


INITIAL EVALUATION
RE: Cora Wondella Jones
DOB: 08/31/1933
DOS: 02/07/2022
Autumn Leaves
CC: New patient.

HPI: An 88-year-old standing with other residents in the day room when I said her name, she came to me, took my hand and was ready to walk with me. The patient was admitted on 01/24/22 and has been compliant with care and is pleasant in her interactions with staff and other residents. I saw the patient by herself and she was verbal, but the content was rambling and out of context. She was not able to answer questions and I did contact her daughter/POA Catherine Herriman who is her POA for information. The patient was diagnosed with unspecified dementia and there were noted behavioral issues. She was resistant and aggressive toward family and wanted to be left alone in her own home. Initially, when it was clear that she was not able to live at home due to wandering in the concern of her getting lost or doing so at night, she was placed in Rivendell Memory Care there four months and from there, was brought to this facility. She required medication adjustment to temper her behavior and it has been successful, but she remains alert and verbal.
PAST MEDICAL HISTORY: Unspecified dementia with BPSD, decreased HTN, CKD stage III, HLD, major depressive disorder, and CAD.

PAST SURGICAL HISTORY: Three-vessel CABG, cardiac stent after CABG, TAH, cholecystectomy, and multiple eye surgeries.

MEDICATIONS: ASA 81 mg q.d., Depakote Sprinkles 250 mg b.i.d., lorazepam 0.5 mg one tablet t.i.d., Zoloft 25 mg q.d., pravastatin 80 mg q.d., and Imdur 30 mg q.d.
ALLERGIES: LIPITOR causes transaminitis.

DIET: Regular.

MMSC on admit was 9/30 indicating severe dementia.
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SOCIAL HISTORY: The patient was married in 1956 to the father of her two children. He passed away in 1973. She remained single for a long time, did remarry later that lasted two years and divorced. She was a jet engine mechanic at Tinker AFB from which she retired. Non-smoker and nondrinker. The patient has four children with Jack Jones and her POA is her daughter Catherine Herriman is first and in the event, she is not able to fulfill those duties then patient son Jack Jones would become a decision-maker.
FAMILY HISTORY: Mother post surgery anesthesia exposure, dementia became prominent. The  patient has an older and younger sister, one passed secondary to CVA complications. The other due to lung cancer and her father died of a CVA.

CODE STATUS: Her daughter/POA has in her possession and notarized note that patient wrote on 08/24/04 where she stated that she did want to be DNR in the event she was not able to live without ventilation etc. and that will be considered in the DNR decision.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She has lost weight. Her baseline was about 140.

HEENT: She wears corrective lenses. Her hearing is good without aids.

RESPIRATORY: No cough, expectoration or SOB noted.

CARDIAC: No reported chest pain or palpitations and per HPI.

GI: Appetite is good. No difficulty chewing or swallowing. She toilets.

GU: The patient is generally continent of urine, but has had some leakage and now is wearing a pad.

MUSCULOSKELETAL: The patient did have a left leg ankle fracture unclear when, but in the last few years and required only a cast and is reported to have healed. 
PHYSICAL EXAMINATION:

GENERAL: Frail elderly female, in no distress.

VITAL SIGNS: Blood pressure 144/72, pulse 92, temperature 97.9, respirations 08, O2 sat 98%, and weight 93.6 pounds.

HEENT: Her hair is combed and CAT. Conjunctivae clear. EOMI PERLA. Nares patent. Moist oral mucosa. Native dentition, in good repair.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: She did not cooperate with deep inspiration, but her effort and rate will WNL. Her lung fields are clear. No cough.

CARDIOVASCULAR: She had a regular rate and rhythm without MRG. PMI nondisplaced.
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ABDOMEN: Soft. Hypoactive bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: The patient was ambulating independently and was slow, but steady and upright. She does have a walker that she is encouraged to use. She will start the day with it and did not know where she put it. She had no lower extremity edema. Limbs move in a normal range of motion.

SKIN: Quite thin with decreased integrity, but no bruising, abrasions or skin tears noted.

NEURO: CN II through XII two grossly intact. Orientation to self only. She makes eye contact. She will smile. She is cooperative, unable to give information or follow direction.

PSYCHIATRIC: Appropriate affect and demeanor for situation.

ASSESSMENT & PLAN: 
1. Dementia with BPSD. She did have time in a Geropsych ward. Thus, the medications as above with benefit continue.
2. Code status. I did speak with POA regarding this. She thinks it is reasonable. However, she wants to talk to her brother who is second POA and then will let the facility know.
3. General care. Baseline lab ordered and address abnormality should they occur.

4. COVID status. The patient had COVID immunization with Moderna on 04/01/21. Subsequently, she did develop COVID and recovered without sequelae.
CPT 99328 and 83.17
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
