


INITIAL EVALUATION
RE: Jean Marsh
DOB: 09/17/1930
DOS: 01/25/2022
HarborChase MC
CC: New admit.
HPI: A 91-year-old seen in memory care today. She was pleasant and cooperative. The patient readily got up from the table when I asked to speak with her. We found that she does have a walker and it was gotten from her room for her use by staff. The patient actually has somewhat brisk gait using the walker, but she tends to push it out too far in front of her to the point that I was concerned that she would fall with it. She was redirectable; while she is cooperative, she is clearly unable to give information. The patient’s daughter Sherry Phillips came onto the unit to visit with her and was able to give information. The patient has a history of vascular dementia following a CVA in 2003. She knows that there has been slow, but noted progression. Since her admission to HarborChase, her appetite has increased, she has become more sociable and has picked up a new behavior of passing by doors and checking to see if they are not locked, and if not, then will go in, daughter has to redirect her. The patient has not by daughter’s report been temperamental or argumentative and that has not been noted on the unit. She tends to be rather easy-going. When the patient was seen earlier, she readily came with me, she was verbal, but much of the comments were random.
PAST MEDICAL HISTORY: Vascular dementia without BPSD, CHF with last exacerbation two years ago, HLD, HTN, osteoarthritis, and COPD.
PAST SURGICAL HISTORY: Bilateral mastectomy with implant secondary to fibroids, Baker’s cyst left leg drained x2.
MEDICATIONS: Biofreeze to both knees b.i.d., D3 50,000 units q. week, Remeron 30 mg h.s., Lexapro 10 mg a.m., Toprol 25 mg q.d., Plavix q.d., Protonix 40 mg q.d., B12 1000 mcg q.d., ASA 81 mg q.d., Tylenol 650 mg b.i.d., ProAir HFA two puffs b.i.d., Wixela MDI b.i.d. and clonidine 0.1 mg p.r.n. with parameters.
ALLERGIES: PCN and ARICEPT.
DIET: Regular.

FAMILY HISTORY: Her father died at 54 of an MI and her mother at 88 of a CVA.
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SOCIAL HISTORY: The patient widowed x7 years. She lived at home for one year and then it became clear that she needed to be placed, was put into assisted living for approximately a year and then hospitalized for urosepsis and after SNF, then placed in a Memory Care Unit and she has been in MCs since then. The patient has two children. Her son Roger is POA. He lives in Texas. Daughter Sherry is alternate POA and lives in OKC.
REVIEW OF SYSTEMS: Deferred; the patient cannot contribute.

PHYSICAL EXAMINATION:
GENERAL: The patient is well-developed and nourished, in no distress.
VITAL SIGNS: Blood pressure 157/76, pulse 65, temperature 97.4, respirations 16, and weight 139.8 pounds.

HEENT: Her hair is groomed. Corrective lenses in place. Conjunctivae clear. Nares patent. Moist oral mucosa. Native dentition in good repair.
NECK: Supple. Clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without MRG.

RESPIRATORY: She has a normal respiratory effort and rate. She has bilateral wheezes that do not change with cough, but she does not appear SOB with activity.

ABDOMEN: Bowel sounds are present. No distention or tenderness.
SKIN: Warm, dry and intact with good turgor.
MUSCULOSKELETAL: She stands upright, uses her walker, but extends it too far in front of her. She has trace to +1 nonpitting edema at the ankle and distal pretibial area.
NEUROLOGIC: CN II through XII are grossly intact. She makes eye contact. She smiles, then will stare blankly. She can be redirected. Orientation x 1.
PSYCHIATRIC: Appropriate affect and demeanor for situation.

ASSESSMENT & PLAN:
1. Code status was clarified. The patient had a signed DNR from the State of Texas. Daughter states that when the patient was lucid this had been a discussion and DNR was the patient’s choice, so certification of physician form is completed.
2. History of COPD/asthma. The patient has used MDIs; when she was more lucid, used them properly, but has not been able to do so for the last few years. So, daughter states that it is fine to discontinue the medications as she functions without them.
3. HTN. BP and heart rate will be monitored every Monday, Wednesday and Friday, now review in a couple of weeks.

4. Lower extremity edema. Daughter is sensitive to this as the patient had CHF exacerbation that was quite serious two years ago. Lasix 20 mg q.d. to start.
5. General care. CMP, CBC, TSH on 02/01/2022.
6. Social. All of the above was reviewed with daughter who is in agreement.
CPT 99328 and 83.17
Linda Lucio, M.D.
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