


INITIAL EVALUATION

RE: Nina Rollins

DOB: 12/10/1928

DOS: 06/15/2022

Rivendell Highlands

CC: New admit.
HPI: A 93-year-old in residence since 06/13/22 was at Ignite Medical Resort for skilled care following a left hip fracture with ORIF. Prior to her hip fracture, the patient was living independently at Westbrook Senior living. The patient is seen in her room. She was seated comfortably at a bedside chair interactive and able to give some information though it did take her time and she acknowledged not remembering some things. She denied any pain at the time seen. She did go out and have dinner with the rest of the residents. The unit nurse told me that she had stated that she was self-conscious of her swallowing difficulties and did not want to show it in front of other people and came out and did fine. She has slept fairly well since moving in.

PAST MEDICAL HISTORY: Recent left hip fracture with ORIF, GERD, hypothyroid, HLD, peripheral autonomic neuropathy, HTN, gait instability uses wheelchair, and type II diabetes mellitus though not on medication for same.

SOCIAL HISTORY: The patient has been a widow for seven years very close to 70 years and in the last few years lost her son, daughter, and husband all to lung cancer. She has two surviving sons – one in Tennessee and her son Robert who lives in Newcastle who is also her POA. Nonsmoker and nondrinker and retired from a sewing factory.

PAST SURGICAL HISTORY: Right hip fracture with ORIF on 06/21/22 and left hip fracture with ORIF sometime in June.

FAMILY HISTORY: She has four sisters and two brothers. They have passed. The sisters remain alive. The patient is oldest of all of them and the others are in good health and parents died at older ages.
MEDICATIONS: Tylenol 500 mg b.i.d routine, Norvasc 2.5 mg h.s, Artificial tears OU p.r.n, latanoprost OU h.s., levothyroxine 100 mcg q.d., lisinopril 20 mg b.i.d, MiraLax q.d., Remeron 30 mg h.s., MVI q.d., Senna q.h.s.
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DIET: NAS and NCS.

ALLERGIES:  NKDA.

CODE STATUS: Full code.

REVIEW OF SYSTEMS: 

Constitutional: Believe she has lost weight but cannot give me what her baseline weight was and then later thinks it was 110 pounds.

HEENT: She wears corrective lenses and is hard of hearing without hearing aids. Native dentition several are missing.

Cardiovascular: She denies chest pain or palpitations but she does have AV block.

Respiratory: No SOB or cough.

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

GU: Urinary leakage and history of UTI. One while she was yet at SNF.

Musculoskeletal: The patient was ambulatory with occasional use of a walker prior to the fall in late May 2022 that led to her left hip fracture. She is now wheelchair bound.

PHYSICAL EXAMINATION:

GENERAL: Older female appearing younger than stated age in bedside recliner and appeared comfortable.

VITAL SIGNS: Blood pressure 150/63, pulse 73, temperature 97.2, and respirations 18.

HEENT: Full thickness hair. Conjunctivae clear. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition and fair to poor repair. She is hard of hearing.

NECK: Supple with clear carotid.

CARDIOVASCULAR: Distant heart sounds with irregular rhythm. No MRG.

RESPIRATORY: Normal effort. Clear lung fields. Symmetric excursion. No cough.

MUSCULOSKELETAL: Intact radial pulses. No LEE. Did not observe weightbearing. SKIN: Warm, dry and intact with good turgor. 

NEUROLOGIC: CN II through XII grossly intact. She is oriented x2-3. She has short and long term memory deficits that she is aware of.

PSYCHIATRIC: She was pleasant and able to give information and needed to take her time to do so and appeared in good spirits appropriate for initial encounter.
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ASSESSMENT & PLAN:
1. Gait abnormality in wheelchair. She just came from SNF and we will allow her to settle in and acclimating unit and then at some point revisit the issue of need for further therapy. The patient had an appointment with Dr. Brian Clowers on 06/14/22. He gave her Tylenol #3 for pain. She took one tablet last night and stated that she was sick all night and I reassured her it was likely the Codeine effect.
2. DM II unclear where this diagnosis came from and she is not on mediation and no evidence of A1c. I placed a call to her son/POA regarding any information on this. We will do an A1c later this year when it is time for general labs.

3. Dysphagia. The patient’s diet is currently regular solids with thin liquids and it may be in her best interest to do a mechanical soft food with chopped meat and give her a few more days of eating to see how she does and change it next week as needed.

4. HTN. Her BP is elevated today. We will do daily blood pressure checks for the next week and then decide adjusting her blood pressure meds.

CPT 99328

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

