


INITIAL EVALUATION

RE: Coella Thompson

DOB: 02/07/1940

DOS: 06/29/2022

Rivendell MC

CC: New admit.
HPI: An 82-year-old in residence since 08/24/21 coming from her home where she lived with her son Ryan. Ryan had moved in with her six months prior and then he passed away unexpectedly. The patient was home alone for brief period of time and then it became clear to family members that there were memory deficits and sister who I spoke with recalls patient calling her with confusion and sundowning type symptoms. Her sister and POA Shirley Smith states that there has been a very pleasant change in patient. She appears to have blossomed, feels comfortable, and has met people where as she was isolated for the six months that her son was living with her. She was also in agreement with patient’s advanced directive indicating no heroic measures to be supported by certification of physician DNR form completion. Information following is from notes in chart, some by patient and sister. Sister reports noting memory deficits and just generalized confusions about six to eight months prior, but she still appeared to be able to take care of herself. She could give information as to whether she wanted to do something with family whether she had eaten etc. but the sundowning behaviors are what were concerning and then they became aware that she was not able to maintain the house or any of the necessary things like bill paying. She was taken to her PCP on 06/15/22 and MMSC was performed. The patient scored 14 out of 30, which puts her in the moderate dementia category. She was diagnosed then with Alzheimer’s disease unspecified. The patient was pleasant and cooperative when seen. She was able to give some information and then returned to lunch where she has a group of women that she is already dining with.

PAST MEDICAL HISTORY: Alzheimer’s disease unspecified, depression, HTN, ulcerative colitis, rheumatoid arthritis, history of sleep apnea, but no CPAP and insomnia.

DIET: Regular NAS with thin liquids.

ALLERGIES: NKDA.
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MEDICATIONS: Methotrexate 12.5 mg q. week, tramadol 50 mg q.8 p.r.n, meloxicam 7.5 mg q.d., Cymbalta 30 mg q.d., Zyrtec 10 mg q.d., turmeric 500 mg q.d., folic acid 1 mg q.d., levothyroxine 75 mcg q.d., prednisone 2.5 mg q.d, hydroxychloroquine 200 mg b.i.d, Pilocarpine 5 mg h.s., vitamin C 1000 mg q.d., Caltrate q.d., B12 1000 mcg q.d., glucosamine 500 mg t.i.d., Lasix 20 mg q.d., and Neurontin 100 mg t.i.d.

PAST SURGICAL HISTORY: Left ankle fracture with plate placed, right hip replacement with right hip dislocation replaced with sedation, rotator cuff repair.

FAMILY HISTORY: Father died of cardiac disease at age 80, mother died at age 93 natural causes, and maternal aunt with type II DM.

SOCIAL HISTORY: She has been a widow for long time. She stated she did not like talking about it because it reminded her of her husband which was sad because they had a good marriage. She has one son Ryan. She worked and had company dealing with commercial trailer and parts of sales in conjunction with her sister Shirley. Nonsmoker and nondrinker.

REVIEW OF SYSTEMS: 

Constitutional: Weight is stable.

HEENT: She wears corrective lenses and has permanent upper plate. No difficulty chewing or swallowing.

Cardiac: No chest pain or palpitations.

Respiratory: Denies shortness of breath, cough or expectoration.

GI: Continent of bowel. Denies problems with constipation or diarrhea.

GU: Continent of urine. No history of UTIs.

Musculoskeletal: She denies any falls and ambulate independently.

Neurologic: No history of seizures, syncope, or vertigo. Recent diagnosis of Alzheimer’s and family reports sundowning type symptoms.

Psychiatric: Treated for depression and also has insomnia.

Skin: No rashes, bruising, or breakdown.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed, and cooperative.

VITAL SIGNS: Blood pressure 123/67, pulse 81, temperature 98.7, respirations 18, and O2 sat 95%. Weight 124.2 pounds

HEENT: Hair combed. Conjunctivae clear. Corrected lenses in place. Dentition observed and demonstrate good care with moist oral mucosa.

NECK: Supple with clear carotid.

CARDIOVASCULAR: Regular rate and rhythm without MRG.

RESPIRATORY: Normal effort and rate. Clear lung fields.  No cough. Symmetric excursion.
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ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Ambulates independently with good posture. Fair stride. No lower extremity edema. Limbs moves in a normal ROM.

SKIN: Warm, dry and intact. Good turgor.

NEUROLOGIC: CN II through XII grossly intact. She was alert and oriented x2. Affect congruent with what she was saying.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.

ASSESSMENT & PLAN:
1. Alzheimer’s disease. The patient has been here five days. He is acclimated to participate in activities and states that she is sleeping well and coming out for all meals. We will continue to encourage acclimation to facility.

2. Sundowning. This has been reported by sister both when patient was home and then once since she been admitted. I want to wait until we see evidence before starting medication. I have spoken with the unit nurse who will also watch for same.

3. Code status. She has advanced directive indicating no heroic measures discussion with POA supports. DNR being signed and when I spoke with patient about it as well she said she did not want to have all those things done she said because father is dead.

4. General care. CMP, CBC and TSH for baseline lab ordered.

CPT 99328 and direct contact with POA 10 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

