


INITIAL EVALUATION
RE: Virgie King
DOB: 05/26/1940
DOS: 12/05/2025
Windsor Hills
CC: New patient.
HPI: An 85-year-old female who I am seeing for the first time. She is relatively new to the facility. She is seen in her room. She is pleasant and cooperative. The patient was able to give me some of her background history as well. She states that she is sleeping okay. She is followed by Trinity Hospice and tells me that they had ordered cough syrup for her and wants to know if she can get some; she did not know the name and I was not made aware of that, but she did then tell me that it is the cough syrup with codeine in it. The patient moved here recently from her home in Weatherford.
PAST MEDICAL HISTORY: Systolic CHF, diabetes mellitus type II, polyneuropathy, MCI, anxiety disorder, depression, GERD, gout, insomnia, restless legs syndrome, chronic pain syndrome, seasonal allergic rhinitis, cough variant asthma.
PAST SURGICAL HISTORY: Cholecystectomy, ventral hernia repair and bilateral cataract extraction.

MEDICATIONS: Hyoscyamine 0.125 mg one tablet q.12h. p.r.n., Voltaren gel; apply to right arm and shoulder b.i.d., nystatin powder to peri-area at h.s., Ativan 0.5 mg one tablet q.i.d., guaifenesin 600 mg two tablets q.12h., Norco 10/325 mg one tablet q.6h., gabapentin 100 mg t.i.d., omeprazole 20 mg two capsules b.i.d., allopurinol 100 mg q.d., Prozac 40 mg q.d., Norvasc 10 mg q.d., KCl 10 mEq two capsules q.d., IBU 400 mg one capsule q.8h. p.r.n. and ropinirole 1 mg one tablet h.s.
ALLERGIES: NKDA.

DIET: Regular with thin liquid.
CODE STATUS: DNR.
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SOCIAL HISTORY: The patient was widowed in 2001 after 60 years of marriage. She has four children; three daughters and one son who passed away due to an MVA. Her daughter Lisa is her POA. The patient states she worked in a nursing home at one point and then in an antique store. She denies smoking or alcohol use. The other facility she had been in Weatherford was also a nursing home. The move to Oklahoma City is prompted by having two sisters that live in this area as well as a daughter.

REVIEW OF SYSTEMS: The patient has a walker and a wheelchair for getting around; she primarily uses the walker. Her last fall was approximately two years ago. The patient states that she has leg aches in both legs, has told this to hospice and they were going to order a cream and she wants to know if she can have it. Told her I would have to look at what she has ordered and see if there is one that fits that description. The patient also complained of spasms in her abdomen stating she did not know if it was her stomach or her intestines and states that hospice stated they were going to order something for that and it began with an ‘F’. I told her I am not sure about that, but we will contact them. The patient wears glasses. Does not have hearing aids as she hears appropriately. She has full dentures. No difficulty chewing or swallowing.

RESPIRATORY: Has had an intermittent nonproductive cough for which the cough suppressant was helpful.

MUSCULOSKELETAL: She gets around again using her walker or a manual wheelchair, which she can propel. She sits with her legs in a dependent position all day. Her furniture includes a small recliner that she states she does recline I have yet to see it, but encourage her to do so because of her leg edema.

PHYSICAL EXAMINATION:

GENERAL: Pleasant older female seated in her recliner. She was alert and engaging.
VITAL SIGNS: Blood pressure 145/80, pulse 84, temperature 97.0, respirations 18, O2 sat 95% and weight 229.3 pounds.
NEURO: She makes eye contact. Her speech is soft, but clear, content coherent. She is able to give some information and she asked appropriate questions, appears to understand what is discussed and she readily makes her needs known.

HEENT: Corrective lenses in place. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple.

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

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough and symmetric excursion.

ABDOMEN: Protuberant, nontender and it is soft. Bowel sounds hypoactive.

SKIN: Warm, dry and intact with fair turgor.

MUSCULOSKELETAL: She moves arms in a normal range of motion. Nonpitting edema bilateral lower extremities. Did not observe weight bearing.

PSYCH: She appears calm, collected, taking things in stride.
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ASSESSMENT & PLAN:

1. Abdominal cramping. Yesterday, I placed an order for Levsin 0.125 mg one tablet q.12h. p.r.n. It was noted by hospice and they have ordered it and it appears to be in facility; so, as soon as it is found, we will get it to her.
2. Bilateral lower extremity edema. Encouraged her to elevate her legs. She states that she does, but the degree that she can do it in her recliner is limited. I am adding Lasix 25 mg q.d. We will follow up in a couple of weeks.
3. Anemia. H&H are 10 and 31 with normal MCV and MCH; we will follow, likely secondary to other factors i.e., hypertension and diabetes.
4. Hypoalbuminemia. Albumin is 3.3 with total protein normal at 6.6. The remainder of her CMP is WNL.
5. Hyperlipidemia. The patient takes a statin. Her lipid profile shows an LDL of 35, triglycerides of 164 and LDL of 117. The remainder of values are WNL. No change in statin required at this time.
6. Hypothyroid. Free T4 is WNL.

7. Hospice. I have spoken with Trinity, I will be the physician of note on the patient and it turns out that the patient’s Levsin was here in the facility; the med-aides here did not pick up on that.

CPT 99306
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

