


READMIT NOTE

RE: Norma Yocum
DOB: 07/02/1931
DOS: 12/16/2024
Rivermont MC
CC: Hospital readmit note.

HPI: A 93-year-old female who had a fall in the facility on 10/28. I ordered an x-ray due to right arm pain and it showed a distal humerus fracture with displacement. Due to the pain and that it was her dominant arm, she was sent to Norman Regional ER and she was found also to have a right hip fracture. The patient underwent ORIF. The patient had followup care with Dr. Steven Schultz, orthopedist and that was on 11/15 and he requested mobile x-ray followup, so that will be ordered and Steri-Strips have been discontinued from both elbow and right hip. From Norman Regional Hospital, the patient went to Ignite Skilled Care and returned to facility with no new orders but that she returned on 12/02. The patient’s skilled care stay was from 10/31 to 11/22.
MEDICATIONS: Brimonidine eye drops OU q.d., BuSpar 7.5 mg h.s., MiraLAX MW Saturday, metoprolol 25 mg b.i.d., Senna Plus 1 tablet b.i.d., Zoloft 25 mg h.s., Skin-Prep to both heels and Percocet 5/325 mg one p.o. q.i.d.
ALLERGIES: DEMEROL and CLINDAMYCIN.
DIET: Regular with thin liquid and Ensure three times weekly.
CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female who was alert and actually quite talkative today. She was basically near resistant to being seen stating that there was nothing wrong with her and that I needed to go on to the people that did have something wrong with them.
VITAL SIGNS: Blood pressure 132/72, pulse 73, temperature 97.6, respirations 17, O2 sat 97%, and weight 101 pounds.
HEENT: She has her hair with intro beanie as usual. She has bright blue eyes looking around. Nares are patent. Moist oral mucosa. She is quite verbal and looking around trying to redirect me to people that she thinks need to be seen versus the ones that are doing good and I should leave alone.
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CARDIAC: She has a regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. She has a healthy respiratory effort. She tries to talk throughout the exam. Lung fields are clear. No cough. Symmetric excursion.

NEURO: Orientation to self and then much later added that she is also in Oklahoma. She goes from one topic to the other and again did not take direction very well and denied having hurt her elbow or her hip stating that there is no way that she broke her hip and was upset that the nurse even said that. She had no recollection of going to Skilled Care or having surgery.

ABDOMEN: Scaphoid. Bowel sounds hypoactive. Denies constipation. No distention or tenderness.

SKIN: She has no sutures in place either at the right hip or right elbow and she seems to be moving her right arm bending at the elbow without evidence of pain.

ASSESSMENT & PLAN:
1. Unspecified dementia. She just seems to be more resistant and defiant about things that I have ever seen in her, but just tried to ignore it, went on with what I needed to address with her. She did cooperate with suture removal though.
2. Pain management. The patient was sent back from Skilled Care on low dose Percocet, however, it made her very sedate, so I am discontinuing that in writing for ibuprofen 600 mg q.8h. p.r.n. and as the patient is not on a GI protectant, I am adding Prilosec 20 mg q.d. for 30 days.
CPT 99345
Linda Lucio, M.D.
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