


INITIAL EVALUATION
RE: Deloris Richter
DOB: 10/23/1938
DOS: 08/14/2023
Jefferson’s Garden
CC: New admit.
HPI: An 84-year-old female in residence since 08/03. She was propelling herself down the hallway in a wheelchair, stopped me and asked if I was looking for her and in fact I was, so we met in her room to talk. She also corrected me on the pronunciation of her first name with the French accent as opposed to the English version. From the get-go, the patient was quite engaging and as time went on she seemed to have less guard available, she was quite talkative, very animated expression, at times challenging and quite testy, but with time began to get bits of information though very limited and allowed a brief physical exam. I was able to contact and speak with the patient’s granddaughter/POA Melissa Gooden who is able to give me information. The patient has a long psychiatric behavioral history where she has pushed away her sisters, her three children and her grandchildren with the exception of Melissa who is the POA since 2001. Prior to Jefferson’s Garden, the patient was living by herself in a mobile home for seven years. She had previously lived in two different assisted living’s both of them from which she was evicted due to her behavioral issues. After the mobile home, the change from that to assisted living again was that she started having falls and was living in squalor and her POA putting into that.

PAST MEDICAL HISTORY: Major depressive disorder, obsessive-compulsive disorder, paraplegic in wheelchair, hypertension and CKD.
PAST SURGICAL HISTORY: Bilateral cataract extraction, T&A, cholecystectomy, bilateral mastectomy preventative, TAH also preventative, laminectomy with fusion, dental extractions right mandible recent and left hip surgery.

PSYCHIATRIC HISTORY: She has had psychologists in the past, most recently started with Dr. Kruse and DOA is not sure if he will continue following her in AL or what that will be.

ALLERGIES: The patient claims multiple medical allergies, however, her POA states that none of these has ever been proven and many of these medications she has taken without an allergic reaction.
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CURRENT MEDICATIONS: Effexor 75 mg q.d., HCTZ 12.5 mg q.d. and p.r.n. Tylenol and IBU.
DIET: NCS.

CODE STATUS: She has an advance directive indicating no heroic measures. DNR will be signed.
FAMILY HISTORY; No history of dementia or psychiatric disorders.

SOCIAL HISTORY: The patient has been married and divorced x2, has lived alone at least 30 years. She has three children who all live out of state who have nothing to do with her because of her behavioral issues. She is also alienated her biologic family due to her behavioral issues. She worked for the Auto Club of California as a younger woman and she after her second divorce has not worked and has drawn SSI.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: She has lost weight, but she does not have a baseline number. The patient states that she has poor sleep pattern, sleeps during the afternoon. Her appetite is good. POA adds that she has a history of calling EMSA and then gets to the ER and refuses treatment.
HEENT: She wears reading glasses. She states that she hears adequately and has her own teeth that are in poor health.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: Denies SOB, cough or any other respiratory issues.

MUSCULOSKELETAL: She states she had a broken back by one of her ex-husbands and that is what has led to her not being able to weight bear and walk and the use of a wheelchair. She is able to propel her manual wheelchair for short distances, otherwise wants to be transported, is weight-bearing only with assist for all transfers. Her last fall was three weeks ago showering alone at home in her trailer where she hit her right shoulder, went to the ER, no treatment needed.

GU: She is incontinent of urine.

GI: She can toilet for BM, but requires assist, otherwise uses her adult brief.

PHYSICAL EXAMINATION:

GENERAL: The patient is disheveled, seated in her manual wheelchair that she is propelling around. She makes glaring eye contact almost trying to intimidate and makes it clear that no one is going to help her that I am going to be like all the others, “I think I know what I am doing, etc.”
VITAL SIGNS: Blood pressure 150/93, pulse 68, temperature 98.3, respirations 16, and weight 146.6 pounds.
HEENT: Her hair is shoulder length and stringy. Conjunctiva clear. Nares patent. Native dentition in poor repair.
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NECK: Supple.

CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.
RESPIRATORY: Cooperates with deep inspiration. Lung fields are clear. No cough. Symmetric excursion.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength, able to propel herself around. She weight bears with assist. She has no lower extremity edema and generalized decreased muscle mass.
NEURO: She is alert, makes eye contact. Speech is clear. She can make her needs known. She is very testy and attempts to alienate people around her. She is able to give some information as she sees fit; otherwise, does not participate in her own history. She is alert and oriented x2, has to reference for date and time. Her speech is clear, she makes her needs known and a lot of her behavior is intentional.
SKIN: Very thin and dry. It is clear that she needs to be showered and that will be undertaken with the staff. No breakdown noted.

ASSESSMENT & PLAN:
1. Psychiatric issues. She will have psych nursing follow through home health and we will clarify who that is, as to whether she will continue with Dr. Kruse or another psychologist is unclear.

2. Hygiene. We will put that the patient needs to be showered and then she will have CeraVe lotion a.m. and h.s. to her legs. She claims a lanolin allergy, but niece states that that has been something that she has used and not had an issue with. Also, p.r.n. nausea that has not been treated, Zofran ODT 4 mg q.8h. p.r.n. The patient is capable for asking for medication.
3. General care. Baseline labs CMP, CBC and TSH ordered and we will review with POA as well as the patient. I spoke at length with POA who is fully aware of the patient’s behavioral issues and what she has done in the past and supports whatever care we need to do here.

CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

