


INITIAL EVALUATION

RE: Marcella Stockton

DOB: 05/12/1926

DOS: 01/26/2022

Rivendell AL
CC: New admit.
HPI: A 95-year-old in residence since 01/14/22 seen today for the first time. The patient is in room. She was pleasant and cooperative able to give information. It is noted that she has significant bruising on her face from a fall requiring an ER visit where she had Derma bond applied to a large abrasion on her forehead and deep tissue bruising for her glasses dug into her cheek. The patient when we were discussing this did not know whether it happened before she came here or after and it was actually after being here two days. The patient has a history of DM II listed are both metformin and insulin for sliding scale. I spoke to patient’s POA/ nephew Don Stockton who states the patient had been on metformin for four years, but it was stopped in December 2021 due to kidney issues by the PA following patient, but it was restarted after she went to the hospital with a fall resulting in a pubic ramus fracture. The patient was living alone and Fort Cobb Oklahoma fell at home was seen at Grady Memorial Hospital in addition to rhabdomyolysis sustained a right superior and inferior pubic ramus mildly displaced fracture with conservative healing measures and weight bearing as tolerated. The patient states that she has had no pain and is able to ambulate and is at baseline. She did go to Excel at Crystal Park for rehab and from there to AL here. Her POA lives in the area.

PAST MEDICAL HISTORY: DM II and HLD.

ALLERGIES: NKDA

PSH: Negative.

DIET: DM II diet.

CODE STATUS: DNR.

MEDICATIONS: Lipitor 20 mg h.s, metformin 500 mg b.i.d a.c., and insulin aspart pen per SS
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HOME HEALTH: Select.

SOCIAL HISTORY: The patient is widowed after 40 years of marriage and had no children and nonsmoker and nondrinker. She is retired teacher. Nephew/ POA is Don Stockton and the patient was COVID positive on 01/03/22 and subsequently Covid negative and had COVID protocol.

REVIEW OF SYSTEMS:

Constitutional: She denies weight change, fevers, or chills.

HEENT: She wears corrective lenses and currently has a right ear that is clogged and nephew has provided an ear irrigator that is in her room to be used by home health. She has an upper plate, but native lower dentition.

Cardiovascular: She denies chest pain or palpitations.

Respiratory: No cough, shortness of breath or expectoration.

GI: She is continent of bowel. Denies dyspepsia.

GU: Denies UTI history and is continent of urine.

Musculoskeletal: Ambulates in her room and uses the back of her wheelchair for support and can propel her manual wheelchair.

SKIN: She denies any baseline pruritus. Does have bruising that she points out due to a fall.

Neurologic: No history of seizure, syncope, or vertigo. Acknowledges some mild memory deficits.

Psychiatric: Denies depression, anxiety, or insomnia.

PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished female in no acute distress.

VITAL SIGNS: Blood pressure 143/74, pulse 67, temperature 98.4, respirations 17, and O2 sat 95%. She is 5’4” and weighs 169.6 pounds and BMI is 27.4.

HEENT: Full thickness hair. Conjunctivae clear. Corrective lenses in place. Nares is patent. Moist oral mucosa. Well fitting upper plate and native dentition in good repair.

NECK: Supple with clear carotid.

SKIN: On her face, mid forehead she has a large abrasion that was derma bonded in place with a pink perimeter developing and there is mild edema. She has deep violaceous bruising on her left cheek following the lower rim of her eyeglasses and also on her upper lip on the left side.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop.

LUNGS: Clear. Normal effort. Symmetric excursion. No cough. Clear lung fields.

ABDOMEN: Protuberant and nontender. Bowel sounds present.
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MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She moves limb in a normal range of motion. Did not observe weightbearing. She has good muscle mass and motor strength.

NEUROLOGIC: CN II through XII grossly intact. She is alert and oriented x 3. Clear coherent speech. Affect congruent with what she is saying.

PSYCHIATRIC: Appropriate affect for situation.

ASSESSMENT & PLAN:
1. DM II. A1c is ordered and we will adjust DM II medications accordingly. CMP will also be checked based on her creatinine and may need to discontinue metformin and use another oral hypoglycemic avoiding insulin if we can.

2. Right ear congestion deep. We will write for home health to irrigate her right ear all that is needed is in patient’s room per POA.

3. General care CMP, CBC and TSH are also ordered.

4. Social. I spoke with POA regarding all of the above and he is in agreement with POC.

CPT 99328

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

