothers Kevin and Bobby live here in Oklahoma with the patient’s son Robert Brent Baird assigned POA responsibility. The patient is seen in room, information in following note is gleaned from information in chart with input from daughter and the patient. The patient was admitted to Jefferson’s Garden from Bradford Village where she was admitted to 02/28/2025. The patient was hospitalized at Mercy Hospital after four nights admitted for a UTI, several falls, which were attributed to untreated UTI and preceding Bell’s palsy with continued symptoms. The patient also had generalized weakness with some weight loss. The patient also has insulin-dependent diabetes with oral hypoglycemics added during skilled care stay. The patient is unaware of most recent A1c. The patient’s daughter states that the Bell’s palsy preceded hospitalization with double vision, irritated right eye, decreased hearing due to right ear and decreased auditory function. She also has right side instability and has had increased urinary leakage/incontinence since Bell’s palsy as well. The patient is seated quietly in room when seen, she has an eye patch in place and has bilateral hearing aids in place. She is able to contribute some information with daughter providing additional information.
PAST MEDICAL HISTORY: Bell’s palsy, diabetes type II; using insulin and oral hypoglycemics, history of UTIs, recent falls due to increased gait instability, hypertension and hyperlipidemia.
PAST SURGICAL HISTORY: Bilateral cataract extraction, hysterectomy secondary to fibroids and right-hand carpal tunnel release.
MEDICATIONS: Basaglar KwikPen 5 units q.d., metformin ER 500 mg stated h.s. will change to lunch, Lipitor 20 mg h.s., bisacodyl one tablet MWF, Cipro eye drops one drop right eye t.i.d. to be completed after today, erythromycin ophthalmic ointment thin ribbon to right eye h.s. and p.r.n., gabapentin 100 mg h.s., Claritin 10 mg one tablet q.d., Toprol 250 mg q.d., Refresh Tears one drop right eye q. hour p.r.n., Remeron 15 mg tablet at h.s., MVI q.d., zinc q.d. and Tylenol 350 mg one tablet q.6h. p.r.n.
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ALLERGIES: ASA.

DIET: Low carbohydrate.
CODE STATUS: DNR.

SOCIAL HISTORY: The patient was widowed in 2017 after 62 years of marriage. She has three children. Her son Kevin who lives locally is her POA with son Bobby also living locally and daughter Kathy resides in Colorado. The patient briefly smoked and drank while in college and nothing thereafter. She is a college graduate and worked as a librarian, has been retired for some time. The patient lived in independent living at Teal Ridge for three years prior to medical issues leading to moving to AL.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient’s baseline weight per daughter was about 130 pounds.

HEENT: Wears corrective lenses, bilateral hearing aids, currently is wearing an eye patch secondary to diplopia and eye irritation. Decreased hearing despite hearing aids.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough or SOB. Daughter states that she hears her mother having some wheezing or congestion.

GI: Appetite is fair to good. There is some change in chewing and swallow. The patient had a swallow study while in skilled care and it showed that she had delayed esophageal emptying phase. The patient denies any choking episodes. She is generally continent of bowel, has had an occasional incontinence and she was unable to get to the bathroom on time.

MUSCULOSKELETAL: The patient has right knee pain at baseline that increases with weather per her daughter and bilateral neuropathic pain of feet again per daughter that is treated with gabapentin and a Tylenol. The patient also has right flank pain that is new and attributed to the Bell’s palsy. The patient has a wheelchair for transport, difficulty propelling it at her baseline. She ambulated independently. She also has a walker that she is wanting to use versus the wheelchair.

GU: She has urinary leakage and is wearing Depends.

SKIN: She denies any breakdown. There is, however, small amount of perivaginal irritation.

NEURO: The patient states she has delayed response or understanding of question secondary to hearing and visual deficits related to the Bell’s palsy.

ENDOCRINE: The patient receives Basaglar q.a.m. and metformin with lunch (noon meal).
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PHYSICAL EXAMINATION:

GENERAL: Petite elderly female seated quietly who answered questions as she was able to and consented to daughter answering questions as needed.
VITAL SIGNS: Blood pressure 126/70, pulse 91, temperature 97.2, respirations 18, O2 sat 94% and weight 108.8 pounds.
HEENT: She has short hair that is combed back. Exam of scalp; there is a healed over area where she had a small laceration requiring one staple, which has been removed. Nontender. She has an eye patch over her right eye. Exam of the right eye shows an incomplete closure of upper and lower lid with congestion of the conjunctiva noted. No drainage. On the right eye; the conjunctiva is injected, so red without drainage. Left eye WNL. She has a hearing aid in place left side. Right hearing aid is uncomfortable and that is certainly understandable given the Bell’s palsy, but she appears able to answer some questions. Nares patent. Slightly dry oral mucosa. Lower plate in place. Native dentition upper in fair repair.

NECK: Supple. Clear carotids. No LAD.

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

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion with fairly good bibasilar breath sounds secondary to normal respiratory effort.

ABDOMEN: Flat. Nontender. Hypoactive bowel sounds. No masses or distention to palpation.

SKIN: Warm, dry and intact with fair turgor. No breakdown noted.

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. She can weight bear with assist for transfer to manual wheelchair and is propelled secondary to generalized weakness. No lower extremity edema. Intact radial and dorsalis pedis pulses.

NEURO: She is oriented x2-3. Soft-spoken. Clear speech. Able to convey her need. She wants to participate in the interview, but acknowledges where she cannot answer questions and defers to daughter. Affect limited by Bell’s palsy, but what she expresses is congruent with situation and appropriate.

PSYCHIATRIC: The patient appears calm and cooperative, seems comfortable with daughter also helping to answer questions. No evidence of anxiety or depression. No agitation.

ASSESSMENT & PLAN:
1. Bell’s palsy. Continues with eye patch and erythromycin ophthalmic ointment to right eye and we will monitor for duration of patch need.
2. DM II. A1c is ordered. She has 5 units of long-acting insulin q.a.m. with the expectation that that be administered daily by home health. There is an issue that they are only doing it on weekend, unclear as to why then and not the remainder of the week, we will try to clarify. She will continue with metformin ER, but that dose will be given with lunch as opposed to at h.s.
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3. Dental issues. This was raised by daughter with question of erosion on her left lower jaw and this information was diagnosed by a family member who is a dentist, so if she is to go back imaging would be helpful to clarify.
4. Neuropathic pain. Continues with gabapentin 100 mg; here it states at h.s., daughter states that she takes it in the morning and we will clarify that and she only takes one Tylenol, which daughter states is effective for the patient and we will clarify that.
5. Hypertension appears to be adequately controlled per today’s BP and we will monitor daily.
6. Irritable bowel type symptoms. This was brought up by daughter during the interview. She requests a probiotic be given daily stating that she takes the same probiotic and has the same symptoms as her mother and hopes that it will help mother as it has helped her, the daughter, so orders written.
7. Seasonal allergies. She is on Claritin 10 mg, which is effective for stopping nasal drainage; when the 10 mg is out, we will decrease it to 5 mg, which is recommended for her age.
8. UTI history. We will look at starting a prophylactic measure for the patient to include either Hiprex or a low dose h.s. antibiotic.

9. General care. I will contact son who is POA and speak with him about all of the above.

CPT 99345 and direct family contact 40 minutes and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
