


INITIAL EVALUATION
RE: Bernadette Smith
DOB: 

DOS: 08/14/2024
Rivendell AL
CC: New admit.
HPI: A 72-year-old female in residence since 08/05/2024. She was previously in Respite Care at HarborChase, now the Harrison. I am familiar with the patient from that facility. Her husband was in Memory Care there. They have a very toxic relationship. She is very co-dependent on him and he is an abusive alcoholic. He has a cell phone in Memory Care here and continues to call her and will still be abusive to her, but she wants to talk to him. There was also discussion about her getting to have lunch with him every day and that has been clarified as not feasible due to staffing, so maybe occasional, but certainly not every day. I told her that for the next week that she is not to physically be in contact with him except for this weekend when her family is having a birthday party for her and there will be family there as well as him, that that can be the exception but for between now and next Wednesday, she is not to go there and visit with him. She also brings up her urinary incontinence. Her daughter has bought a PureWick. She has not used one before and has taken it out on staff that they do not know how to set it up properly for her when she has actually used it here because staff has set it up for her. When I saw her, her daughter was on the phone and she was the one that gave me the information about the birthday party, etc., but she also heard me say that no contact until reevaluate situations next week.
DIAGNOSES: Anxiety disorder, chronic depression, glaucoma, legal blindness, hypertension, IBS, osteoporosis, sarcoidosis, COPD, GERD, chronic back pain and alcohol abuse, which has recently stop since she was in Respite Care so no alcohol that I am aware of in two weeks.
The patient has an advanced directive that I will write for a DNR.

MEDICATIONS: D3 2000 IUs q.d., MVI q.d., amlodipine/benazepril 5/20 mg one q.d., Prozac 40 mg q.d., ASA 81 mg q.d., hydroxyzine 25 mg t.i.d. routine and p.r.n. __ six per day that has not been very clear order, ___ q.d., Tylenol two tabs q.6h. p.r.n. and natural balance tears two drop OU p.r.n.
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CODE STATUS: DNR.

DIET: Regular.

SOCIAL HISTORY: The patient lived in IL at the mansions at Waterford four years prior to coming here. She states that going on hospice is what led to her coming here feeling that they did not want her there any longer. She is divorce from Jack. Has five living children one who passed. Her granddaughter Kayla Norman is her POA. The patient retired from the state working in the Department of Insurance where she trained other staff on Medicare and other insurance plans that they then worked with the patients to use and she has a 30-pack-year smoking history. Denies any smoking in the past 30 years and no alcohol use and additional diagnoses. She has chronic back pain with polyarthritis, glaucoma and her pulmonary physician was Dr. Arun Devakonda. She states that has not seen him since going on hospice.

DIET: Regular. The patient has some difficulty chewing at and she has dentures. died is changed to regular mechanical soft minced moist with gravy on side right.

HOSPICE: APES hospice.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is about 120 pounds. She arrived here to 120 pounds and is currently 126 pounds.

HEENT: She wears reading glasses. She has dentures in a partial. It is hard for her to chew at times due to weight loss and requested some dietary change if possible, which is done.

RESPIRATORY: O2 continuously, however, she sat with me and we interviewed for about 30 minutes without oxygen in place and she seemed comfortable. She denies chest pain or palpitations and history paroxysmal afib. She has not been on anticoagulant. Respiratory per HPI.

GI: Routine constipation that she states she goes about every three days and at times its work to do that.

MUSCULOSKELETAL: She ambulates with a walker. Her last fall was about two months ago. Her husband states that she falls frequently, but no injury. She can account for why part of it is I think her O2 to be in the way. She sleeps through the night without difficulty. Her appetite is good. She states the food here is delicious and additional GI.

GI: She is cognitive of bowel.

GU: She has had a rare UTI. She wears the pants. I thus have urinary leakage, but had nocturia is a big issue that she has a bedside commode that she uses a couple of two to three times a night.
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SKIN: She is developed new patchy areas that are flaky and itchy. She showed me several and clearly looks like eczema. She has not been treated for it. She states that it just occurs randomly.

MUSCULOSKELETALL: She has her words a bad back. Most of the pain is mid back and just generalized arthritis.

PHYSICAL EXAMINATION:
GENERAL: Obese female seen for the first time. Daughter on phone.
VITAL SIGNS: Blood pressure 148/71, pulse 76, temperature 97.6, respiratory rate 16 and 190 pounds.

CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

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

ABDOMEN: Obese. No distention or tenderness.

MUSCULOSKELETAL: #She ambulates with the use of a walker. She just has to be given direction and she has trace bilateral lower extremity edema. Moves arms in a normal range of motion.

NEUROLOGICAL: She makes eye contact to some degree or looks in the direction for the voice kind from. Her speech is clear. She expresses herself. She makes her needs known sometimes is abrupt about it and orientation to person and place. She has to reference for date and time. Legally blind and is able to get orientation to her current space, but needs assist.
ASSESSMENT & PLAN:

1. See clarification of hydroxyzine. I was informed after I spoke with the patient that she has daily at multiple calls for additional hydroxyzine wanting more than the six per day limit and then daughter calling as well so I am stopping that. She is going to get hydroxyzine 50 mg in the morning 25 mg in the afternoon and 50 mg at h.s. and then she will have an additional times one p.r.n. dose.
2. Insomnia. Trazodone 50 mg h.s. will be started.
3. Clarification of eyedrops./ Its nocturnal eye drops and it will be two drops per eye t.i.d. routine.
4. Daughter want to make sure that she has some things available to her should she need them so times 500 mg one q.8h. p.r.n. Imodium 2 mg tab, TUMS two tabs at initial loose stool etc. ordered. The patient already has Tylenol ordered.
5. Advance care planning. The patient has an advanced directive DNR form needs to be completed in facility to uphold the expressed where she so DNR form is completed and placed in chart with order written.
6. General care. CMP, CBC and TSH ordered
CPT 99345 direct POA contact 20 minutes in advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

