


INITIAL EVALUATION

RE: Judy Miller
DOB: 05/28/1938
DOS: 12/07/2023
HarborChase AL

CC: New patient.

HPI: An 85-year-old female seen in room. She was initially napping on top of her bed. She asked that I just come in and speak with her there, which I did. The patient was initially quiet. I had been told that she was not happy about the abrupt move from Tucson to Oklahoma City; she has a daughter who lives here. I asked the patient how things were going and then I told her that I was aware that she had a change from a place i.e. Arizona that she had lived for many years and had a friend i.e. a male friend that she had left. I told her that I was aware that she also started to experience some falls and that her male friend had conveyed to family that given his own medical issues that he was dealing with he would not be able to help you at this time and hence the move. The patient slowly started to open up and talk though she did reference the move and the change telling me that her daughter had said “I want you to come to Oklahoma and you will be able to live near me,” she did not know that living near her daughter would be in a facility, her daughter does live in a nearby neighborhood. With time, the patient did start to relax and started giving information and I also related to her that I was a graduate of the University of Arizona College of Medicine in Tucson. The patient states that she has gone to the dining room for meals, does not particularly care for the food, states that it is not well prepared and it is the same menu each meal that she has gone for. I told her that my awareness of the menu was that it varied each day and there was a menu that was out in the lobby that she could look at and make choice of what she wanted. She became engaging, had a bit of humor, somewhat sarcastic at times, but nonetheless engaged.

PAST MEDICAL HISTORY: MCI, anxiety, fibromyalgia, left knee osteoarthritis, cervical and lumbar degenerative disc disease, mild chronic asthma, acid reflux, status post COVID in Tucson, and hyponatremia.
PAST SURGICAL HISTORY: TAH, tonsillectomy and adenoidectomy and left eye cataract extraction.
ALLERGIES: AUGMENTIN.
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MEDICATIONS: Cymbalta 20 mg two tablets q.d., EES ophthalmic ointment OU h.s., esomeprazole 20 mg q.d., Flonase nasal spray q.d. Advair MDI a.m. and h.s., Norco 5/325 one p.o. q.6h. p.r.n., Claritin 10 mg h.s., Atrovent nasal spray q.12h., Ativan 0.5 mg b.i.d. p.r.n., sodium chloride 1 g tablet one p.o. t.i.d., diclofenac gel to knees q.i.d.
DIET: Regular.
CODE STATUS: Full code.
SOCIAL HISTORY: The patient is divorced, lived in independent living in Brookdale facility in Tucson. She has one daughter who lives in Oklahoma City and has another daughter who by description distanced herself from her mother and sister and just eventually disappeared and she has no idea her whereabouts. The patient is a nonsmoker, had _______ back in the day, but states she does not really drink anymore and was an airline attendant retiring about 30 years ago.
FAMILY HISTORY: Her mother had dementia, her father alcoholism and she has a brother who died in his mid-20s due to esophageal cancer.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s baseline weight is 125 pounds.

HEENT: She wears corrective lenses, has adequate hearing and native dentition.

CARDIOVASCULAR: She states occasionally she will have chest pain, but she thinks that it is more related to her reflux. Denies headache, visual changes with that chest pain and it resolves she states often after she sits up or has her medication for reflux.

RESPIRATORY: No cough, expectoration or SOB.
GI: No difficulty chewing or swallowing. Appetite is fair except she does not find food here palatable. Continent of bowel.

GU: The patient is continent of urine. I cannot recall her last UTI.

MUSCULOSKELETAL: She ambulates with the use of a walker in her room. She does it independently holding onto things. Her last fall was three months ago. She states that her left knee is bone on bone and a source of pain that requires the use of walker. She denies recurrent lower extremity edema.

NEURO: She denies seizure, syncope or vertigo, acknowledges that her memory maybe decreased over the last year or so. She does not seem upset about it.
PSYCHIATRIC: She acknowledges anxiety as a primary issue for her. She has had Ativan in the past which when taken as needed has been of benefit.
PHYSICAL EXAMINATION:

GENERAL: Well-groomed, alert female who became relaxed and engaging.
VITAL SIGNS: Blood pressure 119/71. Pulse 80. Temperature 97.0. Respirations 16. Weight 103.2 pounds.
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HEENT: Her hair is short, combed, wears corrective lenses. Sclera clear. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple. No LAD.

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

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

MUSCULOSKELETAL: Did not observe weight-bearing as she stayed on her bed, but she moved her arms in a normal range of motion, has no lower extremity edema. Intact radial pulses. Fair muscle mass and motor strength.

NEUROLOGIC: CN II through XII grossly intact. Her speech is clear, she can convey her needs, understands given information, makes eye contact and affect congruent with what she is saying. It did take her a bit of time to relax, she seemed to be feeling now at the territory and then she was able to give information.

SKIN: Warm, dry, and intact with good turgor. No bruising or other lesions noted.

ASSESSMENT & PLAN:

1. New admit. Baseline labs of CMP, CBC and TSH are ordered and we will review with the patient next week.

2. Code status. I reviewed with daughter DNR versus full code and we will discuss that again next week. I think she wants to discuss it with her mother.
3. Chronic asthma; while it is mild, she used to having her rescue inhaler with her and is concerned that if she needs it and calls for it, she may not get it in time, so I am writing that her albuterol rescue inhaler be kept at bedside.

4. Pain management. The patient tells me what she took previously to address the pain in particular of her left knee and that would be on a p.r.n. basis and that is Tylenol 650 mg ER plus ASA 325 mg both to be given q.6 hours p.r.n. pain.

5. Constipation. Dulcolax 100 mg one p.o. b.i.d. p.r.n.

6. Social. Spoke with the patient’s daughter at length and got additional history and given my office phone number.

CPT 99345 and direct POA contact 20 minutes.
ADDENDUM: I spoke to the patient’s daughter/POA Lisa Clanton who did give me information that her mother had a fall from her motorized scooter, which is also here for distance one month ago and then in her apartment she had a fall three months ago and then more recently a fall out of bed, her companion was present in another room and came and helped her up, she could not tell what happened.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

