


INITIAL EVALUATION
RE: Mary Francis
DOB: 06/10/1943
DOS: 06/06/2025
Rivermont AL
CC: New admission.

HPI: The patient is an 81-year-old female in residence since 05/16/2025. The patient presented here after a skilled care stay at Grace Living Center in Norman and that was following hospitalization at Norman Regional Hospital. The patient was hospitalized after a fall at her home and was unable to get up and presented with multiple musculoskeletal issues as well as a baseline of chronic lymphocytic leukemia in remission. During her hospitalization, she was diagnosed with hypertension and started on lisinopril 10 mg q.d. While on lisinopril at GLC, systolic pressures were found to be in the 150s. The patient is seen in her room today. She is engaging. She is able to give information to some extent. It is clear that there are also some memory deficits confusing time spans.
PAST MEDICAL HISTORY: Chronic lymphocytic leukemia in remission followed by Dr. Asch and continues on protocol of ibrutinib 140 mg capsules three capsules q.d., chronic dislocation of right shoulder, chronic pain of both knees due to OA, hyperlipidemia, hypertension, peripheral neuropathy, chronic constipation, muscle spasms, and pain management.

PAST SURGICAL HISTORY: Bilateral hip replacement, bilateral knee replacement, posterior laminectomy of C2 through C5, left thumb surgery, bilateral cataract extraction, chronic right shoulder displacement with total shoulder arthroplasty recommended; the patient has deferred.

MEDICATIONS: Acyclovir 400 mg one tablet b.i.d. prophylaxis, MVI q.d., vitamin D3 10 mcg two tablets q.d., B12 1000 mcg q.d.,. gabapentin 300 mg h.s., ibrutinib 140 mg three capsules h.s., lisinopril 20 mg q.d., Mobic 7.5 mg q.d., potassium gluconate 595 mg q.d., Senna Plus one tablet b.i.d., tizanidine 2 mg one tablet q.8h. p.r.n., Norvasc 5 mg q.d. and parameters of when to hold BP medications given.

ALLERGIES: NKDA.
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DIET: Regular.
SOCIAL HISTORY: The patient is divorced, lived in a condominium at Cardinal Creek, had a live-in roommate who was a caretaker and is also female. The patient is a nonsmoker and nondrinker. The patient is a retired reading specialist for the Midwest City School Systems. She has a master’s degree from OU. The patient has three sons; one named Dan lives in Norman and a son who lives in Indiana who is her POA and another son in Texas.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient has had some weight gain and loss; her base weight is 138 pounds.
HEENT: She wears reading glasses and has bilateral hearing aids which she tends to wear daily. Native dentition with no recent dental issues, but states that she routinely feels like she has phlegm at the back of her throat that she cannot clear and intermittent nonproductive cough.

GI: She denies any difficulty chewing or swallowing. She is continent of bowel, but has chronic constipation. She has a good appetite.
GU: No recent UTI history. She is continent of urine. Occasional leakage.

MUSCULOSKELETAL: The patient has had a series of falls. She has a wheelchair, but it is difficult for her to propel. She has a walker which she finds easier to get around in. She has bilateral leg pain that is chronic, spasm treated with tizanidine.
NEURO: The patient is sleeping fairly good with a baseline of insomnia. It is improved from the time she was in hospital through SNF and hopefully will continue here.

PHYSICAL EXAMINATION:

GENERAL: Chronically ill-appearing female seen in room, initially a little edgy, then relaxed and cooperative.

VITAL SIGNS: Blood pressure 127/60, pulse 71, temperature 97.7, respirations 16, O2 sat 92%, and weight 147 pounds with a BMI of 27.78.

HEENT: NCAT. EOMI. PERLA. Bilateral hearing aids in place. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.
RESPIRATORY: Normal effort and rate. Lung fields relatively clear. No cough. Symmetric excursion. Decreased bibasilar breath sounds secondary to effort.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.
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ABDOMEN: Soft and nontender. Bowel sounds hypoactive. No masses.

NEURO: She is alert and oriented x 3. Her speech is clear. She requests specific explanations and discussion of DNR. The patient wants various scenarios presented and what would be done in those cases and, after a few, I told her that she was going to make a decision one way or the other which she finally did. Her affect is somewhat irritable, but she is able to feed back to me the discussions that we had.
ASSESSMENT & PLAN:
1. Pain management. The patient states that she wants her pain medications given on a regular schedule that was ordered from my initial visit with her and tizanidine 2 mg and tramadol 50 mg are given together at 9 a.m., 3 p.m., 9 p.m. and 3 a.m. and I told the patient she had been receiving them on that schedule and it is the same schedule that she has also then refused some of the medications on. She was quiet, but stated she would be cooperative. I told her that it was her prerogative to refuse medication, but once medications were taken out of the blister pack or bottle that they are not put back in rather they are wasted, so she has that information.
2. Code status. We discussed DNR. She posed multiple scenarios and I just cut that and just told her what DNR consisted of that it in no way affected ongoing care and after some discussion, she stated she wanted to be DNR. She did not want someone pounding on her chest and then living in a vegetative state. So, DNR form is completed and placed in chart with order written.
3. Social. I contacted her son/POA Dan Francis and he was actually quite vocal about the DNR issue stating that his mother had a living will that made it clear what her wishes were that she had always emphasized she wanted no heroic measures taken and he had already spoken with the staff here about that. He also then went into the fact that his mother has an undiagnosed, but he is certain of, histrionic personality disorder and it has affected all her relationships with family and with friends and he has as the oldest been the unfortunate one as he states to have to deal with medical care issues with her and he has done that. He agrees with the DNR form and states that if she tries to take it back later that it is not to be rescinded as they have a legal form where she committed to DNR in her advance directive.

4. Chronic lymphocytic leukemia in remission. She continues on maintenance medication ibrutinib and son stated that she just happenstance enrolled herself and a clinical trial with the Leukemia and Lymphoma Society as part of fund-raising and then ended up through evaluation having a white count of 65,000 and qualifying for actual treatment. Her last visit with Dr. Asch was on 06/03/2025 at OUMC Stephenson Cancer Center. Her next followup visit is on 08/26/2025 at 3:30 p.m. at OUMC Stephenson Cancer Center. We will request those labs and, if we do not obtain, then we will draw them here.
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5. Musculoskeletal deficits which are multiple. She is now receiving PT and OT through Med-Staff Home Health who were the company that followed her at GLC Norman SNF and son was given information on how to contact them so that he can get her discharge diagnoses from her stay at GLC from the same company.

CPT 99345, direct POA contact 40 minutes, and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
