


INITIAL EVALUATION
RE: Sharon Johnson
DOB: 10/31/1942
DOS: 01/25/2022
HarborChase AL

CC: New admit.
HPI: A 79-year-old in admission since 01/01/2022, shares an apartment with her husband. They were both seen today. She was seen at first. The patient has an involved medical history for which she was able to give information. During our conversation, her daughter called from Texas wanting to also give information about medication changes for both the patient and the patient’s husband. She had already spoken to the DON and I told her that that was adequate that I was not going to be taking additional information while interviewing the resident. The patient and her husband had been living in Texas with their daughter, Alana and have recently moved to Oklahoma City where Mr. Johnson was a Baptist Pastor for 13 years. His wife served as a marriage counselor at their church for 13 years. After they completed that time, they then served as missionaries for the Southern Baptist Convention traveling in Africa for a total of 13 years.
PAST MEDICAL HISTORY: Atrial fibrillation, HTN, depression, restless legs syndrome, history of aphthous oral ulcers currently bothering her, history of rectal prolapse, bladder prolapse, HLD, iron-deficiency anemia, neuropathic pain, hypothyroid, and OAB.
PAST SURGICAL HISTORY: Cardiac stent, TAH, vaginal prolapse correction, rectal prolapse corrective surgery, bilateral knee replacements, and shoulder replacement.

MEDICATIONS: Amiodarone 200 mg q.a.m., Lipitor 20 mg h.s., clonidine 0.1 mg one tablet t.i.d., Cymbalta 60 mg q.d., Eliquis 2.5 mg b.i.d., FeSO4 q.d., gabapentin 300 mg t.i.d., levothyroxine 50 mcg q.d., oxybutynin 15 mg q.d., indapamide 2.5 mg q.d., Protonix 40 mg q.d., KCl 10 mEq q.d., Mirapex 1 mg b.i.d., hydralazine 50 mg t.i.d. p.r.n. with parameters, and MiraLax q.d. p.r.n.

ALLERGIES: BACTRIM and ADHESIVE TAPE.

DIET: Regular.
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SOCIAL HISTORY: The patient and her husband are married 62 years. They have four children. She has an MSW and served as a counselor to young married couples. She is a nonsmoker and nondrinker.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her weight is stable. No fevers or chills.

HEENT: She wears corrective lenses. She has had long-term oral ulcer discomfort and we discussed the use of nystatin swish and swallow as well as prophylactic with acyclovir. She is receptive to trying.

RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: She denies chest pain or palpitations.

GI: She is continent of bowel.

GU: The patient self-caths three times daily, needs refill of her catheters.

MUSCULOSKELETAL: The patient has a walker for distance, she ambulates independently in her room. She does not recall her last fall.

SKIN: Various minor issues, nothing ongoing other than the oral ulcers as above.
NEURO: Positive for RLS and what she calls whole body restlessness.

PSYCHIATRIC: Occasional sleep problems along with depression given the medical issues.
PHYSICAL EXAMINATION:

GENERAL: The patient is well-developed and nourished, in no distress.

VITAL SIGNS: Blood pressure 179/89, pulse 58, temperature 97.7, respirations 17, weight 162 pounds, and height 5’6”.

HEENT: Her hair is well groomed. Corrective lenses in place. No noted hearing deficits. Native dentition in good repair. Moist oral mucosa.

NECK: Supple with clear carotids.

CARDIOVASCULAR: She has regular rate and rhythm without MRG. PMI is nondisplaced.

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

ABDOMEN: Soft. No distention or tenderness. Bowel sounds present.
MUSCULOSKELETAL: Her ambulation with and without the walker noted. She does have stoop at her C-spine. Moves limbs in normal range of motion. No edema.
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NEURO: CN II through XII grossly intact. She is able to give information. She is alert and oriented x3. Clear coherent speech.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Aphthous ulcers. They were small, but evident, scattered throughout her oral mucosa. Nystatin swish and swallow 4 mL q.i.d. p.r.n. that can be kept at bedside for p.r.n. use. Along with that, acyclovir 400 mg t.i.d. x 7 days and then, we will look at suppressive therapy.
2. I&O catheterization. The patient does this t.i.d. I have ordered Cure Cath 16-French with reorder number F16 along with that comes the catheter lubricant. The supply to last for three months and it to be done through her insurance of Humana.

3. COVID booster. The patient and husband both request a booster immunization, so that is ordered.

4. Recent sleep study. The patient had a sleep study on 10/21/2021 and has had E‑mailed to her the prescription for CPAP. I am requesting having that prescription E-mailed to my office, so our staff can assist the patient with DME.
CPT 99328
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
