


INITIAL EVALUATION
RE: Wylodene Osburn
DOB: 06/04/1932
DOS: 01/10/2022
Council Road AL
CC: New admit.

HPI: An 89-year-old in residence since 01/06/2022, seen in room where she was sitting on her bed. Her apartment is not yet arranged and it seems that she spends her time in bed and does what she needs to from there. She was initially a bit grumpy, but then explained to me that she had daily headaches that make her feel bad, she cannot concentrate and she is not sleeping well because of them. In the past, has had the similar issues, her husband would take her to the ER where she would get an injection and then she would lie in bed for several days afterwards. They did stop for a while, but have returned. She seemed to relax, as we talked. When I brought up having had a hip fracture, she was adamant that that was not true although that is what is listed in her paperwork at Baptist Village from where she received PT. She then explains that it was her femur and that she was told it was not that bad, so she did not need surgery, which is in fact true she did not have surgery. She was cooperative, gave some information, how valid it is, is questionable; she does have a history of dementia without behavioral issues.
PAST MEDICAL HISTORY: Right hip/femur fracture; conservative healing measures, dementia unspecified without BPSD, hypothyroid, chronic pain management, anxiety, GERD and depression.

PAST SURGICAL HISTORY: TAH, appendectomy and thyroidectomy for goiter.

MEDICATIONS: Wellbutrin 150 mg b.i.d., BuSpar 10 mg b.i.d., D3 5000 units q.d., clonidine 0.2 mg t.i.d. with parameters of when to hold, Flonase q.d., levothyroxine 137 mcg q.d., gabapentin 300 mg t.i.d., B12 1000 mcg IM q. month, lidocaine patch 5% q.d., losartan 100 mg q.d., Namenda 5 mg b.i.d., Protonix 40 mg q.d., propranolol 120 mg q.d., sumatriptan 100 mg q.d. p.r.n. b.i.d., trazodone 100 mg q.h.s., vitamin E 400 IU q.d., Norvasc 5 mg q.d., magnesium citrate p.r.n., Senna-S q.d., MiraLAX q.d., Excedrin Migraine one p.o. q.i.d., and Percocet 10 mg one p.o. q.i.d.

ALLERGIES: LABETALOL, METHADONE. MORPHINE, and PCN.
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DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient is widowed. She was living at home alone per her report. She has two children; her oldest daughter was killed, she became tearful telling me that. Her living child is daughter Robin who is her POA. The patient was a nonsmoker by her report. Denies prescription drug abuse. She was a secretary during her work life.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight is 140 pounds and currently 123 pounds.

HEENT: She wears reading glasses, states she needs hearing aids and then alludes to having them, but they are not in. She is edentulous, has full dentures that she puts in to eat, they were not on when I saw her.

RESPIRATORY: No cough, expectoration or SOB.

CARDIOVASCULAR: She denies chest pain or palpitation.

GI: No difficulty eating without her teeth and generally continent of bowel.

GU: Urinary incontinence.

MUSCULOSKELETAL: Denies any pain. She is weight bearing as tolerated on her right leg, has two walkers in her room. She states that she walks often without either one, but will hold onto the wall, has a wheelchair for transport.

NEURO: Denies seizure, syncope, or vertigo, but she complains of daily headaches.

PSYCHIATRY: Denies depression or anxiety.

SKIN: She denies rashes or breakdown.

PHYSICAL EXAMINATION:

GENERAL: Chronically ill-appearing older female, she was not distressed.
VITAL SIGNS: Blood pressure 188/97, pulse 64, temperature 97.8, respirations 16, O2 sat 99% RA, and weight 123 pounds.
HEENT: Full-thickness hair. Conjunctivae clear. Nares patent. Dry oral mucosa. Edentulous.
NECK: Supple. Clear carotids.

RESPIRATORY: Normal respiratory effort and rate. Lung fields clear. No cough. Symmetric excursion.

CARDIOVASCULAR : Regular rate and rhythm. No MRG. PMI nondisplaced.

ABDOMEN: Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. She has trace edema dorsum and ankle of her feet. Did not observe weight bearing. Moves her arms in a normal range of motion and repositions self in bed without difficulty.
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SKIN: Warm, dry and intact with fair turgor.

NEURO: CN II through XII are grossly intact. She is alert and oriented x2, had to reference for date and time. Speech is clear, voiced her needs. She has memory deficits that are clear; she contradicts some of what she has stated and then denies that she had stated the initial thing.

PSYCHIATRIC: She warmed up as time went on and appropriate for initial contact.

ASSESSMENT & PLAN:

1. Right hip/femur fracture. Conservative healing measures in place. She is post skilled care, has DME needed and have requested continuation of PT and OT. We will check to make sure that that is in place.

2. Dementia, the limiting factor in her history, but actually is able to still voice what her needs are and we will just monitor. She is fairly stable and she had a 24/30 on her MMSE, which is fairly good given that diagnosis.

3. Daily headaches. The patient has routine Percocet and Excedrin Migraine, so it is not clear why she would still be having symptoms other than drug seeking, we will address that if need be at next visit.

4. Hypothyroid. She is on replacement therapy, no labs to evaluate adequacy, so we will draw TSH.

5. General care. We will contact her POA to review information received from the patient and answer any questions.

CPT 99328
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

