


INITIAL VISIT NOTE
*__________* 

ABRUPTLY STARTED AUDIO
PAST SURGICAL HISTORY: Tonsillectomy, TAH, cholecystectomy, cataract extraction, lumbosacral surgery, right shoulder surgery, breast lumpectomy positive for breast CA status post-chemo and RTX.
FAMILY HISTORY: Negative for cognitive impairment.

SOCIAL HISTORY: Married 67-year-old, retired from the County Department of ODOT and a non-smoker, rare drinker, four children who are all co-POAs. The patient and her husband spent the majority of their adult life in Clinton, Oklahoma then moved to Texas in 06/2019 as they had a daughter and another daughter who lived there and then were in AL while there. They have returned now to OKC as other daughter and SIL are here.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: There has been weight gain. Her baseline weight was generally 120-130 pounds.

HEENT: She wears corrective lenses no difficulty with hearing and native dentition.

CARDIAC: HTN well controlled.

RESPIRATORY: No cough, expectoration or SOB.

GI: Continent of bowel.

GU: No history of UTIs. Continent of urine though there is a urinary leakage per family.

MUSCULOSKELETAL: She ambulates independently for the most part does have a walker for p.r.n. No falls.

SKIN: She denies rash, bruising, or breakdown.

PSYCHIATRIC: She denies depression, anxiety, or sleep disorder.

NEUROLOGICAL: She also denies any cognitive impairment.
*__________* 
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PHYSICAL EXAMIATION:
VITAL SIGNS: Blood pressure 135/68, pulse 77, temperature 96.7, respiratory rate 19, O2 saturation 95%, weight 162.8 pounds.
HEENT: Short hair. Conjunctivae clear. Corrective lenses in place. Native dictation in fair repair.

NECK: Supple with clear carotids.

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

CARDIOVASCULAR: Regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Protuberant. Nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses in lower extremities. She does have thickened calves in distal pretibial area, which are her baseline. Despite diuretic there has not been any decrease. She ambulates independently in the room has a walker for distance.

SKIN: Around her ankles, it is thickened and hyperpigmented, but intact. She does have seborrheic keratosis around face and neck.
NEUROLOGICAL: CN II through XII grossly intact. She is oriented x2 to 3. Speech clear. Voices her needs.

PSYCHIATRIC: She appears to be demanding of her husband’s time and monitoring what he does so that he is always with her or what she allows.
ASSESSMENT & PLAN:
1. MCI. We will do an MMSC once she has had further acclamation time.
2. Depression/agitation. The behavioral issues had been seen both. We will decrease BuSpar to HS and start Zoloft 25 mg q. a.m. x1 week and then increase to 50 mg q.d.
3. Anxiety. I am adding alprazolam 0.25 mg a.m. 5 PM in h.s. routine.
4. History of DM II. A1c will be checked and go from there.
5. Hypothyroid. TSH level ordered.
6. Pain management done so with gabapentin and Celebrex. We will monitor for anything else that may be needed.
7. Code status discussion for now. We will leave as his wife is the one who chose full code for both of them, but family would like that revisited.
CPT 99326 and advanced care planning 83.17 and prolonged time with POA 40 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

