


INITIAL EVALUATION

RE: Judy Taylor
DOB: 10/26/1947
DOS: 06/30/2022
HarborChase MC

CC: New admit.

HPI: A 74-year-old admitted from Brookwood Skilled Rehab where she was admitted 05/18/2022. The patient was hospitalized and found to have acute kidney failure and she demonstrated behavioral issues related to dementia. There is very limited information in the chart, I have placed a call to her POA and left a voicemail and if I could speak with her daughter, Tonya Cook today or I will hopefully be able to contact her next week. On admit here, the patient’s blood work was drawn given the patient’s history of acute kidney failure, DM II, toxic encephalopathy. Since she has been here, the patient has been quiet, she requires four of six ADL assist, is sleeping at night, allowing personal care and cooperating with medication administration.

PAST MEDICAL HISTORY: AKF, dementia with BPSD, hypothyroid, hyperlipidemia, HTN, DM II, depression and toxic encephalopathy 
MEDICATIONS: Amlodipine 10 mg q.d., Lipitor 40 mg q.d., Benazepril 40 mg q.d., Os-Cal b.i.d. and Lantus currently 20 units b.i.d. with sliding scale which will be discontinued, Lexapro 5 mg q.d., melatonin 3 mg two tablets h.s., MiraLAX p.r.n., Rena-Vite B complex one q.d. and Senna/docusate tablet two q.12h. p.r.n.
ALLERGIES: CODEINE, GENTAMICIN and SULFATES.

DIET: Regular.

CODE STATUS: Now, DNR.

The patient is in room sleeping. She is still acclimating to her new environment, so we will not examine her today.

PHYSICAL EXAMINATION:

GENERAL: Thin older female in no distress.
VITAL SIGNS: Blood pressure 121/57. Pulse 74. Temperature 97.7. Respirations 18. O2 saturation 94%. Height 5’6”. Weight 126 pounds.
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ASSESSMENT & PLAN:

1. DM II. A1c is 9.1 and on current Lantus of 20 units b.i.d. She has had sugars in the 300s to high 400s requiring minimum of 10 units per SS. I am changing Lantus to 30 units q.a.m. and p.m., discontinuing sliding scale, but we will do b.i.d. fingersticks and pending results, we will do any further adjustments needed.
2. Dementia with encephalopathy. The patient requires a lot of personal care assist, Harmony Home Health is ordered and they will also administer her insulin.

3. HTN. Monitor BPs, which are checked daily and we will adjust as needed.

4. Depression. Continue on her current dose of Lexapro.

5. General care. POA called and requested that I write a DNR on the patient’s behalf, so that is done and we will relate that to her when I do get to speak with her.

6. Mild anemia. Hemoglobin is 12.5, hematocrit just on the border of low-end normal at 31.5.

7. Acute renal failure. Followup BUN and creatinine are 21.7 and 0.6. Encouraged increased fluid intake.

8. Code status. There was a discussion with staff and POA regarding DNR. She requested that it be signed, it was discussed previously and there has been a signed DNR that they are unable to find. Certification of physician form completed, the patient is now DNR.

CPT 99328 and 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

