


INITIAL EVALUATION
RE: Mona Dakon
DOB: 10/23/1943
DOS: 01/17/2022
Harbor Chase MC
CC: New admit.

HPI: A 78-year-old with Alzheimer’s disease admitted on 10/14/2022. The patient is seen in room with son and DIL present. The patient had a fall earlier this month in her home where she was living with her husband sustained a right femur fracture underwent ORIF with Dr. Derek West and from there went to Meadow Lakes SNF and after being there a short time family took her to Integra Southwest with concerns about a UTI. The patient was UTI positive discharged on Keflex, which she will continue on through 01/23/22. Rather than returning to Meadow Lakes family chose to bring their mother here and she was admitted the evening of the 14th to memory care. The patient was seen in room son/POA Monty Peliti was present he and his wife were a source of information. The patient was lying in bed. She was awake she would go between being awake and fidgeting moving around and then talking it would be clear that random and out of context it did not appear to be viewed as out of context by family. She has tried getting out of her hospital bed, which has side rails and now she has a bed alarm that will ring into the walkie-talkies of staff hopefully that is true and will prevent falls. I was able to do a limited exam on patient though she did move around during exam.

PAST MEDICAL HISTORY: Alzheimer’s disease diagnosed in 2018, patient had been living in Florida with her husband. One son who lives here stated that he noted that she would call him weekly and then every day talking about coming to visit them and their new baby and it would be the same conversation as though she did not recall the previous conversation and then one day she and her husband just showed up on their doorstep. She also told her son that her husband was not good to her and she needed to get away from him this is the POA’s stepfather he came to see with time that in fact this was not true as part of his mother’s dementia. The patient and her husband would go to Walmart and spend a couple of $100 and returned home with nothing to show for it, she would also go to open houses and stated that she wanted to buy a house and then would get calls regarding the paperwork to be sent to her for purchase and it took effort on the POA’s part to show the realtors that his mother has dementia. He also states that she recently began taking her cloths off, recently he was having one of his kids birthday party and he caught her beginning to do so and had to get her into the house. Hypertension and gait instability with falls, she has a walker that she had to be prompted to use, did have previous falls that were no injury or minor, and sleep disorder due to agitation.
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ALLERGIES: NKDA.
MEDICATIONS: Atenolol 25 mg q.d., Namenda 10 mg b.i.d., risperidone 1 mg h.s., tramadol 50 mg q.6h., and will make a.m. and h.s. routine doses, and Keflex 500 mg q. 6. x10 days to be completed 113.

DIET: Regular finger foods.

CODE STATUS: Now DNR. The patient has an advanced directive indicating no heroic measures and I discussed with POA what DNR implies.

PAST SURGICAL HISTORY: In 2011, cerebral aneurysm clipping with side effect of right eyelid ptosis, she underwent surgery to repair that, she has bilateral hip replacement, left shoulder replacement, right knee replacement and recently ORIF of the right femur fracture.

FAMILY HISTORY: Her mother died when she was four years old question of cancer unknown type and father died at the age of 52 unknown causes. She has siblings, but none have dementia and are in good health.

SOCIAL HISTORY: She has been married at least three times. She has an adopted son and two biologic sons. Her POA’s are biologic son Monty Peliti and adopted son Robert Peliti. The patient was a nonsmoker and nondrinker. She worked in sales for a horse trailer company.

REVIEW OF SYSTEM:
CONSTITUTIONAL: Weight is stable. No fevers or chills.

HEENT: She used to wear corrective lenses, but has quit wearing them with her dementia. Used to wear bilateral hearing aids they are not in place and she has partial upper or lower that are currently in place. No difficulty chewing or swallowing.

CARDIAC: No chest pain or palpitations. BP well controlled.

RESPIRATORY: No cough expectoration, or SOB.

GI: She can occasionally let someone know when she has to toilet otherwise is incontinent of bowel.

GU: A recent UTI for which she is being treated and is incontinent of urine.

MUSCULOSKELETAL: Previously ambulated with a walker, but would also ambulate independently had falls due to disequilibrium.

SKIN: No history of rashes, bruising, or breakdown. She currently has multiple staples in her right leg.

NEURO: No history of seizure, syncope, or vertigo. Positive for Alzheimer’s disease.

PSYCHIATRIC: No history of depression or anxiety, but positive for BPSD.
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PHYSICAL EXAMINATION:

GENERAL: The patient lying in bed, she would sleep and wake up and be fidgety or verbal with DIL.
VITAL SIGNS: Blood pressure 151/92, pulse 80, temperature 98.7, respirations 15, and O2 sat 97%.
HEENT: She is full-thickness hair. Conjunctivae clear. Nares patent. Dentures in place well fitting. Moist oral mucosa.

NECK: Supple. Clear carotids.

CARDIOVASCULAR: She has a soft systolic ejection murmur throughout the pericardium. PMI nondisplaced.

RESPIRATORY: Anterolateral lung fields clear with symmetric excursion. No cough.

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

MUSCULOSKELETAL: Intact radial pulses. No LEE, but increased knee girth secondary to recent trauma. Multiple staples along the right lateral above knee to lateral shin and then hip and thigh.

SKIN: Warm, dry and intact with fair turgor and there appears to be good opposition of the skin where the staples are some pinkness due to skin stretching. No drainage, warmth or tenderness.

NEURO: CN II through XII are grossly intact. The patient orientation x1 and appears to recognize family. She is verbal, but it is soft, random and tangential did not ask any directed questions did not pay attention or attend to me when I was I talking to her. She did at times appear restless and then I would just fall asleep.

PSYCHIATRIC: Difficult to assess, but no clear evidence of depression or anxiety.
ASSESSMENT & PLAN:

1. Right femur fracture post ORIF with staples in place, but unclear when she had her surgery family will find that date sutures appeared to have done their job. He stated that he thought it was three weeks followup appointment were staples will be removed and he then later states 10 days, so we will see.

2. Pain management the question of pain will do tramadol 50 mg a.m. and h.s. if it is sedating in the morning then will either just do Tylenol routinely or cut the dose in half and see how she does.

3. General care. CMP, CBC, TSH, and A1c ordered.

4. Code status discussed at length. The patient’s advanced directive indicating no heroic measures and physician certification for DNR completed with the family’s request/consent.

CPT 99328
Linda Lucio, M.D.
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