


INITIAL EVALUATION
RE: Peggy Harryman

DOB: 09/23/1932
DOS: 02/10/2022
HarborChase MC
CC: New admit.

HPI: An 89-year-old who I followed at Rivendell has moved into this facility as of 02/07/22. She was seen today in room with her daughter/POA Carole Schrader. The patient was quiet but pleasant. She did recognize me. Did not know my name and her daughter stated that her mother has seemed to be more anxious in the evening and she feels that her some of her medications that help with her anxiety are given too late in the evening and would like to see if we could get them earlier. They were given earlier at the previous facility and more benefit. The patient has called her daughter in the last couple of nights tearful and anxious. Daughter has been coming daily to see her mother, talked about they would become to a point soon that the patient needs to acclimate to the new facility and hopefully that will be after the medication change.

DIAGNOSES: Dementia without BPSD, anxiety disorder, and depression.

MEDICATIONS: Aripiprazole 2 mg one tab at dinner, lorazepam 1 mg q.d., clonidine 0.1 mg with parameters and Systane eye drops OU q.d.

CODE STATUS: Full code.

DIET: Regular.

SOCIAL HISTORY: The patient is a widow. Her daughter as above is her POA. The patient is a nonsmoker and nondrinker.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She has had no weight change, fevers or chills.

HEENT: Does not wear corrective lenses or hearing aids. Appears to seeing here adequately. Has native dentition. She does wear corrective lenses as needed. Generally does not have them in place and has bilateral hearing aids, which she did have in place today.
CARDIOVASCULAR: No chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.
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GI: No nausea, vomiting, constipation or diarrhea. Can toilet. Occasional bowel accidents.

GU: Urinary leakage with some incontinence again can toilet.

MUSCULOSKELETAL: Ambulates with a walker. Infrequent falls. Cannot recall the last one.

SKIN: No bruising or breakdown.

NEURO: No seizure, syncope or vertigo. Positive for dementia.

PSYCHIATRIC: Positive for depression and anxiety.

PHYSICAL EXAMINATION:
GENERAL: The patient was alert and ambulating with her walker when seen, no distress.

VITAL SIGNS: Blood pressure 94/76, pulse 98, temperature 96.0, respirations 17, and O2 sat is 94%.

HEENT: Her hair was groomed. Conjunctivae clear. Moist oral mucosa.

NECK: Supple with clear carotids.

CARDIOVASCULAR: She had regular rate and rhythm without M/R/G. PMI nondisplaced.

RESPIRATORY: She had a fair effort. Lung fields clear. Symmetric excursion. No cough.

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

MUSCULOSKELETAL: Ambulates with a walker. No LEE. Goes from sit to stand and vice versa. Using her walker for support.

SKIN: Warm, dry and intact with good turgor. No bruising noted.

NEURO: CN II through XII grossly intact. Orientation x1. She knows she is somewhat different, but that she is in Oklahoma. She is soft-spoken and speaks a few words at a time. Smiles when appropriate. She can get anxious and appeared slightly so today.

ASSESSMENT & PLAN:
1. Anxiety. I have changed her evening dose of BuSpar to 5 p.m. as opposed to h.s. and her Remeron is also being moved to 5 p.m. as opposed to h.s. If the latter causes sleepiness earlier, we will move it back to bedtime and perhaps add a low dose of lorazepam instead.

2. General care. Labs for baseline here ordered.

3. Code status. This needs to be discussed with POA and we will do so at my next visit.
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