


INITIAL EVALUATION
RE: Helen Williams
DOB: 03/22/1928
DOS: 05/16/2022
Quail Creek AL
CC: New admission.

HPI: A 94-year-old who moved in on 10/15/2021 right after seeing her PCP and now her medications are not being refilled and she is unable to make it to an outside appointment, so I am seeing her for the first time. The patient is alert and pleasant. She has a sense of humor, is able to give information, and does have some noted memory deficits that she also points out. She has tended to stay in her room most of the time, staff after coax her out on the occasional meal or activity for which she will come downstairs. The patient states that she is comfortable in her room and occupies herself, so there it is. She states physically she feels good with the exception of some aches and pains, she acknowledges as going with all her age and denies any falls. The patient denies any problems with her memory and makes that point clear. The patient was living in her own home independently, the prompt to move into this facility is because daughter stated her forgetfulness was affecting her personal hygiene as well as how she maintained her home and she had already had difficulties with paying bills and driving. When I asked if she noted whether there is any change in her memory now that she has a chance to look back at it, she looked at me and clearly stated “absolutely not”, so we moved on.

PAST MEDICAL HISTORY: Dementia unspecified, iron-deficiency anemia, hypothyroid, GERD, depression, history of TIA, and history of breast cancer.

MEDICATIONS: Aricept 10 mg q.d., FeSO4 q.d., levothyroxine 112 mcg q.d., Namenda 10 mg h.s., omeprazole 20 mg q.d., Zoloft 50 mg q.d., Viactiv two q.d. and D3 5000 units q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She denies weight change. No fevers or chills.

HEENT: Wears corrective lenses. Denies hearing deficits. No difficulty chewing or swallowing.
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CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

GI: No nausea, vomiting, constipation or diarrhea, is continent of bowel.

GU: No hematuria or dysuria. Does have urinary leakage, but states she still gets herself to the bathroom, does were a brief.

MUSCULOSKELETAL: Ambulates independently in her room and has a walker for outside of the room. She denies any recent falls.

SKIN: She denies rashes or bruising.

NEURO: Denies memory change or forgetfulness. Positive for TIA.

PSYCHIATRIC: Treated for depression.

PHYSICAL EXAMINATION:

GENERAL: Pleasant, older female, alert and cooperative.
VITAL SIGNS: Blood pressure 128/78, pulse 68, temperature 97.8, respirations 20, O2 sat 96%, and weight 121 pounds.
HEENT: Her hair is short and combed. Conjunctivae clear. Corrective lenses in place. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

ABDOMEN: Protuberant and nontender. Bowel sounds present.

RESPIRATORY: Normal respiratory effort and rate. Lung fields clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: Ambulates around the room. She is able to bend at the waist to move things off the couch, so her limbs are moving in a normal range of motion. She has thickened calves with trace ankle edema.

SKIN: Warm, dry and intact with some senile change.
ASSESSMENT & PLAN:

1. Cognitive impairment, unspecified. We will administer MMSE on next visit and assess where she is at this point in time.

2. Hypothyroid. TSH ordered, as there is no information in that regard per the patient.
3. Depression. She appears in good spirits and we will encourage her to attending activity or to at least come out on occasion and dine with the other residents.
4. Iron-deficiency anemia, have no lab on that behalf, so CBC and CMP ordered. We will follow up with the patient in four weeks.
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Linda Lucio, M.D.
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