


INITIAL EVALUATION

RE: Louise Elwood
DOB: 12/03/1933

DOS: 06/22/2023
Harbor Chase AL

CC: New admit.

HPI: An 89-year-old patient seen in room with her son/POA Patrick Elwood present. The patient was seated in her wheelchair watching television. She was quiet did accept her son moving her chair around so that she would be facing both of us. She is not able to give information. He was the source of information and there is a note from SNF Accel at Crystal Park. Some reports that the patient was hospitalized at Norman Regional Hospital after four months of complaints regarding abdominal pain that came to a head. The patient had a full GI workup, EGD, colonoscopy, and abdominal CT. He states he was shocked when he was told that there was nothing abnormal found and that it was believed to be related to anxiety. While I found it hard to believe, he was told that she would be started on anxiety medication i.e. BuSpar and then sent to Accel at Crystal Park for SNF and while there her PO intake improved. She gained 5 pounds. She was able to sit up and able to do some things for herself that she had not been previously. He notes that patient had been ambulatory up until the abdominal pain issues continued and then she began to use a wheelchair. She remains in the wheelchair can propel it slowly for short distance generally requires being transported. She was at Accel at Crystal Park for 20 days beginning 05/31. She was admitted here from there. The patient sat quietly through the interview and did not attempt to make any contribution.

PAST MEDICAL HISTORY: Senile debility with weakness, GERD with esophagitis, no bleeding, anxiety disorder, fibromyalgia, bilateral primary OA of knee, difficult with ambulation is in wheelchair, HTN, HLD, anemia, and prolapsed uterus.

ALLERGIES: Multiple see chart.

DIET: Regular with chopped meat and thin liquid.

CODE STATUS: The patient has an advanced directive indicating no heroic measures. I informed son that in facility a DNR would be needed to support requests of advanced directive. He states that there was a signed DNR. He is not sure where it is at after discussion he consents to my signing DNR physician certification.
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MEDICATIONS: ASA 81 mg q.d., Colace b.i.d., hydroxyzine 25 mg b.i.d., probiotic q.d., levothyroxine 150 mcg q.d., losartan 50 mg q.o.d., MiraLax q.d., omeprazole 40 mg q.d., Zocor 20 mg h.s., sucralfate 1 g q.i.d. a.c. h.s., Detrol ER 2 mg q.d., amitriptyline 25 mg h.s., BuSpar 15 mg b.i.d., doxepin 10 mg q.d., and diclofenac gel to knees b.i.d.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: There has been some weight change but it is not quantified.

HEENT: Stable vision and hearing.

CARDIAC: No chest pain or palpitations. Positive for HTN and HLD but no recent monitoring.

ABDOMEN: Occasional nausea. No recent emesis. Abdominal pain has decreased.

MUSCULOSKELETAL: She weightbears for pivot transfers. She is nonambulatory. She is in wheelchair that she propels only for short distance.

GU: She has urinary incontinence can be toilet it if done routinely. She can let someone know when she has to have a bowel movement and to be toilet it but has also used an adult brief.

SKIN: She denies pruritus or breakdown.

PHYSICAL EXAMINATION:

GENERAL: The patient sitting up in her wheelchair. She looks around is quiet and does not speak only a few words later.
VITAL SIGNS: Blood pressure 123/96. Pulse 82. Temperature 98.1. Respirations 17. Weight was 156.6 pounds.

HEENT: She has full-thickness hair that is combed. Conjunctivae clear. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple.

CARDIOVASCULAR: She has regular rate and rhythm without MRG. PMI nondisplaced.

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

ABDOMEN: Slightly protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. She has fairly good neck and mild compromise of truncal stability. She is able to move her feet in a wheelchair but it takes some effort to go any distance and trace lower extremity edema. Moves arms in a normal range of motion.

SKIN: Warm, dry, and intact with good turgor.

NEURO: CN II through XII grossly intact. She is alert, makes eye contact, and oriented x 2. She defers to her son.
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ASSESSMENT & PLAN:

1. History of abdominal pain with decreased PO intake and nausea. GI evaluation during hospitalization about five to six weeks ago showed no etiology for symptoms. She is placed on a PPI for GI protection and sucralfate for very mild gastritis without bleeding.

2. Nonambulatory due to generalized weakness before all this son reports that she used a wheelchair that she could propel but was not ambulatory. We will need PT and OT for strengthening and conditioning.

3. OA. Celebrex to knee along with Voltaren gel q.i.d.

4. Social. Reviewed all with her son/POA Randy and he requests referral for Phoenix Home Healthcare they have already contacted my office as well as myself this morning and information will be given.

CPT 99345 and direct POA contact 30 minutes

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

