


INITIAL EVALUATION
RE: Patricia Baker
DOB: 09/06/1936
DOS: 09/13/2024
Radiance AL
CC: New admit.
HPI: An 88-year-old female admitted 08/07/2024, from her Oklahoma City Home. On admission she was exit-seeking adamant that she was not going to stay here and then made threatening comments to self-harm and given this she was sent to Life Bridges Geri Psych Facility in McAlester and was there from 08/14/2024, with return on 08/23/2024. Since her return, staff report that she is more compliant has not been exit seeking and there have been no comments regarding self-harm. The patient has a daughter Allison who is also her POA and resides in Arizona who I was able to speak with today. Daughter had related to staff that the patient was indulged by her husband and that when she was upset or not getting her way that she would verbally comment that she was going to kill herself. There was never any action taken in that regard and throughout the interview, the patient initially was a bit distant and then aloof then seem to warm up and to most questions she either was not able to recall or gave only limited information.
PAST MEDICAL HISTORY: Unspecified dementia with BPSD moderate stage, hypertension, DM II, and depression.
MEDICATIONS: Norvasc 5 mg q.d., HCTZ 12.5 mg q.d., Toprol 50 mg q.d. Zocor 20 mg h.s., levothyroxine 25 mcg q.d., metformin 500 mg one tab b.i.d., olanzapine 2.5 mg h.s., and Zoloft 50 mg q.d.
SURGICAL HISTORY: Tonsillectomy, hysterectomy, she has a left knee scar that she thought was surgery and daughter states it was from picket fence injury when she was a child.
SOCIAL HISTORY: The patient was living alone in her Oklahoma City Home until admission on 08/02/2024. She is a widow since about 2007 per daughter after a 45-year marriage and one child Allison who resides in Arizona. The patient graduated from the University of Tulsa with a degree in education. She worked both teaching and in childcare and non-smoker and nondrinker.
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She is a practicing Catholic and has communion come to her here from the local St. Eugene’s once weekly and leading to admission here was a culmination of the patient’s neighbors calling her daughter and letting them know that her mother was doing unusual things roaming the neighborhood at odd times knocking on people’s doors asking for help and their concern was for her safety and when daughter arrived she did see what was being referenced.
ALLERGIES: NKDA.
CODE STATUS: DNR.
DIET: Regular with thin liquids.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: She had lost weight down to the 100 in teens but has gained weight and daughter states that she looks much better.
HEENT: She wears reading glasses. Has native dentition. Hears quite well without hearing aids.
CARDIAC: Denies chest pain or palpitations. BP well-controlled.

RESPIRATORY: No cough expectoration or SOB.

GI: Good appetite. No difficulty chewing or swallowing. Incontinent of bowel. Denies constipation.

GU: She denies urinary leakage. No UTI history.

NEURO: Memory deficits that she does not seem aware how she can become annoyed easily. She states that she sleeps without any difficulty. Her appetite is good and denied any pain.
PSYCHIATRIC: Daughter states that her mother’s cognitive decline has been rapid it has been hard for her to accept and she acknowledges her mother has been indulged most of her life and found out in adulthood that she was adopted and generally eccentric.
PHYSICAL EXAMINATION:
GENERAL: The patient alert, well-groomed initially hesitant and then became cooperative to being seen.
VITAL SIGNS: Blood pressure 128/70, pulse 70, temperature 96.8, respiratory rate 18, and 137.8 pounds.
HEENT: Her hair is shorter length and well-groomed. Sclerae clear. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple. Clear carotid. No LAD. She made eye contact, but for the most part her facial expression was guarded and on the defense, but did start to relax.

CARDIAC: She has regular rate and rhythm without murmur, rub or gallop. PMI is nondisplaced.

RESPIRATORY: Normal effort and rate. Clear lung feels. No cough and symmetric excursion.
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ABDOMEN: Flat. Nontender. Hypoactive bowel sounds present. No masses.

MUSCULOSKELETAL: Independent ambulation goes from sit to stand and vice versa without assist. Moves arms in a normal range of motion. Intact radial pulses. No lower extremity edema and has fairly good motor strength.

SKIN: Warm, dry, intact and good turgor.
NEURO: CN II through XII grossly intact. She is oriented to person in Oklahoma. Speech is clear. She makes how she feels known and takes some coaxing and then started to relax and be cooperative.

PSYCHIATRIC: Toward the end her affect was relaxed and smiled and laughed with the nurse initially guarded and defensive.
ASSESSMENT & PLAN:
1. DM II. New A1c is 7.0, target for her age is 7 to 7.5 and decreasing metformin to one tab q.d.
2. Hyperlipidemia. She comes out for meals and is participating in an activity here and there and appears to be starting to acclimate to a new residence.
3. DM II. A1c is 7 target range is 7 to 7.5 for her age and decreasing metformin 500 mg ER q.a.m. only.
4. Hyperlipidemia. The patient is on simvastatin 20 mg q.d. with TCHOL 167, HDL 53 and LDL 100. All labs within target range no change.
5. CBC, H&H are 12.4 and 36.4, with normal indices and platelet count of 226K all WNL.

6. CMP review. All values WNL and no concerns.
CPT 99345 and direct POA contact 30 minutes and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

