


INITIAL EVALUATION
RE: 

DOB: 

DOS: 
DICTATION STARTS ABRUPTLY
HPI: An 85-year-old in residence since 05/01/2021, had an outside physician that followed her, Dr. Daniels who shut his practice down, so I am assuming her care. The patient is seen in her room. She would go between sitting down and standing up and going into the stack of paperwork that she said were notes from her doctor’s office, not the official notes, but those that she had accumulated herself. She was going through them. I told her that I would first just talk with her and then at a later day would get notes as needed and go through them. As she was up and about, she was noted to be frail and just a little bit off-balance at times, but was holding onto the counter and backs of chairs. She would start to talk and try to explain things and then it was clear she could not remember either what she was going to say or just did not have the information and later acknowledged that her memory has gotten worse over the last several months. There were two recliners in her room, I sat in one and I told her I stated it looks like the other one is yours and she stated it was her husband’s and, when I asked, she related he had passed away in July; they moved in again in May 2021, and he passed in July 2021 and she has left the chair with the same pillow and seat coverings that he had used.
PAST MEDICAL HISTORY: Cognitive impairment new, major depressive disorder, osteoporosis, and vertigo.
PAST SURGICAL HISTORY: Bilateral cataract extraction, blepharoplasty, cholecystectomy, right knee replacement, left femur fixation with rod and skin cancer excisions from her face.

MEDICATIONS: ASA 81 mg q.d., Os-Cal q.d., fish oil q.d., oxybutynin 5 mg b.i.d.; this is per the patient, MAR reads once daily, Paxil 10 mg q.d., MiraLAX q.d., Flomax; the patient states she is no longer on that, vitamin C 500 mg q.d., and vitamin E 400 IU q.d.

ALLERGIES: NKDA.
________
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CODE STATUS: The patient has an advance directive with no DNR.
SOCIAL HISTORY: Widowed 07/2021 after 61 years of marriage. She has a daughter Leslie Johnson who is the POA and local, a son passed away in 2013, secondary to cancer. She retired from Southwestern Bell and was a smoker up until 37 years ago, so she has a 35-pack year smoking history with rare ETOH use.

FAMILY HISTORY: Her mother died at age 87 of blood poisoning i.e. sepsis and father died at 70 of cancer, believed to be lung cancer.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: She states she has had weight change, states a lot, but cannot quantify and we do not have a current weight.

HEENT: She wears readers, has partials that are being worked on. Denies hearing deficits.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

GI: Continent of bowel.

GU: Some urinary leakage, wears briefs for protection, but can toilet.

MUSCULOSKELETAL: Has a rolling walker, Denies no falls in over a year.

NEURO: Acknowledges memory deficit and vertigo. She states that she had been on some medication, she does not recall it, there is nothing listed and the medication did make her sleepy, which is why she quit taking it actually.

SKIN: Thin and dry. She denies any rashes.
PHYSICAL EXAMINATION:
GENERAL: Frail elderly female, walking about her room as though she is forgetting what her intent is.

HEENT: She has full-thickness hair. Conjunctivae clear. Nares patent. She has moist oral mucosa, evidence of missing teeth on her right maxilla.

NECK: Supple. Clear credits.

CARDIOVASCULAR: She has distant heart sounds with the occasional regular beat. No MRG appreciated.

RESPIRATORY: Fair effort. Decreased bibasilar breath sounds. Symmetric excursion without cough.

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

MUSCULOSKELETAL: Generalized decreased muscle mass. Intact radial pulses. No LEE.

NEURO: CN II through XII are grossly intact. She is oriented x 2-3. She appears a little confused today when she realizes that she has got to do some things, but is reassured.

PSYCHIATRIC: Appropriate for initial contact.
________
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ASSESSMENT & PLAN:
1. Assume care. CMP, CBC and TSH for baseline lab ordered.
2. Cognitive impairment per the patient’s recognition as well. MMSE will be administered this week.
3. Vertigo. We will continue to monitor. Encouraged her to use her walker. She states when she is in her room she just holds onto things and, at this point, she is reluctant to try medication, which is understandable.
4. Medication issues. We will clarify those that she states that she is no longer taking.
5. General care. We will contact her POA as I have seen her.
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Linda Lucio, M.D.
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