


INITIAL EVALUATION

RE: *_________*
DOB:
DOS: 06/15/2022
CC: Assume care.

HPI: A 93-year-old seen in room, her husband was present. He was able to give information where she did not have recollection, which was actually frequent. The patient was in the bathroom when I came in and she suddenly appeared was steady with a slow pace but appeared comfortable using her walker and was able to position herself on the couch without assist. The patient was pleasant and made good eye contact in asking her questions after telling her who I was, became evident that she had significant memory deficits and this is where her husband would enter with giving me the information. I was noted that he had a persistent wet cough throughout the time that I was with the patient and it did not seem to affect her on it. The patient and her husband moved into Rivendell on 06/30/21 they both shared the same physician and recently her daughters they both are second marriage and have grown children with their first spouse. Her children wanted her to get care in the building.

PAST MEDICAL HISTORY: Dementia unspecified without BPSD, COPD, dysphagia with a 04/28/22 swallow study showing aspiration on all consistencies, swallowing function worsened and family deferred PEG and want her to continue eating as she is able diet modified, hypothyroid, peripheral neuropathy, GERD, B12 deficiency, anxiety, OSA with CPAP at h.s., history of CVA, O2 2L per NC p.r.n. and there are no parameters for use. Other PMH lacunar infarct, bilateral carotid artery stenosis, arterial ischemic CVA on 06/30/21, diastolic CHF, and TIAs.

PAST SURGICAL HISTORY: Appendectomy, lumbar surgery for degenerative disc disease, C-section x2, hernia repair inguinal, TAH, tonsillectomy and no surgery, type unclear.

SOCIAL HISTORY: The patient and her and husband Roy were married on 01/01/1999. She has two daughters from her first marriage and daughter Mary Hintergardt is her POA. She was a teacher all of her professional life from kindergarten to teaching at a business school at Roe State. She has remote smoking history and rare social ETOH use.
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CODE STATUS: DNR.

ALLERGIES: PCN, SULFA, LATEX, and SULFONAMIDE.
DIET: Puréed and NAS with nectar thick liquids.

MEDICATIONS: Allegra 180 mg q.d., ASA 81 mg q.d., BuSpar 7.5 mg b.i.d., Nexium 20 mg q.d., Flonase q.d., levothyroxine 75 mcg q.d., Singulair h.s., nebivolol 2.5 mg q.d., Tussin cough syrup 30 mL b.i.d., and B12 500 mcg q.d.

REVIEW OF SYSTEMS: Deferred given the patient’s memory deficits that briefly.

CONSTITUTIONAL: She has had weight loss unclear what her baseline weight is.

HEENT: She does not wear corrective lenses, has native dentition. She does not wear hearing aids, but is HOH.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: She has p.r.n. O2 without parameters so I have written for it to be in place with O2 saturations less than 90%.

MUSCULOSKELETAL: The patient uses a walker. She had a fall two nights ago where she got up middle in the night without turning light on and started walking to the bathroom ran into her walker and fell. She is continent of bowel and bladder.

NEURO: Clear memory deficits.

PHYSICAL EXAMINATION:
GENERAL: Frail elderly female walking into a room with her walker. She is pleasant and interactive.

VITAL SIGNS: Blood pressure 110/62, pulse 54, temperature 97.2, respirations 16, and O2 saturation 94%, and weight 101.8 pounds, which is a decrease or loss of 8.7 pounds from May 5th where she weighed 110.5 pounds.

HEENT: Full thickness hair. Conjunctivae clear. Moist oral mucosa. Native dentition in fair repair:

NECK: Supple. Clear carotids. She is very hard of hearing.

CARDIOVASCULAR: Regular rhythm without M, R, or G. Heart sounds distant.

RESPIRATORY: A normal effort and rate. Lung fields are clear to basis with symmetric excursion and no cough.

ABDOMEN: Soft. Bowel sounds present and nontender. No distention.

MUSCULOSKELETAL: Decreased generalized muscle mass and motor strength. No LEE. Intact radial pulses.

SKIN: Warm and dry.

*__________*
Page 3

NEURO: CN II through XII grossly intact. She is oriented x1-2. She is generally quiet lets her husband speak for her, but she does have a sense of humor and she acknowledges her memory deficits.

PSYCH: She does appear somewhat anxious at times. Her husband notes that anxiety is a chronic feature that is become worse and that he would like to have that addressed.

ASSESSMENT & PLAN:

1. COPD with O2 p.r.n. I have written that is to be used at 2 liters for an O2 sat are on room air less than 90%.

2. Weight loss. The patient is on a pureed diet, which may be some of the reason for the change in her weight the previous month of 110 was the month for there she was on a regular diet. I will continue to monitor and I am ordering Ensure one can twice daily.

3. CHF. Monitor BP and HR both of which in review had been fairly well controlled this year.

4. Anxiety. Alprazolam 0.25 mg one and half of those tablets b.i.d. routine and an additional x2 doses p.r.n.

5. Sleep disorder. Husband reports that his wife is not sleeping at night. We will give the alprazolam also at h.s.

6. General care. CMP, CBC, and TSH ordered. I will also contact her POA next week and we will go from there.

CPT 99328 and prolonged contact with spouse 30 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

