


INITIAL EVALUATION
RE: *__________*
DOB: 

DOS: 
DICTATION STARTS ABRUPTLY
NO MENTION OF PATIENT NAME

DIAGNOSES: COPD, CAD, HLD, HTN, frequent falls with injury, and weight loss.
PAST SURGICAL HISTORY: Coronary artery stents x 2, bilateral carotid artery stents, bilateral cataract extraction with lens implant, partial hysterectomy, cholecystectomy, and a collapsed lung left side two years ago after a fall, chest tube placed with expansion, chest tube removed and collapse recurred, the patient then underwent left side decortication with no problem since.

DIET: Regular with thin liquids and one can of Ensure q.d.

CODE STATUS: Now DNR.

ALLERGIES: LIPITOR and CIPROFLOXACIN.

MEDICATIONS: Norvasc 2.5 mg b.i.d., ECASA 81 mg q.d., Symbicort two puffs b.i.d., Plavix q.d., Norco 10/325 one t.i.d., Toprol 25 mg b.i.d., MVI q.d., Spiriva two inhalations q.d., and HCTZ 12.5 mg q.a.m.

SOCIAL HISTORY: The patient was born and raised in Edmond. She states middle school years were spent in an orphanage. She married young about the age between 14 and 15 and that marriage lasted three years. She then married a second time and had her two sons Richard who lives locally and is POA and Roger who lives in West Virginia. She was a smoker about 30 years and she did not bring up her alcohol use when asked. So, we will do further assessment. She was brought recently to Oklahoma after her husband of 38 years, Rex, passed away in November 2022. The patient worked in accounting departments for Western Electric and two other large manufacturing companies.

*__________*
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight is 110 pounds. She is now 83 pounds and attributes weight loss occurring since husband’s death 11/2022.

HEENT: She is HOH without hearing aids and has dentures. She wears reading glasses.

CARDIAC: Denies chest pain or palpitations. BP well controlled.

RESPIRATORY: She has an intermittent wet cough, but no expectoration of sputum. She does not use O2.

GI: Decreased appetite. No difficulty chewing or swallowing. Continent of bowel.

GU: Occasional urinary leakage; for the most part, continent of urine.

MUSCULOSKELETAL: Ambulates with a walker. She has had two stints of skilled care since November 2022. No lower extremity edema per the patient. The patient had a fall 11/2022, fractured left side of her pelvis and sustained a right black eye, hospitalized and went to Skilled Care and then in February 2023, had a fall at home, taken to the ER and kept because she was starting to have pneumonia and after treatment then to Skilled Care where she contracted COVID.
SKIN: She denies rashes, bruising or breakdown.

NEURO: No history of seizures, syncope or vertigo, but frequent falls.

PHYSICAL EXAMINATION:

GENERAL: Petite and frail-appearing female who was cooperative and pleasant.
VITAL SIGNS: Blood pressure 132/65, pulse 67, temperature 97.7, respirations 19, O2 sat 96% and 83 pounds with a BMI of 16.2.
HEENT: Conjunctivae clear. Nares patent. Moist oral mucosa. Secure fitting dentures.

NECK: Supple without LAD.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds. A few scattered wheezes bilateral. No significant coughing during the interview or expectoration required.

CARDIAC: Regular rate and rhythm with a soft holosystolic ejection murmur. PMI nondisplaced.

ABDOMEN: Soft. There is distention. Nontender. Bowel sounds present. The patient stated her abdomen felt sore, but she could not localize to where with palpation.

MUSCULOSKELETAL: Generalized sarcopenia. No LEE. She moves limbs in a normal range of motion. She goes from sit to stand with walker support and ambulates slowly, but steadily.

NEURO: CN II through XII grossly intact. She makes eye contact. Speech is clear. She gives information. Affect appropriate to what is being discussed and makes her needs known.

PSYCHIATRIC: Appropriate affect and demeanor, but some parts of history left out.

*__________*
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ASSESSMENT & PLAN:
1. Weight loss. The patient has had a 27-pound weight loss in approximately six months. Megace 400 mg b.i.d. routine. We will adjust dose per the patient’s response.

2. COPD. For cough, we will change to Robitussin DM. Discontinuing NyQuil. If son comes to visit, staff need to intervene and take the NyQuil and ask him to not bring it again which I am sure he will be compliant with.

3. Generalized osteoporosis. This was seen per CXR. She is not on osteoporosis medication. We will discuss that as time goes on.

4. Code status. Discussed DNR and the patient had signed the DNR, had not got it witnessed, but expressed it, it was her wish. So, after review of what it indicates, physician certification of DNR is signed and placed in chart.

5. General care. CBC, CMP and TSH ordered and I have informed ADON about the patient’s ETOH use and NyQuil use. My concern is that the alcohol definitely may have an effect on her gait and that the two falls with injury previously may have been affected by intake.
6. Social. I spoke with the patient’s son/POA Richard at length regarding history, medications and treatment plan. He is in agreement with all. He did request how to find a cardiologist for his mother. So, I asked him to look to see who accepts her insurance in the area and, once he knows, to let us know the name of who he would like her to be seen by and we can fax a referral.
CPT 99345, direct POA contact 20 minutes and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
