


INITIAL VISIT NOTE
RE: Alma June Ricks
DOB: 12/24/1933

DOS: 04/06/2022
Rivendell MC
CC: New admit.
HPI: An 88-year-old in residence since 03/31/22, seen today in day room. She was pleasant and cooperative. There was a scenic ride going on and she told me she had gone on one two days ago, which there had been once so she was sitting this one out. The patient was able to give information and I told her that I would be contacting her family as well and she agreed with that. She states she is sleeping good. No problems with appetite interacting with other residents and participating in activities. She acknowledges some changes that things are not quite what they used to be, but did not use the word dementia.
PAST MEDICAL HISTORY: Alzheimer’s disease, HTN, HLD, depression, OA, B12 deficiency, history of anemia, history of hyponatremia, and GERD.
PAST SURGICAL HISTORY: Negative.
ALLERGIES: NKDA.
MEDICATIONS: ASA 81 mg q.d., diltiazem 180 mg q.d., esomeprazole 40 mg q.d., Namenda 5 mg q.d., meloxicam 15 mg q.d., pravastatin 10 mg q.d., ProFe one tab q.d., gabapentin 100 mg t.i.d., B complex q.d., and omeprazole 20 mg q.d., MMSC is 18 of 30 which is moderate dementia.
FAMILY HISTORY: Her mother died at 67 unknown causes. Father in his 60s. She states he was hard worker, was a farmer all of his life and to her knowledge no dementia.

SOCIAL HISTORY: She married 65 years widow x two years has two sons one in OKC and one in Georgia. Son Stephen Rick’s POA. She was a homemaker.

DIET: Regular.

CODE STATUS: DNR.
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REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her weight is stable.

HEENT: She wears corrective lenses. No hearing aids or dentures. She states she hears well.

CARDIOVASCULAR: No chest pain or palpitations.

RESPIRATORY: She denies cough or SOB.

GI: No constipation, continent of bowel.

GU: No UTIs. Continent of urine.

MUSCULOSKELETAL: Denies falls has a walker or has a cane that she use while walking and states she likes to walk, but she was not using it when I saw her.
PHYSICAL EXAMINATION:
GENERAL:  Thin elderly female pleasant no distress.
VITAL SIGNS: Blood pressure 155/86, pulse 90, temperature 98.0, respirations 18, O2 saturation 96%, and weight 112 pounds.

HEENT: Her hair is well-groomed. EOMI. PERLA. Corrective lenses in place. Nares are patent. Moist oral mucosa. Native dentition and fair repair.

NECK: Supple. Clear carotids.

CARDIOVASCULAR: She had a soft SEM throughout the precordium. No R or G appreciated. Carotids clear. No LAD.

RESPIRATORY: Normal effort and rate. Symmetric excursion. Clear lung fields without cough.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No LEE. Fair muscle mass and motor strength.

SKIN: Warm, dry, intact with good turgor.

NEUROLOGICAL: CN II through XII grossly intact. She is alert and oriented x 2. Her speech is clear. She has a sense of humor. Affect congruent with what she is talking about.

PSYCHIATRIC: Appropriate affect and demeanor for situation.
ASSESSMENT & PLAN:
1. HTN. Today it is bit elevated. We will have it checked daily and review next week.
2. Alzheimer’s disease stable at this point in time. Appears to meet only standby assist while showering or with personal care.
3. Code status. Son/POA Stephen request a DNR form completed. In the past, she has had a DNR not able to find it and I spoke to her directly today asking her what her wishes were and she makes it clear that she does not want to receive chest compressions etc. so a physician certification forms for DNR is completed.
4. General care. CMP, CBC, and TSH ordered. 
CPT 99328 and advanced care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

