


INITIAL EVALUATION

RE: Patricia Berkley
DOB: 12/29/1937

DOS: 03/04/2022
HarborChase MC
CC: New admit.

HPI: An 84-year-old in residence since 03/03/2022. The patient was seen in memory care where she was seated in her wheelchair in the dining room, she was quiet, allowed exam, did not have a lot to say. When I asked about pain though she indicated that she had pain and acknowledged her knees and she has a history of low back pain. The patient has Tylenol p.r.n., however, does not know to ask for it, so I told her we would make it routine in the morning and at bedtime and she smiled. Information is from chart review and speaking with her daughter Jennifer Williams. The patient was hospitalized in February due to increased confusion resulting from UTI. Post hospitalization, transferred to River Oaks Skilled Nursing Care and from River Oaks to HarborChase. Daughter stated that she and her stepfather explained to the patient that it was too difficult to take care of her at home, but that they would be here visiting her and felt that it was safest for her. She appeared to respond to hearing it from her husband.

PAST MEDICAL HISTORY: Unspecified dementia without BPSD, hypothyroid, HLD, insomnia, HTN, and constipation.

PAST SURGICAL HISTORY: Left shoulder arthroscopy, back surgery, appendectomy, tonsillectomy, and C-section x3.

MEDICATIONS: Ativan gel 0.5 mg/mL q.6h. p.r.n., buspirone 7.5 mg t.i.d., Plavix q.d., Lexapro 5 mg q.d., levothyroxine 50 mcg q.d., losartan 25 mg q.d. with parameter to hold, Namenda 5 mg b.i.d., rivastigmine 1.5 mg tablet b.i.d., Seroquel 12.5 mg h.s., and Tylenol Arthritis 650 mg a.m. and h.s. routine and continue with q.8h. p.r.n.

DIET: Regular with thin liquid and House Shake t.i.d.

CODE STATUS: DNR.

FAMILY HISTORY: Her mother had dementia subsequently dying secondary to complications. Her father died of cardiac disease.
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SOCIAL HISTORY: The patient married x2. She was widowed with her first marriage, but had three children and remarried someone that both she and her husband were friends with through church and has been married 26 years and has a good relationship with her children. The patient was a homemaker, did do some office work and drove a school bus. She is a nonsmoker and nondrinker.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her weight is fairly stable. She has native dentition though she is missing her upper and lower molars and chews with her front teeth. She has poor vision, but does not wear corrective lenses and adequate hearing.

MUSCULOSKELETAL: She is able to sit upright in a wheelchair. She has a pattern that goes back to several years even at home and continued when she was at River Oaks where she will get herself down on the floor and then crawl around. She is comfortable on the floor and daughter believes it is because she does not have to feel that she is going to fall. She is able to toilet and let others know when she has to go. She is sleeping through the night though she requires a sleep aid. Her dementia appears at baseline. She does have a random speech.

PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly, appeared fatigued, but was cooperative.
VITAL SIGNS: Blood pressure 124/68. Pulse 72. Temperature 97.2. Respirations 17. Weight 106 pounds.

HEENT: Conjunctivae clear. Her nares are patent. Moist oral mucosa. Native dentition in fair repair and noted missing molars.

NECK: Supple with clear carotids. No LAD.

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

RESPIRATORY: She had a normal effort and rate. Her lung fields were clear. Symmetric excursion. No cough.

ABDOMEN: Soft. Bowel sounds present. No tenderness. It is scaphoid. No distention.

MUSCULOSKELETAL: She slightly leans forward in her wheelchair arms resting on the arms rest, able to hold herself up. No lower extremity edema, appears gaunt.

SKIN: Warm, dry, and intact with fair turgor.

NEURO: Orientation x1. She makes limited eye contact. Her affect is blunted and the few words that she spoke were clear, but not engaging.

PSYCHIATRIC: Appropriate affect and demeanor. This is her second or third facility in a couple of months.
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ASSESSMENT & PLAN:

1. Generalized arthralgias/myalgias. Tylenol 650 mg a.m. and h.s. routine and q.8h. p.r.n. This was told to the patient and she is agreeable.

2. Weight loss. The patient’s current weight of 106 is 14 pounds below her baseline. We will supplement with three protein drinks q.d. and check her CMP with q. week weights x4 then q. month.

CPT 99338 and prolonged contact with POA 15 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

