


INITIAL EVALUATION
RE: Joann Gentry
DOB: 01/30/1933
DOS: 07/16/2024
Featherstone AL

CC: Initial visit.

HPI: A 91-year-old female seen in room. This is my initial visit with her and introduced myself as PCP and asked if she had any questions. The patient was very engaging, talking about her life, pointing to different people, and pictured in photos hanging. It took a bit to redirect her regarding her medical history. Staff reports that the patient is compliant with caretaking her medications. She does come out to socialize and she certainly was able to voice her needs. The patient denies any recent falls and no recent UTIs. She was hospitalized on 02/04/24 through 02/06/24 for aspiration pneumonia. She returned to facility and completed p.o. ABX (Augmentin).
PAST MEDICAL HISTORY: Dementia without BPSD, hypertension, hyperlipidemia, coronary artery disease, peripheral neuropathy, GERD, and chronic venous insufficiency.

PAST SURGICAL HISTORY: Appendectomy, TAH., hemorrhoidectomy, tonsillectomy, left carotid endarterectomy, aortic valve repair, three-vessel CABG, and pacemaker.

MEDICATIONS: Lipitor 20 mg h.s., Zyrtec 10 mg q.d., Lamictal 100 mg b.i.d., MVI q.d., Aricept 10 mg h.s., Namenda 5 mg b.i.d., Norvasc 5 mg q.d., gabapentin 300 mg b.i.d., Colace b.i.d., Nexium 20 mg q.d., ASA 81 mg q.d., Lasix 20 mg q.d., and biotin 1000 mcg q.d.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient is widowed. She has two children Lavon and George. Daughter Lavon Scott is medical POA. The patient has a 120-pack smoking history, quit smoking several years ago, but stated she missed it and rare social ETOH use. She no longer drinks.
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FAMILY HISTORY: Significant for hypertension and CAD with MIs.

CODE STATUS: DNR.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is stable.

HEENT: She wears glasses. Bilateral hearing aids, but still has some deficit. Full dentures that appeared to be fitting appropriately. She is continent of bowel. She has urinary leakage for which she wears a pad at bedtime. She is ambulatory, but uses a walker and again remote history of falls. She sleeps through the night. She has a good appetite. Denies pain of any sort. She states that she has a good water intake making herself drink enough throughout the day.

PHYSICAL EXAMINATION:

HEENT: She has short very fine hair that is combed and she actually stated that she had been to the beauty shop. Sclerae are mildly injected. No drainage. She wears glasses in place. Nares patent. Moist oral mucosa. Bilateral hearing aids worn with still some hearing difficulties and dentures noted, appeared to be secured and fit.

NECK: Supple. She has clear carotids. No LAD.

RESPIRATORY: Normal respiratory effort and rate. Slight decreased bibasilar breath sounds and prolonged expiratory phase. Lung fields are clear without cough.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Nontender. Hypoactive bowel sounds. No distention or masses.

NEURO: CN II through XII grossly intact. She makes eye contact. She is animated, inappropriate manner when she is speaking. Clear short-term memory deficits. Affect is congruent with topic. She is cooperative. She does not ask questions. She requires some redirection and she has some communication issues that at times simply because she is not hearing.
SKIN: Thin and dry, senile changes, a few scattered bruises, but no major abrasion, skin tears or other breakdown.

PSYCHIATRIC: She appears to be comfortable. She is very social and can make her needs known.

ASSESSMENT & PLAN:
1. Hypertension. The patient is on 20 mg Lasix. It is only blood pressure altering medication and BP is in good control. BMP was recently checked prior to my assuming care and shows BUN and creatinine WNL at 13/1.11 and electrolytes WNL.
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2. Dementia. There is evidence of it, but it is not glaring and she has no associated behavioral issues. She just needs repetition at times and some assistance occasionally.
3. Gait stability. She uses her walker faithfully. She states she does not try to walk around even in her apartment without it.

4. CAD. She denies any chest pain. She states that she knows what that is like, but has not had any in a long time. She does have available p.r.n. SL NTG and knows how to take it.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
