


INITIAL EVALUATION
RE: Valerie Ward
DOB: 07/31/1937
DOS: 07/27/2023
HarborChase AL
CC: New admit.
HPI: An 85-year-old female seen in room. Her daughter was present who assisted in giving information. The patient was alert and able to give information. Prior to coming here, the patient was living at home alone. On 06/27/23, she had a fall out of bed, complained of right leg pain. In the ER, she was found to have a lengthy femur fracture. She was transferred to McBride Bone & Joint where she underwent surgical repair. Dr. Tkach was the orthopedist. The patient then went to SNF at Parc Place on 07/03/23. The patient believes that she did well with physical therapy. She was in a wheelchair that she can propel when seen, but she walks limited amount in her room using a walker. She is limited to 50% of full weightbearing. The patient states that there is sensation of soreness along the length of her thigh and the femur fracture was lengthy and she has multiple clips and pins placed per pictures of her postsurgical x-rays. She has p.r.n. Norco and she takes it as she needs to, but tries to limit it. The patient arrived at HC on 07/21/23.
DIAGNOSES: Femur fracture with change in mobility, mild cognitive impairment and has a history of word apraxia that occurred when using gabapentin and it cleared up when that medication was discontinued.

PAST SURGICAL HISTORY: Most recent femur surgery right leg, history of bilateral hip replacement, breast lumpectomy found to be malignant and had radiation therapy, cardiac stents x2, hysterectomy, and cholecystectomy. She has had left eye laser surgery and was told she is a candidate for bilateral cataract extractions, but no date has been planned.

MEDICATIONS: ASA 81 mg q.d., Lipitor 10 mg h.s., docusate b.i.d., probiotic q.d., Claritin 10 mg q.d., meclizine 25 mg b.i.d., methocarbamol 500 mg h.s., Eliquis 2.5 mg b.i.d. and daughter questions the use of that medications and states she should not be on it, but it was a discharge medication for McBride, MVI q.d., oxybutynin 5 mg b.i.d., Protonix 40 mg q.d., tramadol ER 300 mg q.p.m., D3 25 mcg q.d., Medrol 4 mg use as directed and there are no current instructions, and Zofran 4 mg p.r.n.
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ALLERGIES: Morphine and sulfa.

DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient was living in her own home alone up until this event occurred and was agreeable to going to a facility where she had more care assist. She quit driving three years ago secondary to vertigo which continues, but is treated with meclizine with benefit. She is divorced x30 years so considers herself single. Her daughter is POA along with the patient. However daughter is POA and the patient has a son who she states she does not know what is up to these days. Her prior occupations were realtor and an insurance loan officer. She is originally from England and has been in the United States since about 1958 and nonsmoker and nondrinker.

FAMILY HISTORY: Her mother had dementia.

REVIEW OF SYSTEMS:
Her baseline weight is 130 pounds.
HEENT: She wears reading glasses. She has an upper plate that is lose due to weight loss.

RESPIRATORY: No SOB or cough.

CARDIAC: She denies chest pain or palpitations.

MUSCULOSKELETAL: She propels her manual wheelchair. She calls for assist for transfers. Prior to recent femur fracture, she used a cane when ambulating.
NEURO: Currently self administering medications which daughter states are primarily supplements.

GU: Continent of bladder.

GI: Continent of bowel.

PHYSICAL EXAMINATION:
VITAL SIGNS: Blood pressure 119/88, pulse 60, temperature 97.8, respirations 20, and weight 109 pounds so a weight loss of 21 pounds from her baseline.

HEENT: Her hair is short but combed. Conjunctivae clear. Nares patent. Moist oral mucosa. She had a plate in place and seemed to talk normally, but adds that she feels that she works to keep it in her mouth.

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

CARDIAC: She has a regular rate and rhythm. No M, R. or G. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
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EXTREMITIES: She has generalized but minimal loss of muscle mass and motor strength. She is thin. There is tenderness to palpation along the anterolateral aspect of her femur. She propels her wheelchair with her feet. Minimizes any weightbearing and if needs to for transfers pivots with her left leg. No lower extremity edema.

NEURO: CN II through XII grossly intact. She makes eye contact. Her speech is clear. She is quite feisty. She voices her needs. She does have a sense of humor and is actually quite pleasant. She does have some short-term memory deficits. She is oriented x2 to 3. 

PSYCHIATRIC: She has a sense of humor. She clearly makes her own needs known and is somewhat adamant that she be recognized as a single person.
ASSESSMENT & PLAN:
1. Right femur fracture status post SNF. She is now currently receiving PT and OT x2 weekly per Providence who is her home health provider.
2. Pain management. She manages her own medications and states that she limits it to less than q.6h.
3. Vertigo, managed on meclizine with no fatigue as a result.

4. Reflux, controlled with Protonix.

5. General care. CMP, CBC and lipid profile are obtained.

CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
