


INITIAL EVALUATION

RE: JoAnn Sexton

DOB: 01/08/1942

DOS: 02/18/2022

Rivendell MC

CC: New admit.
HPI: An 80-year-old admitted 01/24/2022 along with her husband and they share a room. I observed both of them walking from an activity to their room. He holds her hand and they walk slowly. When I spoke to them, they are both in the dining room and I just spoke with him a little bit seeing what history I could get. I will relate what she has told me and then talk to the POA to verify.

PAST MEDICAL HISTORY: Alzheimer’s disease, hemiplegia and hemiparesis following CVA of the left dominant side, seizure disorder, HLD, dysphagia following CVA, age-related osteoporosis, tremors, depressive episodes and vitamin deficiency.

PAST SURGICAL HISTORY: TAH, tonsillectomy, bladder suspension surgery, appendectomy and mastectomy; the patient had had breast CA diagnosed in 2009 invasive ductal carcinoma.

ALLERGIES: PCN.

MEDICATIONS: Cymbalta 30 mg q.12h., Senna Plus q.12h., Norvasc 5 mg h.s., melatonin 3 mg h.s., Keppra 250 mg b.i.d., cranberry capsule q.d., Sinemet 25/100 q.12h., calcium 500 mg q.d., D3 400 IU q.d., olanzapine 5 mg q.12h. and following information is based on history patient gave me, so it has not been verified.

DIET: NAS with ground meat.

SOCIAL HISTORY: She has four children. This is a second marriage. She is a nonsmoker and nondrinker. She worked as a secretary. She and her husband are *_________*.

FAMILY HISTORY: She does not know whether there has been any history of memory deficits. Her mother died of an MI and she had a history of blood clots and CAD.
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REVIEW OF SYSTEMS: The patient had four falls preadmission and family became concerned. She ambulates independently and has not fallen since admission.

HEENT She wears glasses and dentures and appears to hear adequately.

GI: Incontinent of bowel. Denies constipation.

GU: Incontinent of urine. Denies UTIs.

PSYCHIATRIC: She denies sleep disturbance or depression.

NEUROLOGIC: She knows that her memory is not what it used to be in her words. We will get information as to when she was diagnosed; in her chart, is the name of neurologist, Dr. Matt Ryan.
PHYSICAL EXAMINATION:

GENERAL: She is sitting quietly. She is eating while I am talking to her husband and then responds when I ask her questions.

VITAL SIGNS: Blood pressure 131/62, pulse 73, temperature 97.3, respirations 16, and O2 sat 95%. She is 5’5” and last weight available was 135 pounds in 2016.

HEENT: Her conjunctivae are clear. She wears dentures and corrective lenses. She states she hears okay.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: No cough or shortness of breath.

ABDOMEN: She denies any pain or constipation and is incontinent of bowel.

GU: She denies any urgency or dysuria.

MUSCULOSKELETAL: She walks independently when she is with her husband, she will hold onto his arm. No falls since admission.

SKIN: She denies rashes, bruising or breakdown.

NEUROLOGIC: Positive for advanced dementia, not able to give information.
PSYCHIATRIC: Does not know what that means and denies any depression.

ASSESSMENT & PLAN:
1. Alzheimer’s dementia advanced. No BPSD We will continue to monitor and get to know her and what her needs are. She is generally quiet and requires repeat instruction because she really does not understand what is being said.

2. Seizure disorder. We will clarify when that last occurred and she is currently on a low-dose Keppra twice daily.

3. Sleep disorder. She has got low dose melatonin. We will see how that does for her and that can always be increased.

4. General care. I placed a call and left a voicemail with POA daughter JoAnn Dibler; hopefully, we can speak with her next weekend.
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