


INITIAL EVALUATION

RE: Beverly Clark
DOB: 08/20/1938
DOS: 02/13/2022
HarborChase MC
CC: New patient.

HPI: An 83-year-old seen in room that she shares with her husband, they both moved in 01/27/2022. The patient was pleasant and cooperative. She was quite verbal, was noted ambulating in room independently, which she states she does and she acknowledges memory issues, which were part of why they moved here. She states that they have both enjoyed the facility though they do miss home.

PAST MEDICAL HISTORY: Mild cognitive impairment without BPSD, HTN, GERD, HLD, pain management, osteoporosis, and CKD stage III.

PAST SURGICAL HISTORY: TAH.
ALLERGIES: SULFA.

MEDICATIONS: Losartan 50 mg q.d., nifedipine 30 mg q.d., HCTZ 25 mg q.d., Norco 5/325 q.8 p.r.n., Fosamax q. week, Protonix 40 mg b.i.d. a.c., Lipitor 20 mg q.p.m. meal.

CODE STATUS: DNR.

SOCIAL HISTORY: Marry to husband 67 years. Quit smoking in 1980. Has a smoking history of 20 pack year and rare social ETOH. Friend Bill Putnam is POA Mr. and Mrs. Clark have two children, son Nick who lives in OKC and daughter Cheryl who lives in Denver.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her weight is stable between 145 and 150.
HEENT: She has mild hearing deficits, has reading glasses.

CARDIOVASCULAR: No chest pain or palpitations.

RESPIRATORY: No SOB, cough or expectoration.
GI: History of gastritis states medications keep her symptoms controlled. Continent of bowel.

GU: Denies recent UTIs. Incontinent of urine.

Musculoskeletal: Uses a walker for distance. She fell in January while at home, had an ER visit, no injury. Prior to that she did have occasional falls.
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NEURO: No formal diagnosis of dementia but her memory deficits have been an issue that she have been raised with the previous PCP Dr. Wilks and his notes reflect increasing memory deficits.

PSYCHIATRIC: She denies depression, anxiety or sleep disturbance. Husband and POA see issues inconsistent with her report.

SKIN: She denies easy bruising or skin tears.

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 145/90. Pulse 80. Temperature 98.1. Respirations 15. Weight was 145 pounds. She is 5’5” and BMI 24.13.
HEENT: She has full thickness hair. Conjunctivae clear. Had her readers in place the whole time I saw her. Nares patent. Native dentition in good repair. Moist oral mucosa.

NECK: Supple with clear carotids. No LAD.
CARDIOVASCULAR: Regular rate and rhythm without MRG. Heart sounds are distant.

ABDOMEN: Soft. Bowel sounds present. No masses or rebound signs.
RESPIRATORY: Normal RR and effort. Symmetric excursion. No cough.

MUSCULOSKELETAL: Ambulates independently, slowly but upright and steady. No LEE. Intact radial pulses.

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

NEUROLOGIC: CN II through XII grossly intact. Memory deficits both the short and long-term noted, patient cooperative. Makes eye contact.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.

ASSESSMENT & PLAN:

1. Mild cognitive impairment. MMSC will be administered at the end of next week. She has clear deficits and her husband has been in the caretaker role as regards that at home.

2. HTN and we will monitor. Adjust blood pressure and heart rate with medication adjustment as indicated.

3. Esophagitis/GERD stable with current medications. No changes.

4. HLD and FLP ordered.

5. Pain management will monitor because it is unclear how the source of her pain and she denies having any.
6.  Prolonged patient POA contact to review above got additional information and agrees with plan.
CPT 99328
Linda Lucio, M.D.
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