


INITIAL EVALUATION
RE: Rita Young
DOB: 04/11/1932
DOS: 04/07/2025
Jefferson’s Garden AL
CC: New admit.

HPI: A 92-year-old female in residence since 03/13/2025 coming from an assisted living facility in Plainview, Texas where she had lived with her recently deceased husband for approximately one year. When seen in room; the patient was initially quiet, then seemed to relax and was smiling, able to give information. The patient did bring out some areas of pain when asked; her left lower back and her left knee were painful. She had had no falls or acute events that occurred leading to the discomfort. Since she has been here, the patient states that her appetite is fair, she comes out for meals, is cooperative in taking her medications. The pain related to the left side of her lower back is partially treated with gabapentin and states that she has been on tramadol so long, she does not know if it is working any longer.
PAST MEDICAL HISTORY: Left low back pain, left knee pain, insomnia and overactive bladder.
PAST SURGICAL HISTORY: Bilateral cataract extraction x2, cholecystectomy, hysterectomy and skin cancer excisions.
MEDICATIONS: Brimonidine eye drops one drop OU b.i.d., estradiol 0.5 mg one tablet q.d., gabapentin 400 mg one p.o. t.i.d., tramadol 50 mg t.i.d., Flexeril 5 mg h.s., Lasix 20 mg q.d. and KCl 10 mEq one b.i.d.
ALLERGIES: PCN and SULFA.
DIET: Regular with one bottle of chocolate Boost q.d.
SOCIAL HISTORY: The patient was living in Plainview, Texas with her husband of 12 years; it was the second marriage after her first husband passed away and he passed away February 2025. The patient has two sons; one who lives in Tulsa and the other who lives in Clinton, Texas. The patient states that she was married to two farmers and that was her occupation.
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REVIEW OF SYSTEMS:

CONSTITUTIONAL: Baseline weight is approximately 120 pounds.

HEENT: She wears corrective lenses. Adequate hearing. Does not require hearing aids. Has native dentition with no difficulty chewing or swallowing.

CARDIOVASCULAR: She denies chest pain or palpitations.

RESPIRATORY: She denies cough, expectoration or shortness of breath.

GI: She has occasional heartburn. She is continent of bowel. Has chronic constipation. Does not take anything routinely to correct that.

MUSCULOSKELETAL: The patient ambulates independently in her room. She has a walker for distance. She states it has been some time since she had a fall, cannot really remember and has chronic musculoskeletal pain; the most recent was left lower back pain and the chronic left knee pain.

PSYCHIATRIC: She denies any depression or anxiety.

NEURO: She denies any forgetfulness except the occasional every now and then and feels like everything works like it should on her body for her age.

PHYSICAL EXAMINATION:

GENERAL: Petite, but pleasant older female, in no acute distress.
VITAL SIGNS: Blood pressure 126/67, pulse 87, temperature 98.3, respirations 18, O2 sat 96% and weight 103 pounds.
HEENT: Hair is combed full thickness. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.

CARDIOVASCULAR: She had regular rate and rhythm without murmur, rub or gallop.

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

ABDOMEN: Soft. Bowel sounds present without distention or tenderness.

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

MUSCULOSKELETAL: Palpation of the left lower back in the sacral area elicits pain and as I tracked down into the gluteal area, the patient jumps and states that that is where the pain goes down into. Palpation of her left knee, there was no effusion. There is positive crepitus and she states that that knee hurts all the time and has hurt before any of the other things on her hurt. Then, palpation of her left femur; she stated that that whole area of muscle is just sore.

PSYCHIATRIC: She is pleasant and cooperative, seems to have a good outlook and is happy to be living closer to one of her sons.
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ASSESSMENT & PLAN:
1. Chronic pain starting with left side sciatica. Medrol Dosepak to decrease inflammation and we will continue with tramadol, but increase it to 75 mg t.i.d. and give it some time to see whether there is benefit. I reminded her that 300 mg daily is the limit for her age and we will be going to 225 mg with the increase to 75 mg t.i.d.
2. Chronic left knee pain with crepitus. X-ray to assess the actual status of this knee and then see if a supportive soft brace can be applied. We will also order Icy Hot topical analgesic to be applied to her knee a.m. and h.s. and then tramadol will be increased to 75 mg, so that will be one and half tablets of the 50 mg dose to be given t.i.d.
3. General care. CMP, CBC and TSH are ordered and given that she is on diuretic and KCl, we would like to know renal function etc.
4. Overactive bladder. Detrol LA 2 mg tablet b.i.d. and will monitor and see how that works for her.
5. Social. I spoke with her son/POA Ken Blount and his wife Trudy who came to visit and then I went over with them everything that I had discussed with the patient and put into place as treatment and they were appreciative of that and family does request PT for the patient.
CPT 99345 and direct POA contact 40 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
