


INITIAL EVALUATION
RE: Nancy McClintock
DOB: 09/05/1930
DOS: 06/27/2023
Jefferson’s Garden
CC: New admit.

HPI: A 92-year-old who is seen for the first time. Her son/POA Carrie, who is a retired chiropractor, is present and gives information. The patient was seen initially and then we went into his mother’s room where nurse from Golden Age Home Health was present and seeing the patient for the first time. The patient was pleasant, made eye contact. She was engaging and cooperative to exam. The following history is per son Carrie. 
PAST SURGICAL HISTORY: Appendectomy, bilateral cataract extraction, retinal tear repair, right knee surgery and skin cancer removal from right forehead.

MEDICATIONS: MiraLAX q.d., amiodarone 200 mg q.d., vitamin C 500 mg q.d., ASA 81 mg q.d., Os-Cal b.i.d., Zyrtec 10 mg q.d., Omega-3 q.d., magnesium 200 mg q.d., CoQ10 q.d., cranberry capsule q.d., MVI q.d., Senna-S q.d., and MOM 30 mL p.r.n.

ALLERGIES: NKDA.

CODE STATUS: Full code.

DIET: Regular.

HOME HEALTH: Golden age.

SOCIAL HISTORY: The patient lived in an independent living at Baptist Village in OKC for two and a half years. She has been widowed for four years after 65 years of marriage. The patient has three children. They are co-POA’s: at least Carrie thinks they are. He lives here in Oklahoma City and is a retired chiropractor. The patient has a daughter who lives in Tulsa and a son who lives in Pennsylvania. 
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The patient lived in Amarillo and moved from Amarillo to Altus approximately 12 years ago. In Altus, she and her husband lived together and then when he passed, she remained there for some time prior to moving to OKC. The patient is a retired secretary for the City of Amarillo Billing Department and a lab tech at the Amarillo Water Treatment Plant and a church secretary. She is a nonsmoker and a nondrinker.

FAMILY HISTORY: The patient’s mother and maternal grandmother both had dementia. Her mother passed at the age of 89. Her father died in his 90s of natural causes. The patient has had one brother who died when he was 12, otherwise no other siblings. 

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Son is not aware of what her baseline weight was and cannot tell whether she has lost weight.

HEENT: She wears corrective lenses and has bilateral hearing aids and native dentition. No difficulty chewing or swallowing. However, she does have difficulty swallowing pills.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

GI: She has periodic constipation, but that is currently managed with the stool softeners mentioned and has occasional incontinent episodes.

GU: She has bladder leakage, wears Depends. No recent UTIs. The patient does have increased awaking during h.s. to urinate.
MUSCULOSKELETAL: An injury fall while at Baptist Village. She ambulates with a walker.

SKIN: She has a known coccyx sore and was admitted with lower extremity edema that is now oozing.

NEURO: The patient has had dementia symptoms approximately four years ago. Son is not able to state if she has seen a neurologist and given a formal diagnosis. The patient was having a slow decline and then had the fall at BV where she fell, broke her right hip, underwent ORIF and since then he said there has been acceleration of decline such that she was no longer able to live in IL. 
PHYSICAL EXAMINATION:

GENERAL: Thin elderly female seated quietly. She made eye contact. She was well groomed and pleasant.

VITAL SIGNS: Blood pressure 102/82, pulse 72, temperature 97.7, respirations 16, and weight 125.8 pounds; recheck of BP is 128/68.
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HEENT: She has shoulder length gray hair which was styled and combed. Conjunctivae clear. Glasses in place. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple. No LAD. Clear carotids.

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

CARDIOVASCULAR: She had an irregular rhythm. No M, R or G. PMI nondisplaced.

ABDOMEN: Flat and nontender. Bowel sounds present. No masses or rebound signs.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Intact radial pulses. Bilateral lower extremities: There is 2+ edema to bilateral lower extremities. It is soft to touch and leaves a well-formed indentation.

NEURO: The patient makes eye contact. She states a few words, soft-spoken and gives very brief answers to basic questions. Orientation x 2. She is cooperative and looks to her son when she is unable to answer.

SKIN: Skin is wet. There is generalized oozing of clear fluid and in a couple of areas, it is serosanguineous. There is no warmth or pinkness to the skin. On her coccyx, there is a small pressure sore that has some pinkness without warmth or tenderness. There is no drainage, but there is tissue that is exposed.

ASSESSMENT & PLAN:
1. Bilateral lower extremity edema +2 with weeping. This is a new development. The patient denies having this before. I have ordered Unna boots to be placed today with every three-day check for change and they are placed today by HH nurse. Also, torsemide 40 mg q.d. with 10 mEq of Effer-K and we will monitor the patient’s BP and HR while she is receiving this dose. My hope is to get control within 10 days and then be able to decrease the torsemide to 20 mg and if needed divided doses. I will monitor her blood pressure and she is not on a blood pressure medication to hold. There may be some secondary mild gain in BP control with the amiodarone. 
2. Atrial fibrillation. Amiodarone is for rate control. We will have HR monitoring and if able, we will decrease the dose to 100 mg q.d. 
3. Generalized weakness. The patient had a significant fall at BV resulting in a right hip fracture requiring ORIF. She has been somewhat unsteady with her walker use, appears cautious and almost afraid that she will fall again which is very reasonable. She definitely needs and would benefit from physical therapy to help her regain strength, endurance and balance with the use of a walker and going from sit to stand and vice versa. 
4. Coccyx sore. It is stage II and requires wound care. I alerted HH nurse to this and she did wound care to that area as well. 
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5. Code status: I did bring this up to son and asked him to discuss it with his mother. He thinks there may be a DNR somewhere, but he is not sure where and we can review that at my next visit. 
6. General care: CMP, CBC and magnesium level ordered along with TSH and we will make adjustments as needed once labs are reviewed. 
7. Pill dysphagia: Medication crush order written. 
CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
