


INITIAL EVALUATION
RE: Shirley (Chris) Hargett
DOB: 12/20/1942
DOS: 05/09/2024
Jefferson’s Garden AL
CC: New admit.

HPI: An 81-year-old female in residence since 05/01/24 seen for an initial visit on 05/09/24. The patient is an 81-year-old female who was living independently in her home and then was admitted to Parc Place on 04/20/24 and discharged from there on 05/01/24 with admission to Jefferson’s Garden. The patient seemed quite anxious throughout the visit and has clear short-term memory deficits. She has a history of anxiety. She has been on buspirone at max dose for an unknown period of time. When asked if she thinks that there is any help with the medication, she tells me she cannot see a difference. The patient states she has a history of UTIs. She does not remember when the last one was, but probably before Parc Place in her words. She has been through a lot of loss this past year to include her husband and her surviving children took her to see a grief counselor. She cannot recall how many visits she had. She thinks that it helped her. Therapist told her that anyone who has been through what she has this past year has the right to grieve and so she felt like she was acknowledged and said instead of being told there was something wrong with her. Staff reports that she is quiet. She comes out for meals and compliant with care. It takes encouraging to get her out to do an activity and she has been reluctant to do more than one or two here and there.

PAST MEDICAL HISTORY: Bereavement issues, DM-II, HTN, chronic venous insufficiency, hypothyroid, GERD, anxiety disorder, major depressive disorder, insomnia, history of nontraumatic subarachnoid hemorrhage, and urinary tract infections.

PAST SURGICAL HISTORY: Bilateral hip replacements, bilateral cataract extraction, and pacemaker placement.

MEDICATIONS: Voltaren gel to right knee daily, lisinopril 5 mg q.d., cyclosporine ophthalmic solution OU q.12h., Zoloft 75 mg q.d., Januvia 25 mg q.d., Fosamax q. week, albuterol MDI b.i.d., calcium 600 mg q.d., KCl 10 mEq q.d., Coreg 12.5 mg b.i.d., lidocaine patch to neck p.r.n., metaxalone 800 mg b.i.d., Flomax q.d., oxybutynin 5 mg q.d., torsemide 40 mg one-half tablet q.d., Depakote 125 mg one tablet b.i.d., levothyroxine 150 mcg q.d., Vasculera 630 mg q.d., MVI q.d., D3 5000 units q.d., PreserVision q.d., trazodone 50 mg q.d., Xiidra 5% eye drops OU q.d., BuSpar 15 mg t.i.d., gabapentin 100 mg t.i.d., hydroxyzine 25 mg 1.5 tablets q.i.d., Zocor 40 mg h.s., and Zetia 10 mg q.d.
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ALLERGIES: CODEINE, IODINE, SULFONAMIDE, LEVAQUIN, and ZYVOX.

SOCIAL HISTORY: The patient had been living at home up until possible hospitalization, but known SNF stay at Parc Place. The patient’s husband and three of her adult children had passed within the last year. She has four surviving children telling me that one is a banker and one is a teacher at Heritage Hall. The patient was a school volunteer throughout all of her children’s years of education, a garden club member for 25 years and was a military wife as her husband was in the military for 22 years. So, they moved several times and he was a military airport manager.

CODE STATUS: Full code.

DIET: Regular.

REVIEW OF SYSTEMS:

HEENT: The patient does not wear corrective lenses, hearing aids, or dentures.

RESPIRATORY: The patient was placed on O2 2L/NC p.r.n. due to intermittent SOB with room air hypoxia and she has O2 here with her, but uses it infrequently.

MUSCULOSKELETAL: She has used a walker for four to five years. She feels a little stronger since rehab stay and her last fall was while at Parc Place and states that she was taken to the ER after that fall. CT was done and a kidney tumor was found. From there, she was referred to urologist and biopsy was taken which showed a precancerous tumor with the decision to watch for one year and go from there. She reports chronic knee pain primarily left.

NEURO: She has insomnia long-term. She is currently on trazodone, but does not note benefit and she has either inability to get to sleep or sleeps for a few hours and has early awakening and cannot fall back to sleep.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, pleasant, and cooperative. She does appear a bit anxious.

VITAL SIGNS: Blood pressure 145/96, pulse 74, temperature 97.8, respirations 16, O2 sat 95%, and weight 160 pounds.

HEENT: Hair is groomed. Sclerae are clear. Nares patent. Moist oral mucosal.

NECK: Supple. No LAD. Clear carotids.

RESPIRATORY: Normal in effort and rate. Lung fields are clear. No cough. Symmetric excursion. Breath sounds heard to bases.

CARDIOVASCULAR: She has a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced. Radial pulse intact.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness. No guarding or rebound.
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MUSCULOSKELETAL: The patient is seated, but had observed her walking from bedroom into living room. She did so independently, but slowly. She goes from sit to stand and vice versa on her own. She has movement in all four limbs. Decreased muscle tone and muscle mass, but adequate for her needs at this point. No lower extremity edema.

NEUROLOGIC: CN II through XII grossly intact. The patient’s affect is primarily anxious or sad appearing and she acknowledges that. Affect congruent with what she is saying. Orientation is x2. She has to reference for date and time, but speech is clear and she makes eye contact both speaking to and being spoken to. There is clear short-term memory deficit.

SKIN: Warm, dry and intact. Good turgor. No bruising, skin tears, or other breakdown noted.

PSYCHIATRIC: Again, affect slightly sad and anxious.
ASSESSMENT & PLAN:
1. General care. CMP and CBC ordered.

2. DM-II. A1c is ordered and adjustments in medication is needed after results received.

3. Hypothyroid. TSH is ordered.

4. Anxiety. We will give the patient acclamation time and if it still continues then we will add something to regimen for treatment anxiety.

5. Advance care planning. We will contact family regarding end-of-life wishes i.e. DNR or to remain full code.

6. Insomnia. She can increase her trazodone which is only 50 mg right now, but she states that has not been helpful. So if we double it to 100 mg, we will assess to see if there is any more benefit, if not, we will add Restoril 7.5 mg to current trazodone.

CPT 99345 and advance care planning 83.17

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