


INITIAL EVALUATION
RE: Melinda Barr
DOB: 12/29/1960
DOS: 02/13/2022
HarborChase AL
CC: New patient.

HPI: A 61-year-old who moved into facility on 02/10/22 was seen today in room. She was pleasant and able to give information and voice that she was not happy being in a long-term care setting with older people. She voiced that she was here because her daughter who is an attorney along with her sister went behind her back and got guardianship and had it mandated that she move into a facility that she is here. She asked about getting evaluation of capacity so that she could have the guardianship removed and I told her that we would do an MMSC, but a thorough evaluation would be a neuropsych evaluation, which can be obtained through OU. She clearly repeated she did not know why it was thought that she needed a guardianship. I did call patients daughter/guardian and she gave me more history than makes it quite clear as to why she needed guardianship and patient is fully aware of all this it all relates to her history of alcohol abuse.
PAST MEDICAL HISTORY: Alcohol induced dementia and BPSD, hypothyroid, chronic headaches, which are documented in her chart, hypothyroid, insomnia, depression, and cirrhosis of the liver.

MEDICATIONS: Celexa 10 mg q.d., folic acid mg q.d., thiamine 100 mg q.d., Lasix 40 mg q.d., spironolactone 100 mg q.d., propranolol 10 mg b.i.d., melatonin 10 mg h.s., MVI q.d., lactulose is listed patient states she is not taking it, alprazolam 0.5 mg b.i.d. p.r.n. and Fioricet b.i.d. p.r.n.
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SOCIAL HISTORY: The patient has a history of alcohol abuse for several years, her profession is a professor of history at OCCC for greater than 20 years she was let go because of her alcoholism and its effects on her work. She then worked at OU for a few years and University in Fort Worth where she was also let go. The patient moved to Fort Worth in 2018 and by the time that daughter and sister intervened patient having no employment was homeless, had been hospitalized several times due to her physical effects of alcoholism and it was finally on her rather last hospitalization where family was contacted, updated on what was going on and family then intervened got guardianship and brought her back to Oklahoma. The patient was a nonsmoker when she was brought back to Oklahoma she was placed in memory care at Fountains at Canterbury OKC. She would order alcohol that would then be brought to her and required ER visit due to being inebriated and having behavioral issues and a limitless place that she would be discharged from there if she drank again, which she did. She had ordered airplane size bottles of ETOH and was found drunk. When speaking with the patient, she acknowledged that she had slipped once.

REVIEW OF SYSTEMS:  She wears corrective lenses. Denies hearing deficits. Has occasional tachycardia related to anxiety. Continent of bowel and bladder. Independent ambulation and denies falls states that she has no problems with sleeping. Her appetite is good and eats two meals a day. Her weight is stable at 150 pounds.

FAMILY HISTORY: Mother died in her 70s lung disease unknown type, her father died in his mid-70s secondary to a CVA, and she has a brother who has a history of ETOH abuse.

PHYSICAL EXAMINATION:

GENERAL: The patient seated comfortably is bit disheveled.
HEENT: NCAT. EOMI. PERLA. Conjunctivae clear. Corrective lenses in place. Moist oral mucosa. Native dentition.

Neck: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: She had a regular rate and rhythm without MRG. PMI nondisplaced.

Respiratory: Normal effort and rate. Clear lung fields. Symmetric excursion. No cough.

Abdomen: Bowel sounds present. No distention or tenderness.

Musculoskeletal: Intact radial pulses. Trace lower extremity edema. Move limbs in a normal range of motion. Did not observe weight-bearing.
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Skin: Warm, dry and intact with fair turgor. No bruising or skin tears noted.

Neuro: CN II through XII are grossly intact. She is alert. She is oriented x3.

Psychiatric: Appropriate affect and demeanor for situation though she did not tell the full scope of her work history or anything really related to her history of alcohol use.

ASSESSMENT & PLAN:

1. Alcohol abuse. The patient states she did not drink in for some time, but did not quantify that stating that she could not remember it was made clear to her that anything that interfered with her medical care or medications given would be noted as noncompliant.
2. Social issues. The patient has already had thorough neuropsych evaluations per her POA in March and then May of last year, so that does not need to be repeated. The repeat was as she did not like the results of the initial.
3. History of cirrhosis of the liver. CMP ordered.
4. Migraine headaches. There have been multiple medications used per note at TFOC, so will not really apply those medications and will continue with Fioricet and monitor how frequently it is used.
5. Anxiety. Will also monitor how frequently her alprazolam is requested and we will monitor her blood pressure given the diuretic use that she is on.
CPT 99328 and the code for prolonged POA contact.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

