


INITIAL EVALUATION

RE: Mary Lewis

DOB: 06/12/1929

DOS: 05/23/2022

HarborChase AL

CC: New admit.
HPI: A 92-year-old seen in room. Her daughter Diane was present and assisted in giving information. The patient has been in residence since 05/13/2022, at least her living room kitchen area is filled with personal belongings and it is difficult to find a spot to sit on and the patient was going through paperwork. Daughter did much of the talking which was permitted by the patient after asking her and when the patient would try to add something her daughter would contradict her or add to. Prior to coming here, the patient had been home, had a fall and hit her head and this was in mid March, hospitalized at Norman Regional Hospital three days, from there went to SNF for 03/23/2022 to 05/13/2022. Daughter states that she is not yet at baseline. She has diminished memory and endurance. She was at Epworth Villa. Daughter adds that she had incidental finding when she had a head CT done of acute on chronic sinusitis and was placed on Levaquin which she states led to crazy behavior and wants that listed as an allergy that had already been done. Daughter adds that the patient had had a lot of swelling starting from the ankles up and was started on low dose Lasix, which she continues on and it has resolved. She states that her mother’s appetite is not what it used to be and thinks that she may have lost some weight, but again cannot quantify the weight loss.

PAST MEDICAL HISTORY: Gait instability with falls, HTN, HLD, GERD, hypothyroid, polyarthritis with pain and cognitive impairment.

MEDICATIONS: Lasix 20 mg q.d., atenolol 75 mg q.d., Norvasc 10 mg q.d., MiraLax q.d., Lipitor 40 mg h.s., levothyroxine 75 mcg q.d., Claritin 10 mg q.d. and docusate q.12h. p.r.n.

ALLERGIES: TETRACYCLINE and AMPICILLIN.
DIET: Regular.

CODE STATUS: The patient has an advance directive, but daughter wants to wait before addressing DNR.
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PHYSICAL EXAMINATION:

GENERAL:  Well-developed and nourished female, sitting quietly, but cooperative.

VITAL SIGNS: Blood pressure 108/50, pulse 70, temperature 97.9, respirations 19, and O2 sat 94%. Weight 124.8 pounds.

HEENT: Full-thickness hair. Corrective lenses in place. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

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

RESPIRATORY: Cooperates with deep inspiration. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: I did not see the patient weight bear, but moves her arms in a normal range of motion. Intact radial pulses and no lower extremity edema.

SKIN: Warm, dry and intact with good turgor.

NEUROLOGIC: CN II through XII grossly intact. She makes eye contact. Affect is congruent with what she is stating. Speech is clear. Some short-term memory deficits, which she acknowledges.

PSYCHIATRIC: Pleasant affect and demeanor for situation.

ASSESSMENT & PLAN:
1. Cognitive impairment. We will monitor care needs that staff can assist her with; for now, it appears that daughter will be present for much of the days going forward.

2. Gait instability. She has had PT and OT. So, I have encouraged her to do what exercises she remembers and to use her assistive devices; she has both a walker and a wheelchair available.

3. HTN. We will monitor BP by checking q.d. and adjusting medications as needed.

4. Medication request. Daughter requests Centrum Silver and Os-Cal along with routine Tylenol 500 mg two tablets b.i.d. be added so that is done.

5. Code status. We discussed what that DNR implies as to care reassuring her that care is done, but it covers the issue of how *__________* that the patient wants to have taken.
CPT 99328 and direct contact with POA 25 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

