


INITIAL EVALUATION
RE: Mary Holland
DOB: 06/12/1951
DOS: 04/19/2022
HarborChase AL
CC: New patient.
HPI: A 70-year-old in residence since 03/31/22. Seen for the first time in her apartment. The patient was seated on the couch wearing a nightgown mid afternoon. After introducing myself, the patient was cooperative pointed out her lower extremities, which are in Unna boots. Told me that she thought there were still some seeping and then she was having diarrhea that started today. She denied that there was any blood or mucus that it was just plain diarrhea. Reviewed her meds, she is not on stool softeners. She is on metformin and asked her about when she started it and she said that she has been on it for several years and never had diarrhea with it. The patient uses a wheelchair to get around, can self transfer, but often calls for assist. The patient also had O2 in place. She has used it for eight years and is currently on 5½ L. The patient was hospitalized at St. Anthony’s on 02/15/2022 for cellulitis of both legs and received IV antibiotic and continuation of PO for total treatment x4 weeks. From the hospital, she went to Accel at Crystal Park on 03/08/2022, completed therapy arriving at HarborChase from there. The patient was pleasant unable to give information when asked if she is out for meals or has participated in any activities. She does come out for meals, has a wheelchair that she uses, but has deferred activities.
PAST MEDICAL HISTORY: Morbid obesity, O2 dependent, COPD, DM II, rheumatoid arthritis, CHF, HTN, GERD, and HLD.
SURGICAL HISTORY: Cholecystectomy, appendectomy, and tubal ligation.

ALLERGIES: TETANUS TOXOID, TORSEMIDE and HCTZ.
DIET: Regular.

CODE STATUS: Full code.
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MEDICATIONS: Anoro Ellipta q.d., ASA 81 mg q.d., diclofenac gel b.i.d., Flonase q.d., Lasix 40 mg two tabs t.i.d., gabapentin 100 mg t.i.d., Atrovent nasal spray q.d., lovastatin 20 mg h.s., Toprol 50 mg q.d., Singulair q.d., MVI q.d., Prostat liquid protein 30 mL t.i.d., Triad paste topical t.i.d., Zyrtec 10 mg q.d., and Aquaphilic topical ointment q.a.m..
FAMILY HISTORY: Her mother died of GYN cancer. Father died due to alcoholism related complications.
SOCIAL HISTORY: She is a 15-pack year smoking history quit in 1982. She is a widow. She was living at home alone. She has two children a son and daughter and their co-POAs.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: While she is obese shares that in January, her weight was 298 pounds currently 256 pounds for weight loss of 42 pounds in four months and wants to work on healthy weight loss.

HEENT: She wears corrective lenses. She has O2 in place. She does not have hearing aids, but states she is HOH and could use them. She has native dentition in fair repair.

MUSCULOSKELETAL: She has a walker that she uses in her apartment and for short distances. Otherwise has a wheelchair that she propels. Denies any recent falls.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: Continuous O2, has DOE so activity limited.

GI: No difficulty chewing or swallowing. No constipation and today diarrhea has started.

GU: No hematuria or dysuria and cognitive urine.

SKIN: Points to her lower extremities were the remains redness and crusting skin with some of it peeling off.
PHYSICAL EXAMINATION:

GENERAL: Morbidly obese female seated on couch cooperative.
VITAL SIGNS: Blood pressure 137/74, pulse 77, temperature 98, respiratory rate 18 and O2 saturation 95%. The patient is 5’7” and current weight is 256 pounds with a BMI of 40.1.
HEENT: Her hair was on unkempt. Corrective lenses in place. O2 per NC in place slightly dry. Oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.
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RESPIRATORY: She has fair effort decreased bibasilar breath sounds. Lung fields are clear. Symmetric excursion. No cough.

ABDOMEN: Obese and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. She has Unna boots bilateral lower extremities dorsum of her feet exposed. There is edema trace with crusting of skin as well as flaking off. There is no redness or warmth. She moves her arms in somewhat limited manner.

NEURO: CN II through XII grossly intact. She is alert and oriented x3. Speech is clear. She can give information and voice her needs. Understands given information.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.

ASSESSMENT & PLAN:
1. Bilateral lower extremity cellulitis and edema. Unna boots in place for home health. She is followed by Elara HH and change of boots q.72h,. The dorsum of her feet there will be basically crusting off of dead skin and she does have barrier cream that is placed. It does not appear to be infected.
2. O2 dependent COPD. She appears stable. No changes in her O2 other than maybe try to get her to come down and hopefully we can do that.

3. Morbid obesity. Encouraged her to continue to work on weight loss. There are some exercise times that a therapist will do with the residents. In addition that maybe PT, people can suggest some exercises that she can do in her apartment, which I am sure that will not be a problem.
4. Diarrhea. Imodium 2 mg caps two tabs now and then one tab with each subsequent loose stool until resolved.
5. DM II. A1c ordered.

6. General care. CMP and CBC also ordered.
CPT 99328
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

