


INITIAL EVALUATION

RE: Marilyn Hartman
DOB: 11/14/1941

DOS: 09/12/2024
The Harrison AL

CC: New admit.

HPI: An 82-year-old female who is seen today, her husband with whom she shares an apartment was also present. They have been in residence since 09/08/2024. The patient was pleasant and cooperative; shortly into her speaking, it became clear that she has an expressive aphasia, but she still attempted to give information showing that she understood the question asked. Her husband was also very patient, made eye contact with her and at times would then tell me what she was trying to say. The patient has a diagnosis of memory loss with a cognitive communication deficit, but no firm dementia diagnosis. The patient and her husband are natives to Oklahoma and came here from Denton, Texas where they lived approximately 17 years and returning now and they have a son Michael who lives in the vicinity of the Harrison.

PAST MEDICAL HISTORY: The patient’s diagnoses also include hypothyroid, hyperlipidemia, hypertension, allergic rhinitis, degenerative disc disease of the lumbosacral area, generalized osteoarthritis, spinal stenosis, and osteopenia.

PAST SURGICAL HISTORY: C5-C6 fusion, appendectomy, left TKA, bilateral thumb surgery secondary to OA, and bilateral hip replacement.

ALLERGIES: BEXTRA and TRIMETHOPRIM.

MEDICATIONS: ASA 81 mg q.d., atenolol 50 mg q.d., azelastine nasal spray b.i.d., D3 25 mcg q.d., ciclopirox apply to affected area b.i.d., Flonase nasal spray q.d., levothyroxine 175 mcg q.d., meloxicam 7.5 mg q.d., MVI q.d., and Zocor 40 mg q.d.

DIET: Regular.

CODE STATUS: Full code.
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SOCIAL HISTORY: She and her husband have been married 62 years, they have two sons Michael who is in Oklahoma City and Steve who is in Texas. Steve is the POA. The patient worked in the insurance industry for several years before retiring. She was a nonsmoker and nondrinker.

FAMILY HISTORY: The patient’s father had Alzheimer’s dementia. Her mother died at relatively young age of an MI.

The patient was also seen by a neurologist in Denton, Texas. Son reports that she had CTs with and without contrast looking for CVA or any other acute on chronic issues and none were found. No evidence of a CVA that would account for her speech issues.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: She is at her baseline weight.

HEENT: She wears glasses, has native dentition, hears well without hearing aids.

MUSCULOSKELETAL: Polyarthritis, but is ambulatory with the use of a walker. She denied any significant fall history though husband pointed out that she did have a fall here shortly after admission, no injury.

GU: Urinary leakage. She does wear an adult brief.

GI: No difficulty chewing or swallowing. Denies dyspepsia. She is continent of bowel. Occasional constipation. The patient has a good appetite. She sleeps through the night.

PSYCHIATRIC: She denies depression or anxiety. She says that sometimes she does worry about things, but notes that she thinks that that is natural.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, makes eye contact and is cooperative.
VITAL SIGNS: Blood pressure 110/70. Pulse 69. Temperature 97.6. Respirations 16. O2 saturation 96%. The patient is 4’11” and weighs 178 pounds.

HEENT: She has full-thickness hair about shoulder length combed. Wears corrective lenses. Mild injection of both eyes. No drainage. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: She has a normal respiratory effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She has a regular rate and rhythm. No murmur, rub, or gallop noted. She has no lower extremity edema and intact radial pulses.

GI: Slightly protuberant abdomen, soft and nontender. No masses. Bowel sounds present.

MUSCULOSKELETAL: She moves limbs in a normal range of motion. She is ambulatory with the use of a walker. Her gait is slow but steady. She takes a little bit to get herself in a standing position using the walker for support.
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NEURO: CN II through XII grossly intact. The patient makes eye contact. She is verbal. Clear expressive aphasia. She does become frustrated, but stays with it in order to make her point and it is evident that she understands questions asked in the way that she is trying to answer them. Affect congruent with situation.

PSYCHIATRIC: Normal mood and affect again for a situation.

SKIN: Warm, dry, and intact with fair turgor.

ASSESSMENT & PLAN:

1. Communication deficit (word apraxia). There is no noted evidence in her chart as to etiology of her speech deficit.

2. Hypothyroid. Continue on levothyroxine 175 mcg q.d. and we will check a TSH for review at next visit.

3. Osteoarthritis with pain. Meloxicam appears adequate when necessary. We will add Tylenol if needed.

4. Hyperlipidemia. On statin with 04/03/2024 FLP showing a TCHOL of 177, HDL 51, LDL 89, and triglycerides 278. No need to repeat at this time.

5. Code status. No DNR or advance directive available in their chart and we will discuss this with POA when able.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

