


INITIAL EVALUATION
RE: Thora Bean
DOB: 03/03/1937
DOS: 05/27/2022
Town Village AL
CC: New patient.
HPI: An 85-year-old in residence since 05/12/2022. The patient previously lived in Wichita. She had an episode of diverticulitis leading to hospitalization, developed a fistula, required colon resection with 10 inches removed, a colostomy was placed on 04/21/2022, with plan to reverse in approximately six months. The patient also had COVID twice last year, has since required supplemental O2 at 3 L that she uses p.r.n.; it was in place when I saw her. She is also in a wheelchair secondary to generalized weakness. Given all of those things, her children made the decision that she would be moved to OKC/Edmond where she has family and they can assist her more closely. The patient did have a period of skilled care at Select Rehab prior to moving here, but after Oklahoma. The patient is pleasant, able to give information. She is a retired RN, acknowledges that she needs a lot more assistance than she ever imagined she would need. She does talk about her son who remains in Wichita who is an adult special needs son, cognitively required direction that he lived with her and was able to help her out with doing physical things.
PAST SURGICAL HISTORY: Colon resection 10 inches secondary to diverticulitis with fistula formation, history of colonic polyps, TAH, cholecystectomy, and bilateral cataract extraction.
ALLERGIES: NKDA.

MEDICATIONS: FeSO4 q.d., guaifenesin 600 mg q.12h., MiraLAX b.i.d., Breo Ellipta q.d. and DuoNeb p.r.n.
SOCIAL HISTORY: Widowed, has four children, one adopted. Retired RN. Lived in Wichita.
FAMILY HISTORY: Noncontributory.
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CODE STATUS: Full code.

POA: Daughter Linda Dixon.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: Base weight was 170 pounds, unclear of current weight. She wears corrective lenses and has partial dentures. O2 at 3 L/NC p.r.n.
MUSCULOSKELETAL: Able to use a walker. Denies any falls, but currently is getting around in a wheelchair.

GU: Some urinary leakage. No recent UTI. She states she has had decreased appetite with her sleep pattern interruption and has had some new ankle edema, but very little.

PHYSICAL EXAMINATION:
GENERAL: Frail and pleasant female seated in wheelchair.
VITAL SIGNS: Blood pressure 122/64, pulse 82, temperature 97.1, respiratory rate 18 and weight 111 pounds, which is a significant weight change.
HEENT: Hair is combed. Conjunctivae clear. Corrective lenses in place. Well-fitting partials. Moist oral mucosa.
NECK: Supple without LAD.

CARDIOVASCULAR: Regular rate and rhythm without MRG and heart sounds are distant.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds, but clear mid to upper fields. No cough.
MUSCULOSKELETAL: She has a mild upper extremity tremor. Trace edema at the ankles.

SKIN: Warm, dry, intact, and fair turgor.

ABDOMEN: Soft. Bowel sounds present. Colostomy secured with partial semi-formed stool.
NEURO: Alert and oriented x3. Clear coherent speech. Able to give information. Affect appropriate to what she is saying.

PSYCHIATRIC: Appropriate for initial contact.
ASSESSMENT & PLAN:
1. Colostomy new. Providence Home Health is following the patient to assist in care of her ostomy as well as other needs. No problems at this time.
2. Change in ambulation. She has had PT and we will re-provide as needed. She is able to move and get around as she needs, will ask when she needs assist.
3. Weight loss. CMP, CBC and TSH to assess albumin and protein and recommend a supplemental intake Ensure at least twice daily.
Thora Bean

Page 3

4. History of COVID, now p.r.n. O2, she is aware of how to use it, has DuoNeb available and can ask for it. Does need assist with dressing and showering.
5. Social. We will contact her POA Linda Dixon and discuss with her mother’s current care as well as DNR status. When I did speak with the patient it at that time, has been full code.
CPT 99328
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

