


INITIAL EVALUATION

RE: Sharon Womack

DOB: 09/06/1946

DOS: 12/13/2023
Rivendell Highlands

CC: New admit.

HPI: A 77-year-old female in residence since 12/08 seen in Highlands for initial visit. The patient was hospitalized from 11/19 to 11/24 after a fall at home. The patient had experienced increasing weakness and had multiple falls the days prior and her right knee she stated had inability to fully extend. On admission to Norman Regional Hospital, she was diagnosed and treated for UTI. She also had lower extremity edema +3 and was started on diuretic. EKG and labs WNL. From hospitalization, the patient was transferred to Medical Park West on 11/24 and remained there until admission here on 12/08. The patient was observed propelling herself around the unit in a manual wheelchair. She was verbal, asking staff questions so able to voice her need and later when I met her and started talking to her, she started becoming tearful and then would intermittently sob, I did not know the reason for that. When I asked her what was going on, she told me that her husband had died about a year ago and she just misses him. She stated this past year has just been a very difficult year. She was cooperative to history and exam.

DIAGNOSES: Gait instability now in wheelchair, hypothyroid, hyperlipidemia, hypertension, and generalized muscle weakness.

PAST SURGICAL HISTORY: Bilateral cataract extraction, right knee replacement less than one year ago, and C-section.

ALLERGIES: KEFLEX.
DIET: Regular and mechanical soft.

CODE STATUS: DNR.

MEDICATIONS: ASA 81 mg q.d., Colace one tablet q.d., levothyroxine 75 mcg q.d., lisinopril 5 mg q.d., and MiraLax q.d.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: Denies fevers or chills.

HEENT: She has short hair, thinning in some areas come back. Scalp is clear. Eyes, sclerae clear. Nares patent. Moist oral mucosa. Native dentition in fair repair. The patient does wear reading glasses.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: Denies cough, expectoration or SOB.

GI: Occasional constipation and continent of bowel. Denies dyspepsia.

GU: Continent of urine. No routine history of UTIs.

MUSCULOSKELETAL: She has a wheelchair that she uses her getting around in distance. She states that she feels comfortable using it and that she transfers herself without any difficulty. No consistent fall history and the last fall that she remembers in some time was the one occurring on 11/19/2023.

SKIN: She denies easy bruising or rashes.

NEURO: She denies seizure, syncope, or vertigo. She acknowledges some change in her memory, but in her words it is not full-blown.

PSYCHIATRIC: Talks about the loss of her husband within this last year and how hard it has been and then she will choke on a sob and then catch herself and carry on.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert. She is agreeable and cooperative.
VITAL SIGNS: Blood pressure 128/56. Pulse 80. Temperature 97.6. Respirations 18. O2 saturation 94%. Weight not available.

HEENT: Hair is short. Scalp is clear. Sclerae mildly injected, did not have her glasses in place. Nares patent. Moist oral mucosa. Oropharynx clear.

NECK: Supple. No LAD.

CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Her lung fields are clear. No cough. Symmetric excursion.

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

MUSCULOSKELETAL: She moves arms in a normal range of motion. Propels WC using her arms and her feet. She has trace edema dorsum of both feet and ankles. I did not observe weightbearing. She transfers independently.

SKINL She has some dryness of her arms but overall intact. No bruising or skin tears noted.

NEURO: CN II through XII grossly intact. She is alert and she is oriented x2, has to reference for date and time. Speech is clear. She can make her needs known. She is able to communicate how she feels, appears to understand given information and ask appropriate questions. Affect is congruent with what she is saying in particular when she talks about the loss of her husband.

RESPIRATORY: She has a normal effort and rate. Her lung fields are clear. No cough and symmetric excursion.
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ASSESSMENT & PLAN:
1. Bereavement issues this seemed to stand out to me as she had difficulty holding back the tears and would at times almost seemingly choke on her sobs and gather herself. Lexapro 10 mg q.d.

2. Lower extremity edema now confined to dorsum of the feet and her ankles but given that she has been being her full chair full time. Lasix 40 mg q.d. MWF and explained that she will be urinating more on these days.

3. HTN. We will monitor BPs daily for the next 30 days.

4. Hypothyroid. We will check a TSH.

5. Hyperlipidemia. When time for labs we will do a lipid profile.

6. General care. CBC and CMP were done on 11/18 and by review are grossly unremarkable. We will check labs after the beginning of the year.

CPT 99350

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

