


INITIAL EVALUATION

RE: Beverly Schwarzkopf
DOB: 09/30/1944
DOS: 12/07/2023
HarborChase AL

CC: New patient.

HPI: A 79-year-old female in residence since July 2023. I am now asked to assume care. The patient has a diagnosis of Parkinson’s disease formally made in 2019. She started seeing a neurologist in 2017, when she developed a right hand tremor and, as it progressed to both sides, diagnosis made. Her neurologist is Dr. K. She is also per her daughter had some orthostatic hypotension issues, which led to falls with injury, bruising or skin tears; since midodrine was started a few months back, there has been a significant decrease in the falls. Depression which the patient acknowledges has been a feature and she states that she wakes up in the morning just feeling awful and often thinking about her death. Dr. K has made an appointment with psychiatry and actually while I was talking with the patient and daughter, her phone rang and it was from the psychiatrist’s office, but when she got to it, they had hung up, but she did leave a voicemail, so hopefully they will return the call. The patient was pleasant and, when it was just she and I as her daughter busied herself with other things, she became more engaged and was able to give information, would defer to her daughter ask her questions when needed.

PAST MEDICAL HISTORY: Parkinson’s disease diagnosed in 2019, major depression recurrent and chronic diagnosed in 2016, started on Lexapro, REM sleep behavior disorder improved, MCI, neurogenic orthostatic hypotension improved since the addition of midodrine in July 2023, hyperlipidemia and hypothyroid.

PAST SURGICAL HISTORY: Tonsillectomy, tubal ligation.
ALLERGIES: NKDA.
MEDICATIONS: Rytary 48.75/195 mg capsule currently two capsules t.i.d., BuSpar 5 mg t.i.d. p.r.n., TriCor q.d., Inbrija two capsules inhalation five times daily, midodrine 2.5 mg b.i.d. at a.m. and noon, Aricept 10 mg q.a.m., Lexapro 20 mg q.d., levothyroxine 50 mcg q.d.
DIET: Regular.

CODE STATUS: DNR.
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SOCIAL HISTORY: The patient is divorced since 1989. She is a retired public high school English teacher. She has a son and a daughter and they are her co-POA’s. Nonsmoker and occasional glass of wine drinker.

FAMILY HISTORY: To her knowledge, no history of dementia or other neurologic diseases.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight, the patient does not recall, but daughter states that she has lost weight which is a concern for her. A weight on 03/23/23 was 113.3 pounds.

HEENT: The patient has a left hearing aid. Daughter states that she could use bilateral hearing aids. Vision is good. She denies difficulty chewing or swallowing.

CARDIOVASCULAR: Denies chest pain or palpitations. BP generally well controlled. She has a history of orthostatic hypotension, now treated with midodrine.
RESPIRATORY: Denies cough, expectoration or SOB.

GI: Continent of bowel. Denies constipation.

GU: Recent started urine leakage, but denies frank incontinence. No recent UTIs.

MUSCULOSKELETAL: She has a new left side neck and upper shoulder pain, thinks that it may be the way she is sleeping on her bed, which has an elevated head. The patient is right-hand dominant and she has walked independently, recently has a walker that she uses, her last fall was in July and the patient does have a wheelchair for distance transport and her last PT was in August and she stated she did not feel ready for more after daughter did bring up restarting PT.

SKIN: She denies easy rashes, bruising or skin tears.

PHYSICAL EXAMINATION:

GENERAL: Pleasant older female well-groomed who is engaging.
VITAL SIGNS: Blood pressure 125/67. Pulse 81. Temperature 97.0. Respirations 20.

HEENT: Hair is short and groomed. Sclera clear. Nares patent. Moist oral mucosa with native dentition in good repair.

NECK: Supple.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

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

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

MUSCULOSKELETAL: She has generalized decreased muscle mass and fair motor strength. She goes from sit to stand using chair supports, but ambulated short distance in her apartment to demonstrate it. She had decreased smoothness, somewhat jerky at times, but was able to get back to her chair and sit down without difficulty.
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NEUROLOGIC: CN II through XII grossly intact. She makes eye contact. Her speech is clear, she speaks for herself; when she needs assist, she will ask her daughter in appropriate manner and affect is congruent with what she is saying. She is pleasant and engaging.

PSYCHIATRIC: She brought up her depression and at times that it is overpowering. We talked about in the interim adjuvant therapy that could be done. Abilify is one I recommended, but I have to look into its interaction with dopamine receptors and may be contraindicated, but hopefully her daughter will get her an appointment with psychiatry who can get her on medication that will be of benefit.

ASSESSMENT & PLAN:

1. Parkinson’s disease. The patient has an appointment with Dr. K in the next two weeks and daughter states if she has got specific issues, she is going to bring up with him and anything further that we can do here to help her get around comfortably were open to.

2. Orthostatic hypotension. This has decreased since July when midodrine was added, we will monitor BPs.
3. MCI. Continue to just have her engage socially, so that she is kept engaged with others using her mind.

4. Sleep disturbance. This appears to be less an issue than prior to admit. She does not take anything for sleep at this time.
5. HLD. I am ordering FLP.

6. General care. CMP, CBC and TSH ordered.

7. Gait instability mild. At this point, the patient defers more PT and I will respect that. I think the daughter wants it, but we will wait till the patient is also ready.

CPT 99345 and direct POA contact 40 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

