


INITIAL EVALUATION
RE: Sondra Mount
DOB: 09/24/1935
DOS: 05/05/2022
Jasmine Estates OKC
CC: New resident.

HPI: An 86-year-old resident who moved in 04/14/22. She was admitted from Rolling Hills ________ Psych Facility where she was admitted on 03/25/22. The patient was admitted to Rolling Hills after a fall and ER diagnoses of CHF, AKI, and hyperkalemia. She was also found to have rib fracture and compression fracture of T12 and L1 along with bilateral PEs. The patient was having auditory hallucinations and talking to people not present and she was also yelling out random names which she does hear. She was found to have a stage II coccyx wound which they treated and it was healed on discharge. The patient is described as a brittle diabetic, but no listings of FSBS or A1c. Since admit here, the patient will randomly propel herself around the facility and will call out for mama or just start yelling aloud and it is difficult to redirect her, so she has to be lived away from the majority of residents and then continues with the yelling even if staff is with her. Today, she was observed at different times sitting in her chair, nodded her head forward and napping and then she would awaken begin propelling yourself and calling out for mama. She will take your hand, but it does not stop her from continuing the same. She sleeps through the night, goes to meals, attempts to feed herself, but requires staff assist. She is in a wheelchair that she can propel. She has not tried to get up out of it, resists personal care. She is generally if not sleeping, is fidgety and propelling herself around.
DIAGNOSES: Alzheimer’s type dementia and pseudobulbar affect with behavioral issues, DM-II, bilateral lower lobes PEs on anticoagulant, T12 and L1 compression fractures, recent rib fracture unknown which side, history of delusions, HLD, CHF, COPD, anemia, Parkinson’s disease, and atrial fibrillation.

PAST SURGICAL HISTORY: Lap band procedure and bilateral hip replacements.

MEDICATIONS: Norvasc 10 mg q.d., metformin 500 mg q.d., Lasix 40 mg q.d., MVI q.d., Lexapro 10 mg q.d., Sinemet 25/100 mcg one tablet b.i.d., Cozaar 50 mg q.d., Nuedexta one tablet b.i.d., Nuplazid 34 mg h.s., Lopressor 50 mg b.i.d., MiraLax q.d., asa 81 mg q.d., clonidine 0.2 mg t.i.d., clonazepam 12.5 mg at 8 a.m. and 2 p.m. and 2.5 mg h.s., and Humalog regular insulin sliding scale b.i.d., and Klonopin 1 mg b.i.d.
ALLERGIES: ADVIL, ULTRAM, ALEVE, IMODIUM, and NUPRIN.

SOCIAL HISTORY: The patient is widowed, has family support.
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CODE STATUS: DNR.

POA: Beth Mount.

DIET: Diabetic.

REVIEW OF SYSTEMS: Deferred secondary to the  patient’s advanced dementia.

PHYSICAL EXAMINATION:

GENERAL: The patient is initially found sleeping in her wheelchair, able to awaken her so that I could do exam.
VITAL SIGNS: Blood pressure 141/61, pulse 71, temperature 97.6, respirations 14, and temperature 97.1. The patient is 5’3” and 115 pounds. BMI 20.1.
HEENT: Her hair is combed, corrective lenses in place. Conjunctiva clear. Moist oral mucosa. Native dentition.

NECK: Supple. Clear carotids.

RESPIRATORY: Does not cooperate with deep inspiration, but lung fields are clear. Symmetric excursion. No cough. She talks without any evidence of SOB.

CARDIOVASCULAR: Irregular rhythm without M, R, or G. PMI nondisplaced.

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. No LEE. She propels her manual wheelchair. She has a good neck and truncal stability.

NEURO: CN II through XII grossly intact. Orientation x1. Short attention span. She is generally in some type of movement. Her speech is clear, but it is random and out of context. She can be difficult to redirect.

PSYCHIATRIC: Appropriate affect and demeanor for an Alzheimer’s patient in a new facility.

SKIN: Warm, dry and intact. She does have a few scattered abrasions, pretibial area on the left and bilateral forearms in process of healing. The patient’s skin is quite pale.

ASSESSMENT & PLAN:
1. Alzheimer’s disease with BPSD. The patient in residence approximately two weeks is continuing to acclimate. We will monitor on next visit. If these issues continue then will adjust some of the current medication she is receiving. Also staff education under the spontaneous crying out as part of the pseudobulbar affect for which she is treated.
2. DM-II. A1c ordered and engaged home health for FSBS.
3. Atrial fibrillation/HTN. We will monitor BP and heart rate. She is anticoagulated with asa given her baseline cognition and we will just monitor for any easy bruising or bleeding that may occur and adjustments of her BP medications as needed.
4. General care. CMP, CBC and TSH ordered and I will contact family on my next visit.
CPT 99328
Linda Lucio, M.D.
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