


INITIAL EVALUATION

RE: Daisy Martin
DOB: 10/22/1932

DOS: 02/22/2022
Rivermont AL

CC: Assume care.

HPI: An 89-year-old previous resident of Rivermont Independent Living, but after a fall from which she was not able to get up and was left lying overnight, decision made to transfer to AL. She is seen in room and the ADON is also present. The patient is sitting in her wheelchair. She is somewhat slouched in it due to postural difficulties, but she is alert, pleasant, and cooperative. The patient has a history of bipolar disorder, psych medicines have been prescribed through her PCP, which I will assume that role and her POA/daughter requested that in lieu of psychiatrist if we could have in-house psych nurse psychiatric care provided if needed. Family was reassured that psych nursing services where there are monitored by a psychiatrist would be ordered p.r.n. The patient has an involved medical history; she is able to give some information and there are scattered notes that piece together other information. Last labs were 03/2021 to include a UA positive for UTI.

PAST MEDICAL HISTORY: COPD, OA, osteoporosis, bipolar disorder, remote visit with psychiatrist and stable medically managed depression, remote history stable, hypothyroid, history of breast CA, GERD, and cervical vertebral fracture, specifically C2 remote, history of PE, and chronic venous insufficiency.

PAST SURGICAL HISTORY: Bilateral mastectomy secondary to CA, bilateral knee replacement, cholecystectomy, TAH, and C4 through C7 fusion.

ALLERGIES: CORTICOSTEROIDS, CODEINE, LITHIUM, OXYCONTIN.

MEDICATIONS: ASA 81 mg q.d., Wellbutrin 150 mg q.d., Os-Cal q.d., Flexeril 5 mg q.d., fish oil 1000 mg q.d., Flonase b.i.d., levothyroxine 125 mcg q.d., lisinopril 40 mg q.d., Claritin 10 mg q.d., meclizine 25 mg q.d., MVI q.d., Myrbetriq 25 mg q.d., Protonix 40 mg q.d., MiraLax will be changed to q.d.
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CODE STATUS: Will now be DNR.

DIET: Regular with cut meat and NAS.

SOCIAL HISTORY: Married 59 years, she and her husband adopted a daughter Miriam 60 and had a biologic daughter who is 55. The patient was living at home until things became difficult to manage then when into IL, where she was approximately 3 to 4 years worked as a speech therapist and has a 45-pack year smoking history having quit in 1989.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Denies fevers or chills. Weights vacillates.

HEENT: Wears corrective lenses, has been having a lot of dental issues stating that some of her teeth are falling out and she needs to be seen by a dentist. Hears adequately without hearing aids.
CARDIOVASCULAR: No chest pain or palpitations. She is followed by cardiologist due to her atrial fibrillation.
RESPIRATORY: No cough, expectoration, or SOB. Does not require oxygen.
GI: Continent of bowel.
GU: Urinary leakage, wears briefs.

MUSCULOSKELETAL: Weight bearing and is transfer assist, can propel her manual wheelchair, has a walker infrequently used. She has had several falls including since moving to AL.
PHYSICAL EXAMINATION:

GENERAL: Pleasant elderly female with chronic medical issues. No distress.
VITAL SIGNS: Blood pressure 136/86. Pulse 64. Temperature 97.8. Respirations 18. Weight was 136 pounds.
HEENT: Hair is short, but combed. Corrective lenses in place. Conjunctivae clear. Nares patent. Moist oral mucosa. Dentition is poor with several teeth missing.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: An irregular rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Fair respiratory effort at a normal rate. Lung fields clear. Symmetric excursion. No cough.

ABDOMEN: Soft. Bowel sounds present. Abdomen protuberant and nontender.
MUSCULOSKELETAL: She is able to reposition itself but that due to her back issues, has difficulty sitting upright.
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NEUROLOGIC: CN II through XII grossly intact. She is alert and oriented x3. Can give information. Maintains a sense of humor and today seemed in good spirits.

SKIN: She has few scattered purpura on her lower extremities, primarily right side where she is bumping into something on either her wheelchair or her walker one of the areas has eschar formation. Skin has decreased integrity with fair turgor.

ASSESSMENT & PLAN:

1. Psychiatric issues. The patient has both bipolar disorder and depression stable on current medications, which we will refill if there is ever need for psych services then would have psych nursing visit her on unit.

2. HTN. BP if it adequately controlled on current medications, no changes.

3. Hypothyroid, we will draw TSH.

4. OAB. She is on two different medications for the same issue, we will talk with her at my next visit as to whether she feels the need for both medications are generally on occasion are used together.
5. Constipation. This issue was brought up, she stated she was constipated, but only been two days has b.i.d. MiraLax. She states she does not take the evening dose because it makes her have to go to the bathroom through the night, so I have changed MiraLax to once daily and will monitor what she considers constipation.
6. General care. Due for annual labs, those are ordered.

7. Code status discussed DNR and her DNR that will be also discussed with her POA.

CPT 99328 and 83.17

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

