


INITIAL EVALUATION
RE: Doris Ryder
DOB: 11/15/1934
DOS: 04/19/2022
HarborChase AL
CC: New admit.
HPI: An 87-year-old in residence since 04/05/22. The patient is seen in room. Her apartment was very lovely in its decoration. She was well groomed and she was pleasant it was clear that she was a little confused and in attempting to go through her medical history, she was not able to give any information. When I began speaking with her, the patient reluctantly asked me where she was and when I gave her the name of the facility she was quiet and then asked hesitantly if she was in Oklahoma and I reassured her that she was in Oklahoma City. When I asked different questions, she just acknowledged that she did not remember.
DIAGNOSES: Alzheimer’s disease, CHF, afib, CKD, and history of GI bleed.
SURGICAL HISTORY: Appendectomy.
ALLERGIES: NKDA.
CODE STATUS: DNR.

MEDICATIONS: Lisinopril 20 mg q.d., Lasix 20 mg q.o.d., Lipitor 40 mg q.d., timolol OU q.d., Toprol 25 mg q.d., sucralfate 1 g b.i.d., amiodarone 100 mg q.d., ASA 81 mg q.d., Protonix 40 mg q.d., and Namenda 50 mg q.d.

SOCIAL HISTORY: She is widowed. She worked at a Tag Agency. She has two sons Scott and Tracy were co-POAs.
FAMILY HISTORY: The patient told me that she is a twin and that her brother is doing well. Lives here in Oklahoma.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Denies weight change.

HEENT: She wears corrective lenses has partials. She states she is sometimes HOH.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: No SOB.
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GI: She is continent of bowel.

GU: Continent of bladder.

MUSCULOSKELETAL: She uses a walker. She has had no falls.

SKIN: She denies bruising or rashes.

NEURO: Denies seizure when asked if she noted that she had memory changes. She just did not seem to understand the question.

PSYCHIATRIC: Denied insomnia or loss of appetite. Denied sadness or anxiety.
PHYSICAL EXAMINATION:

GENERAL: Frail elderly female well groomed in no distress.
VITAL SIGNS: Blood pressure 137/78, pulse 60, temperature 97.4, respiratory rate 17. The patient is 5’4” and weighs 104 pounds.

HEENT: Her hair is combed. Corrective lenses in place with clear conjunctivae. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.

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

RESPIRATORY: Lungs clear with good efforts. Symmetric excursion. No cough.

ABDOMEN: Scaphoid. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. No LEE.

SKIN: Warm, dry, intact and good turgor. No bruising or breakdown noted.

NEURO: CN II through XII grossly intact. She is alert, oriented x1-2 is quiet seems reluctant to make her needs known.

PSYCHIATRIC: A bland affect throughout.
ASSESSMENT & PLAN:
1. Alzheimer’s disease. The patient with moderately advanced dementia see how she does living by herself whether she is able to instigate and follow through on her own ADLs to date I think she has needed some assistance with prompting and cueing.
2. Cardiac history. I will get more information from her POA.

3. Social. I did contact both of her sons, left a voicemail and will try to speak with them next week regarding her history.
CPT 99327
Linda Lucio, M.D.
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