


INITIAL EVALUATION

RE: Lavonne Raymond
DOB: 02/12/1929

DOS: 11/14/2023
Rivermont AL

CC: New admission.

HPI: A 94-year-old female in residence since 10/31/2023. She arrived here from Plano, Texas where she was living. The patient had been living in Plano as she had a daughter who was living there. The patient was in independent living for 15 years and while there developed a UTI. She was hospitalized and thereafter went to a skilled care from 09/30/2023 to 10/30/2023. The patient states that there was a change in her physical strength, her clarity of thought, and just did not feel like herself, but has gradually having those things come back together. She had a lot of therapy, which she was grateful for but right now does not feel after starting physical therapy again. Since her admission, she states that she is sleeping good. She has a good appetite and likes the food. She is in a wheelchair that she can propel, it takes a little bit of effort but she gets where she needs to and is able to make her needs known.

PAST MEDICAL HISTORY: Post hospitalization for UTI with metabolic encephalopathy, HTN, hyperlipidemia, hypothyroid, insomnia resolved with melatonin, depression/anxiety, and GERD.

PAST SURGICAL HISTORY: Bilateral cataract extraction, TAH, right tibia fibula fracture with rod placement, and right foot fusion with eversion.

MEDICATIONS: Norvasc 5 mg q.d., ASA 81 mg two tablets q.d., Lipitor 20 mg h.s., probiotic q.d., calcium 600 mg two tablets q.d., D3 400 IUs q.d., CoQ10 q.d., B12 1000 mcg q.d., omega-3 b.i.d., levothyroxine 100 mcg q.d., melatonin 3 mg h.s.,. Toprol 100 mg q.d., Remeron 30 mg h.s., MVI q.d., Protonix 40 mg q.d., and KCl 10 mEq q.d.

ALLERGIES: CELEBREX, CLINDAMYCIN, and ENALAPRIL.

DIET: NAS within liquid.

CODE STATUS: To be addressed.
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FAMILY HISTORY: Her father died in his 60s in an accident. Her mother died at 80 during hospitalization.

SOCIAL HISTORY: She has been a widow since 2004 after being married 55 years. She has two children a son Douglas who lives in Elmore City and her daughter who was in Plano, Texas passed away while she was there. She has a Masters in mathematics and taught high school math. She then went back to school and became a coder and worked for oil companies doing that. Retired approximately 30 years ago.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight is between 160 and 165 pounds

HEENT: She wears glasses. She has hearing aides that she does not wear but can hear adequately and native dentition.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB.

GI: Continent of bowel. She has some difficulty swallowing pills. She is okay with food.

GU: She has nocturia and urinary incontinence wears Depends. She has had a history of UTIs.

MUSCULOSKELETAL: Chronic back pain. She has spinal stenosis of the cervical area.

NEURO: Notes change in her memory and thinking is a bit slower.

PHYSICAL EXAMINATION:

GENERAL: A 94-year-old female in a wheelchair that she can propel for short distances with her feet who had been standing and seated at the door entry letting me know that she needed to be seen.
VITAL SIGNS: Blood pressure 147/84. Pulse 87. Temperature 97.3. Respirations 20. O2 saturation 96%. Weight was 157. Height 5’2”.

HEENT: She has her hair in her turban. Sclera clear. Wears corrective lenses. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple without LAD. Hearing is adequate.

CARDIAC: She has an occasional irregular beat at a normal rate. No murmur, rub, or gallop.

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

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She is weightbearing. She has fixed eversion of her right foot due to ankle fusion and tib fib fracture. She can weightbear, however has to hold on to something for balance.

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

NEURO: Orientation x2. She has to reference for date and time. Speech is clear. She can make her needs known. Clear short-term memory deficits. She is quick to be agitated but seems to be aware of this and catches herself.
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ASSESSMENT & PLAN:

1. Pill dysphagia. Medication crush order as needed in particular with calcium tablets.

2. Wheelchair need. The patient is now in a wheelchair since her recent hospitalization and skilled care stay. The wheelchair she is using is rented has never had a wheelchair provided by Medicare that was discussed so I told her we will see what we can get done via my office. She is 5’2” and weighs 157 pounds. We will submit this information to my office and see about getting her a proper chair.

3. Medication review in doing so. She is on Remeron here and stated she had been tapered off of that while in skilled care and would like to have that done here so order to taper off written.

4. General care. CMP, CBC, and TSH ordered. The patient is also on statin long-standing so we will check a lipid profile and if able discontinue statin.

5. B12 administration. The patient has taken oral-B 12 has not had a B12 level checked to her knowledge so we will do so and see if she needs to continue with PO.

6. Code status. This will be discussed with patient on my next visit.

CPT 99345 and direct POA contact 20 minutes and advance care planning 15 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

