


INITIAL EVALUATION

RE: Wanda Hames

DOB: 12/02/1930

DOS: 06/08/2023

Harbor Chase MC

CC: New admit.
HPI: A 92-year-old with Alzheimer’s disease is seen in the dining area. She was cooperative though a bit apprehensive and made that clear and then started to relax. She has been in residence since 06/02/23. Staff reports that she is acclimating fairly well. The patient when asked states that she is sleeping at night and that her appetite is good. When asked if she had pain she readily told me that her right foot and ankle hurt. Apparently, she had a fall prior to admission with injury to her ankle requiring ORIF and there is a wound overlying the lateral tubercle of the heel that is being cared for. The patient has Percocet p.r.n and when asked if she has asked for any pain medication she stated she did not know that she had any. Prior to coming here after her fall where she had an ankle fracture she then went to Ignite SNF for rehab of her right bimalleolar ankle fracture with ORIF and was discharged to home with the boot in place. It is at that point that LifeSpring Home Health and came into her care team. The patient was actually cooperative and interactive once we got going. She made her needs known and had a bit of a sense of humor and then later was noted to be interacting with a group of women in the dining room.

DIAGNOSES: Late onset Alzheimer’s dementia moderately severe, no BPSD, ASCVD, HTN, hypothyroid, and HLD.

PAST SURGICAL HISTORY: Appendectomy, hip fracture, hysterectomy, bilateral knee replacement with revision of right TKA.

FAMILY HISTORY: Positive for heart disease.

ALLERGIES: GABAPENTIN, STATINS, and CODEINE.
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MEDICATIONS: Percocet 5/325 mg q.h.s routine and then q.4 p.r.n, levothyroxine 112 mcg q.d, Toprol ER 25 mg q.d., lansoprazole 30 mg q.d, Namenda 10 mg b.i.d., Lexapro 5 mg q.d., Aricept 10 mg h.s., VESIcare 5 mg q.d., CoQ10 q.d, Colace 50 mg q.o.d., and MDI q.d., Benicar 20 mg q.d., and ASA 81 mg q.d..

SOCIAL HISTORY: The patient states she is divorced and has two children. Daughter Karen Haynes lives locally. Son Steve is in Fredericksburg, VA shared POA responsibility as she worked in retail. He was a nonsmoker and nondrinker.

REVIEW OF SYSTEMS:

Constitutional:  Thinks her weight is the same.

HEENT: Wear glasses and has upper dentures. Hearing is adequate.

Cardiac: No chest pain or palpitations.

Respiratory: No cough, expectoration, or SOB.

GI: Occasional constipation and continent of bowel.

GU: Sometimes has urinary leaking wears a brief.

Musculoskeletal: Gets around in a manual wheelchair that she propels previously walked with a walker, but would fall.

Neurological: Positive for late onset Alzheimer’s disease. No behavioral issues.

Psychiatric: She denied depression or anxiety.

PHYSICAL EXAMINATION:

GENERAL: Elderly female well groomed getting around in her wheelchair actually became more cooperative then I anticipated.

VITAL SIGNS: Blood pressure 122/83, pulse 79, temperature 97.7, respirations 18, and weight 172.4 pounds.

HEENT: Her hair is groomed. Conjunctivae clear. Corrective lenses in place. Well-fitting upper plate
NECK: Supple. No LAD.

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

CARDIOVASCULAR: Regular rate and rhythm No MRG. PMI nondisplaced.

MUSCULOSKELETAL: Intact radial pulses. Trace LEE of the right ankle. She has socks over her foot, which was pulled back, and there is secure dressing in place, which I left alone. Her left ankle is clear. Move arms in a normal range of motion.

SKIN: Warm, dry and intact with good turgor.

NEUROLOGIC: Oriented x1-2. She will make eye contact. Speech is clear. Can make her needs known. Does have evident short and long-term memory deficits. Redirectable.
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ASSESSMENT & PLAN:
1. Right ankle fracture post ORIF. She continues to get around safely, but we will monitor. Does have pain most noted at bedtime. She would like to have her Percocet at bedtime routinely and wants to keep it p.r.n the remainder of the time and she is capable of making her needs known.

2. History of prediabetes. She was having fingerstick daily, but is not on DM II medications. So FSBS discontinued.

3. General care. Baseline labs are ordered to include an A1c.

4. Social. We will contact POA and interview with the patient.

CPT 99350

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

