


INITIAL EVALUATION 

RE: Janet Thomas

DOB: 12/13/1946

DOS: 12/12/2023

Rivermont MC

CC: Pill dysphagia. New patient.
HPI: A 76-year-old female who I am seeing for the first time was observed in the day room with other residents and then was receptive when I started talking to her. She had no idea who I was or what I was saying and she would just respond with random comments. The patient seated quietly and I was able to examine her. Staff reports that she has had difficulty with pills that she will not swallow them and instead spits them out. She sleeps through the night. She has a good appetite and is independently ambulatory.

PAST MEDICAL HISTORY: Advanced Alzheimer’s dementia, seasonal allergies, hyperlipidemia, osteoporosis, weight loss and B12 deficiency.

PAST SURGICAL HISTORY: Colonoscopy, C-section, right ear surgery remote with now only 30% hearing, bunionectomy, cholecystectomy, and removal of thyroglossal duct 2018.

MEDICATIONS: Namenda 5 mg b.i.d.

ALLERGIES: AMOXICILLIN and CODEINE.

FAMILY HISTORY: Her mother had dementia and also COPD and heart disease. She had a father who died of CA unknown type and she has one sister with breast cancer.

SOCIAL HISTORY: She is married. Her husband is clinical psychologist. They have two daughters. The patient is graduate of OU and she worked as a librarian of kids literature at a school district for 21 years and retired after 31 years overall being a librarian. Nonsmoker and nondrinker.

DIET: Regular with thin liquids.
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REVIEW OF SYSTEMS: Deferred secondary to dementia.

PHYSICAL EXAMINATION:

GENERAL: The patient walking around interactive seemed content.

HEENT: Sclerae clear. Nares patent. Moist oral mucosa. Native dentition in good repair. 

NECK: Supple without LAD.

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

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

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

MUSCULOSKELETAL: She is independently ambulatory steady and upright. Moves arms in normal range of motion. No lower extremity edema. Goes from sit to stand without assist.

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

NEUROLOGIC: CN II through XII grossly intact. Orientation to self-only. She is verbal. Speech content is random. Not able to voice her needs. She has nice smile. She appears to get along with people ad she is redirectable.

ASSESSMENT & PLAN:
1. Advanced Alzheimer’s dementia. No significant behavioral issues at this time. She has recently seen her clinical neurologist per her husband and was taken off of Aricept and Namenda was decreased to its current 5 mg b.i.d. We will just continue to see how she does. Husband does come to visit and stated he stayed away a week as he was told to but plans to visit tomorrow. 

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

3. History of weight loss. We will just continue to monitor her weight as opposed to having her on Megace which she had been on previously. Husband is fine with her being on minimal amount of medications and he was able to give the background information as above.

CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.
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