


INITIAL EVALUATION

RE: Rose Nixon
DOB: 05/06/1930
DOS: 02/13/2022
Harbor Chase AL
CC: New admission.

HPI: A 31-year-old who along with her husband moved in to facility on 02/09/22 from their home in OKC. The patient is seen in room where her husband is also present, they are watching the Olympics. Mrs. Nixon is alert, her attention is on the Olympics, but then focused on her own history and was able to give limited information secondary to memory deficits.

PAST MEDICAL HISTORY: Recent left femur fracture secondary to fall, hypothyroid, sleep disturbance long-term and occasional and Livalo 4 mg q.d., and COPD.
PAST SURGICAL HISTORY: Appendectomy, right hip ORIF post of all related fracture in 2009 and then left hip ORIF 12/18/22 with fall related fracture.
The recent left hip fracture it occurred she fell on 12/17 sent to Norman Regional ORIF the following day on 12/18. The patient sent to Norman Rehab and the patient discharged to home on 01/01/22 where she and husband had a 24-hour care prior to move here
ALLERGIES: CARDIZEM and STATINS.

DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient and husband have been married 73 years. She was a grade school cafeteria worker as well as worked in the family business. A nonsmoker and nondrinker.
FAMILY HISTORY: Noncontributory.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: Weight which is generally 150 pounds.
HEENT: She wears readers, does not have hearing aids or dentures.

CARDIOVASCULAR: She denies chest pain or palpitations.

RESPIRATORY: SOB, cough or expectorant.
GI: Denies nausea or vomiting. Is continent of bowel.

GU: Denies hematuria, dysuria or urinary leakage and is continent of urine.
MUSCULOSKELETAL: Ambulates with the walker, had a fall prior to admit or she sustained a fracture part of the left femoral neck. No surgery required.

SKIN: Has occasional bruising and skin tears. States she does not even know when they happen.

NEURO: She states she thinks she has some problems, recalling some things occasionally. Denies seizures, vertigo, or fainting spells.

PSYCHIATRIC: Denies depression or anxiety, but has spells in her words of going through, not sleeping well to sleeping okay.

PHYSICAL EXAMINATION:

GENERAL: Elderly female pleasant, was observed standing for about 10 minutes, watching the Olympics while I had talked to her husband, walker in use.
VITAL SIGNS: Blood pressure 139/84. Pulse 100. Temperature 98.1. Respirations 14. O2 saturation 94%. She is 5’2”. Weight not available.
HEENT: She has short curly hair. Conjunctivae clear. Nares patent. Moist oral mucosa. She has native dentition, with some teeth missing, in fair repair. Is HOH, things have to be repeated. Moist oral mucosa.

NECK: Supple with clear carotids. No LAD.
CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: She has normal rate and effort. Decreased bibasilar breath sounds. No cough. Symmetric excursions.
ABDOMEN: Soft. Hypoactive bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. She has nonpitting +1 to 2 edema of bilateral lower extremities, was able to stand for fair period of time. She had her walker and was just holding it as opposed to leaning on it and then ambulated to her recliner, which was nearby and positioned herself without difficulty. There was symmetric weight-bearing per leg.

SKIN: Her skin is tissue paper thin. She has purpura scattered on both arms, forearm, and upper extremity on the left. She has few scattered purpura on the right forearm and upper arm on the left with skin tears on both arms, dressed with Band-Aids. No evidence of infection and her lower extremities she has bilateral purpura as well and skin tear on the left with the right front area having scaling. She does have 1 to 2+ non-pitting edema bilateral lower extremities, can weight bear goes from sit to stand, using walker for support.
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NEUROLOGIC: CN II through XII grossly intact. She makes eye contact. Her speech is clear. She smiles makes her face when it is congruent with what she is saying. She did have some short-term memory deficits with her own history, but seem to recall her husband’s history, is cooperative and pleasant.
PSYCHIATRIC: Within normal for initial contact.

ASSESSMENT & PLAN:

1. Right femur fracture, this is within the last few months, they are not able to give me a time, but she is receiving physical therapy. Denied pain, was any significance and I reminded her that she has p.r.n. Tylenol.

2. Decrease skin integrity with purpura and skin tears, reminded her to let staff know when she notes skin tears and just to be careful about bumping into things with both her arms or legs.

3. Lower extremity edema, we will start Lasix 40 mg a day and monitor response later this week and then may be able to eventually decrease the Lasix to three or four days weekly for maintenance.

4. Cognitive impairment, this appears to be mild, but its clear that she needs assistance with basic things and certainly would not be able to administer her own medications or make meals, etc. She is currently followed by Excel Home Health.

5. Hypothyroid, we will check TSH.

6. General care. BP and heart rate will be monitored daily for now. She is not on any blood pressure medication per current orders reviewed.

7. Prolonged direct POA contact, met with and spoke to POA, the patient’s and husbands DIL. Reviewed her medical history which was updated many things patient forgot and answered questions and will update her when I get labs.

8. Code for the prolonged direct POA contact.
CPT 99327
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

