


INITIAL EVALUATION
RE: Pauline Green
DOB: 03/20/1931
DOS: 05/04/2022
Rivendell MC
CC: New admit.

HPI: A 91-year-old patient with unspecified dementia, admitted to the facility on 04/27/2022 from Rivermont MC where she had transferred from AL to MC within about a month. The patient observed in the dining room eating, she acknowledged me, remember that I was her doctor, but not from where and was cooperative. Staff report that she comes out for meals, but does not participate in activities and generally keeps to herself, is compliant with medications and any personal care needed. Family has come to visit in the evenings, but only a few times a week, not daily as they had previously done at Rivermont. She was cooperative to care when seen. She denied any pain, any sleep disturbance and her appetite is good. Her daughter also requests a DNR form completion to honor and uphold her advance directive wishes.

PAST MEDICAL HISTORY: Unspecified dementia, history of TIAs, HLD, atrial fibrillation on anticoagulant, GERD and vertigo periodic.

ALLERGIES: SULFA and FENTANYL.
MEDICATIONS: Lipitor 20 mg h.s., diltiazem 180 mg ER q.d., Eliquis 2.5 mg b.i.d., FeSO4 q.d., flecainide 50 mg q.12h., Lasix 40 mg MWF, omeprazole 20 mg q.d. and B12 1000 mcg q.d.

DIET: NAS.

CODE STATUS: Now DNR.

PHYSICAL EXAMINATION:

GENERAL: Thin elderly female seated quietly in the dining room appeared comfortable.
VITAL SIGNS: Blood pressure 128/68, pulse 70, temperature 98.0, respirations 18, O2 96%, and weight 122.8 pounds.
RESPIRATORY: Cooperates with deep inspiration. Symmetric excursion. Clear lung fields. No cough.

CARDIAC: She is in a regular rhythm without MRG. PMI nondisplaced.
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ABDOMEN: Soft. Bowel sounds present. No tenderness, just mild protuberance.

MUSCULOSKELETAL: She ambulates independently. She has trace lower extremity edema and intact radial pulses. Moves limbs in a normal range of motion.

NEURO: Orientation x2 to person and Oklahoma. She makes eye contact, just said a few words. Affect somewhat guarded. She makes eye contact when speaking to me, able to answer basic questions and states that she is comfortable and she sleeps good here.

ASSESSMENT & PLAN:

1. Unspecified dementia stable this point in time. We will give her acclamation time. She tells me she has been here at least over a week and hopefully she will begin to participate in activities.
2. Afib. Cardiac exam unchanged from last and no symptoms to indicate change in status.
3. Lower extremity edema. It is trace, but she is also on diuretic MWF, we will follow, we may need to do it more frequently.
4. Code status. Per POA/daughter Paula Bridges’ request, physician certification form signed to honor her advance directive requesting no heroic measures be undertaken in the event of cardiopulmonary arrest.
CPT 99338 and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

