


INITIAL EVALUATION
RE: Olga Gottlieb
DOB: 03/05/1931
DOS: 10/15/2024
Jefferson’s Garden AL
CC: New admit.
HPI: A 93-year-old female in residence since 10/14/2024. She is seen in apartment today. Her son and co-POA Gregory Gottlieb is present. The patient was able to give information though it was sporadic and, at times, she could not remember things. Her son would then prompt her as to things that occurred which would jog her memory and then she can continue. Prior to move here, the patient was in AL at Teal Creek. The move was due to feeling that she was not getting sufficient care in that facility. The patient states that since she has been admitted she is sleeping well, she feels comfortable, comes out for meals, has a good appetite and states that she feels comfortable around the other people here. Her son and DIL have been present for the last couple of days helping her get set up. As different things were discussed, when it came to DNR, son brought up that she had an advance directive and they had discussed DNR, which she had consented to when she was recently hospitalized. He asked her how she felt about that now if it was still the same and she said very clearly, she said “let me go,” she said “if my heart’s not beating and I am not breathing, just let me go” and he said “you are sure” she said “yes” and so I said we will sign a DNR on your behalf and she stated that was fine with her. The patient was seated in her apartment. She is on continuous O2 and was quite verbal and interactive, did not appear short of breath at any time.
PAST MEDICAL HISTORY: Chronic MAC, COPD; both diagnoses are treated by Dr. Dennis Parker, pulmonologist at INTEGRIS, the patient is on continuous O2 at 3 L, seasonal allergies, vertigo, anxiety disorder, and constipation.
PAST SURGICAL HISTORY: Repair of a deviated nasal septum, right hip replacement and had placement of a heart monitor and, while that is no longer in use, there is a remnant that remains in place. She had a right shoulder injury, a right clavicle fracture and a right foot dancer’s fracture requiring a walking boot for several months, now resolved.

MEDICATIONS: Omega-3 two capsules q.d., glucosamine two tablets q.d. MVI q.d., docusate one q.d., Zyrtec 10 mg q.d., BuSpar 10 mg q.d., Remeron 15 mg h.s., and Meclizine 25 mg b.i.d.
ALLERGIES: Multiple, see chart.
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DIET: Regular.

CODE STATUS: DNR.
SOCIAL HISTORY: The patient is a widow for 50 years. She has two sons Greg and Cliff. Greg is her attorney in fact and both sons are co-POA’s. Greg is local. Cliff in Washington State. The patient is originally from Germany. She was trained as a dental assistant in the US. She was a homemaker.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight was 110 to 115 pounds. She is now 93.6 pounds. She states her appetite is good. No difficulty chewing or swallowing. She is continent of bowel.

HEENT She wears reading glasses. She has adequate hearing without hearing aids and native dentition. No difficulty chewing or swallowing. Vertigo, which used to be intermittent and now occurs more frequently, is treated with meclizine and there is no particular thing that seemed to trigger it.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: Chronic MAC and COPD for which she is O2 dependent. No recent URIs.

GI: Denies dyspepsia. Appetite good. Continent of bowel. Occasional constipation.

GU: Continent of urine. No history of UTIs.

MUSCULOSKELETAL: The patient ambulates with use of walker, has used one for six years since her right hip fracture with subsequent replacement. She states her last fall was about five years ago. Occasional arthralgias.

PSYCHIATRIC: History of anxiety effectively treated with BuSpar. She does have a mild depression that is treated with Remeron and anxiety is previously mentioned treated with BuSpar. She states that she feels like she has had a good life and looks forward to a new living environment.

SKIN: She denies rashes, bruising or breakdown.

NEURO: She denies any change in memory. Denies memory deficits and her MMSE score is 30 of 30.
PHYSICAL EXAMINATION:

GENERAL: Older female seen in room with son Greg present. She was alert and cooperative.

VITAL SIGNS: Blood pressure 102/68, pulse 70, temperature 98.6, respiratory rate 16, the patient is 5’2” and weighs 93.2 pounds.
HEENT: She has long hair down to almost her hips. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.
CARDIAC: She had a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.
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RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. The patient was observed walking earlier and she told me she felt as though she were losing ground because she cannot advance her legs upright. Discussed PT and she is receptive to that. Moves arms in a normal range of motion. No lower extremity edema.
SKIN: Warm, dry and intact. No lesions, bruising or skin tears noted.

NEURO: CN II through XII grossly intact. She is alert and oriented x 3. Speech is clear, content coherent, able to voice her needs, understands given information and affect appropriate to situation.

PSYCHIATRIC: Pleasant demeanor and normal mood.

ASSESSMENT & PLAN:
1. COPD/MAC on continuous O2 at 3 L and son has arranged for continuation of O2 from the previous provider.
2. Anxiety disorder. We will monitor how she is doing. She is on low-dose BuSpar and we will adjust it accordingly as needed.

3. Depression. She has been on Remeron 15 mg h.s. with benefit and so we will continue with that.

4. Vertigo. She is on routine meclizine 25 mg b.i.d. and continue and she will let me know if there becomes an issue with that.

5. Chronic allergies effectively treated with daily Zyrtec.

6. History of hemorrhoids. The goal is to keep her bowels regular and soft and currently with docusate once a day that is occurring.
7. Weight loss. Son is concerned about her weight being 93.2 pounds and she is 5’. BMI is 18.2. So, she is below her target range. He has brought up that there is Boost in the refrigerator and she states that she will drink one in the evening and she states that she likes to have a glass of milk at lunchtime and so I told her that I would write an order for that and it can either be given during the meal or separately in her room after lunch or before lunch.
8. Advance care planning. After discussion, the patient made it clear she wants a DNR and I told son that I would just fill out the DNR form given her advance directive indicating no heroic measures and then her stating that directly with myself and him present and he is in agreement.

9. Germinal care. CMP, CBC and TSH are ordered. We will review at next visit.
CPT 99345, advance care planning 83.17 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

