


INITIAL EVALUATION
RE: Carol Gremillion
DOB: 02/18/1940
DOS: 06/05/2023
Jefferson’s Garden
CC: Assume care.

HPI: An 83-year-old in residence since 10/24/22 seen today for the first time. She was in her room which is very elaborately decorated. She was pleasant and cooperative. She enjoys talking and is able to give detailed information of things not always necessarily what was asked and requires redirection. The patient was noted to be wearing a gray glove on her right hand and asked about that and she said that she had had pain in both hands and her daughter who is a RN and currently in Brazil had prescribed for her some cream that she put on both hands. The left one improved with resolution of the pain. The right one did not. The patient is right-hand dominant. She denies any trauma or other event that could have caused the bilateral hand pain other than the fact that she also was a piano teacher for off-and-on many years. 
PAST MEDICAL HISTORY: HLD, peripheral neuropathy, hypothyroid, HTN, insomnia currently on Namenda, and anxiety.

DIAGNOSES: Non-Hodgkin’s lymphoma for which she states she had two years of very hard chemotherapy, is in remission.

PAST SURGICAL HISTORY: TAH, appendectomy, bilateral knee replacement, eye surgery thinks it may be LASIK.

MEDICATIONS: Tylenol PM two tablets h.s., Lipitor 40 mg h.s., B complex q.d., biotin 5000 mcg q.d., calcium 600 mg q.d., Plavix q.d., B12 injection IM discontinue, Aricept 5 mg h.s.,. Omega-3 q.d., gabapentin 300 mg h.s., and q.o.d. a.m., levothyroxine 37.5 mcg q.d., losartan 25 mg q.d., melatonin 10 mg h.s., Namenda 10 mg b.i.d., memory health tablet t.i.d., MSM 1000 mg q.d., NAC 600 mg q.d., Osteo Bi-Flex q.d., oxazepam 15 mg b.i.d., D3 1000 IUs q.d., vitamin C 500 mg q.d. and Zinc q.d. 

ALLERGIES: Multiple, see chart.

CODE STATUS: DNR.
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DIET: Regular.

SOCIAL HISTORY: She is a widower. Her husband died 01/25/2021. He was a pastor and they moved around to follow his pastorate and she settled here in Oklahoma City due to children here. She has a history of a piano teacher off and on and has played piano here. Otherwise, she was a homemaker. Her daughter Diane is an RN and has laid out her medication plan.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is 180 pounds.

HEENT: She has reading glasses that she generally states she does not need but wears because it magnifies things. She has one false tooth in the right front. Hearing is adequate. 
RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: No chest pain or palpitations. BP well controlled.

MUSCULOSKELETAL: She ambulates independently. She had a fall at home that is what prompted coming to live here. She stated that she had a fall at home. She thinks she was out for about two minutes, but could not get up off the floor by herself. So, had to call her daughter who sent her grandson and that was the beginning of the end and her grandson now lives in her home after a fire in his own home. She states the home is now up for sale. 

GI: Denies abdominal pain, difficulty chewing or swallowing and is continent of bowel.

GU: Denies UTIs. Occasional nocturia and has to change her bedding.

PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished female who is well groomed seen in apartment.

VITAL SIGNS: Blood pressure 126/80, pulse 82, temperature 98.0, respirations 18, weight 185 pounds, and height 5’4”.
HEENT: Her hair is groomed. Conjunctiva cleared. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.

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

CARDIAC: She had a regular rate and rhythm without M, R. or G. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
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MUSCULOSKELETAL: Generalized muscle mass and motor strength good. Intact radial pulses. She has about +1 pitting edema the distal pretibial area. Weight bears. She walked independently in her apartment. Peripheral neuropathy of both hands, reports the left hand has resolved, continues in the right hand for which she wears a great glove with the fingertips cut off and puts a cream on and that is a compounded analgesic daughter had provided and has not fully resolved. She is right-hand dominant.

NEURO: CN II through XII grossly intact. The patient is alert. She is quite verbal. Speech is clear. She makes eye contact. She has story after story and can be redirected. She has evident memory deficits both short and long-term. Affect congruent with what she is saying.

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

PSYCHIATRIC: Appropriate affect and demeanor for situation.

ASSESSMENT & PLAN:
1. Peripheral pain of right hand in a right-hand dominant patient. X-ray to assess level of OA present in her right hand and then I encouraged her just to go ahead and continue with what the daughter had given her to see if maybe over the long term that it would be of benefit. 
2. Mild cognitive impairment. She does require redirection and some noted memory deficits. 
3. History of B12 deficiency. Recent B12 level was 662. I am discontinuing IM B12 and she can remain on the Oral B12 per her daughter’s discretion wish.

4. Hypothyroid. TSH is 193, no change in current levothyroxine dose.

5. CMP and CBC review, all WNL. 
6. Code status. It is written that the patient is DNR. She has a DNR that was signed by a representative, but that was it advanced directive that clearly makes known her wishes for no heroic measures. So, I will do a physician certification of DNR. 
7. Polypharmacy. The patient is on multiple supplements and states that she had never been on this many medications and is of her daughters doing. So, I am going to decrease it by putting on hold many of the supplements and see how she is without them. 
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
