


INITIAL EVALUATION
RE: Linda Griffin
DOB: 10/21/1946
DOS: 11/15/2024
Radiance Memory Care
CC: Assume care.

HPI: A 78-year-old female in MC was seen today. When I first went to see her, she was being toileted by staff and was cooperative and then later she was in her wheelchair and I asked her if she wanted to come out and see what the residence activity was. She propelled herself out readily and then turned around and asked me to close her door. She was quite verbal, but it was random and out of context. She is not able to give information, but she is very engaging. Staff states that patient has a good appetite. She is able to feed herself to some extent, but it is slow and she gets it over her so staff will assist. The patient is reported to sleep through the night. She is cooperative to care up to the point of having her brief changed but takes a little bit of time.
DIAGNOSES: Advanced unspecified dementia, osteoarthritis with chronic pain management, glaucoma, HLD, HTN, osteoporosis, and gait instability is in wheelchair.

PAST SURGICAL HISTORY: Bilateral cataract extraction, total hysterectomy and lobectomy.

MEDICATIONS: Lantus increased today to 40 units q. p.m., Ozempic 2 mg per 3 mL 0.5 mg SC q. Wednesday, saxagliptin 5 mg q.d., ASA 325 mg q.d., atenolol 100 mg q.d., azelastine nasal spray p.r.n., cranberry cap 250 mg q.d., losartan 25 mg q.d., Remeron 7.5 mg at 9 pm., nifedipine 30 mg ER q.d., PEG solution q. MWF and B12 1000 mcg q. Monday.
ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Currently has an advanced directive. Indicating no intervention occur in the event of cardiopulmonary arrest.

SOCIAL HISTORY: The patient is widowed. She has a daughter Jesse Isbel who is her POA and she has a sister-in-law and sister who were involved in her care.
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FAMILY HISTORY: Does not recall.
ROS: There is no evidence of dysphagia to food, fluid, or pills.
PHYSICAL EXAMINATION:

GENERAL: The patient is seen in MC. She was in room with staff and then invited her to come out to the activity and she was facing her room and turned around and looked at me and said how my going to get out of here, so I then pulled her backward and turned her around and then she took off peddling herself.
VITAL SIGNS: Blood pressure 127/63, pulse 75, temperature 97.4, respirations 18 and weighs 121 pounds.
HEENT: She has short hair. EOMI. PERLA. There is mild ectropion of the left lower lid.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: She has a regular rate and rhythm. No murmur, rub or gallop. PMI non-displaced.

RESPIRATORY: The patient did deep inspiration on her own. No cough and symmetric excursion. Lung fields clear.

ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. She has trace to +1 non-pitting edema bilateral lower extremities from ankle and mid-pretibial.

SKIN: Warm and dry intact. No bruising, abrasions or breakdown noted above of either arms or legs and she propels her manual wheelchair without difficulty.

NEURO: Orientation x1. She will make eye contact occasionally, but looks about. She is verbal with clear speech it can be random. She is not able to give information. Affect is animated congruent with what she is saying and significant short and long-term memory deficits.

PSYCHIATRIC: She appears to be in good spirits when engaging with others. She can be redirected.

ASSESSMENT & PLAN:
1. DM II with diabetic medications and insulin, which was actually at 30 units as of 10/21 and it was 25 units on 10/18. A1cs have been 11.1 on 05/2024 and 11.4 on 08/30/2024. Morning FSBS have been 250 and greater. The patient has been receiving Lantus q. a.m. and moving Lantus to be given q. p.m. and as the evening finger sticks are in the mid-100s and the a.m. meds will continue the Onglyza and weekly Ozempic.
2. A1c will be three months from the time this new regimen starts.
3. HTN. BPs have been well controlled on current medications. She is on three different anti-hypertensives and as I get to know her the goal will be to decrease the number of BP meds she is taking. We will review that again next week.
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4. Depression. She is on low-dose Remeron is reported to sleep through the night and appetite is good. I will continue for now.
5. Social. Voicemail is left with her POA Lynette Isbel who is her sister-in-law.

CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
