


INITIAL EVALUATION

RE: Hazel Wenthold

DOB: 10/25/1925

DOS: 01/25/2022

HarborChase AL
CC: New admit.
HPI: A 96-year-old who was seen in her room in AL. I had previously followed her at Rivendell Highlands, which is a full assist long-term care unit, so I was quite surprised to see her in AL. She was okayed for admission to AL not understanding that there is a difference between where she had been and the AL here. The patient was sitting in her manual wheelchair just staring straight ahead. She was quiet, had a notable tremor of her upper extremities and her neck. This is not new. At baseline, the patient is nonweightbearing and nonambulatory, she is a full assist for all level of care to include meals. The patient requires setup and has an upper extremity tremor as noted and often has to be fed. The patient was quiet throughout the visit; when I asked if there was anything that she needed or any questions that she had, she stated no. She had been by herself since her admit and it was also noted that the patient had been given her medications whole; she has dysphasia and requires med crush order, which will be done.

PAST MEDICAL HISTORY: Dementia, hypothyroid, GERD, insomnia, chronic pain management, DM II, HTN, constipation, and urinary incontinence.

MEDICATIONS: Zinc 50 mg q.d., levothyroxine 125 mcg q.d., omeprazole 20 mg q.d., Lasix 40 mg q.d., ASA 325 mg q.d., metformin 500 mg b.i.d. a.c., Norvasc 10 mg q.d., docusate b.i.d., Tylenol PM two tablets h.s. p.r.n., oxybutynin 5 mg b.i.d., and KCl 10 mEq q.d.

DIET: Regular.

CODE STATUS: DNR.

REVIEW OF SYSTEMS: Deferred secondary to the patient unable to contribute.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly just looking about with a blank expression.

VITAL SIGNS: Blood pressure 170/118, pulse 74, temperature 97.8, respirations 18, and weight 170.4 pounds.

HEENT: She has short hair. Corrective lenses in place. Conjunctivae clear. Nares patent. Moist oral mucosa. Native dentition.

NECK: Supple. Clear carotids.

RESPIRATORY: Normal rate and effort. Decreased bibasilar breath sounds. Lung fields clear without cough. Symmetric excursion.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: Intact radial pulses. She is nonweightbearing, has minimal limb movement. Edema is trace to the ankles and distal pretibial area.

SKIN: Warm, dry and intact with fair turgor.

NEURO: CN II through XII grossly intact. Orientation x1-2. She is soft-spoken, a few words at a time, clear short-term memory deficits, unable to give much information.

ASSESSMENT & PLAN:

1. Inappropriate placement. The patient needs to be moved to memory care as she is a full assist care level, nonweightbearing etc. I have spoken with the ED and the DON regarding this.

2. Pill dysphagia. Medication crush order and will see how she does with that; if need be, we will decrease some of her medications.

3. DM II. A1c ordered.

4. General care. CMP, CBC, and TSH ordered.
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Linda Lucio, M.D.
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