


INITIAL EVALUATION

RE: Wanda Blunck
DOB: 02/23/1926
DOS: 07/01/2022

Rivermont AL
CC: New admission.
HPI: A 96-year-old who moved into facility on 06/09/2022. The patient arrived here from Ignite Rehab Facility. She was there six weeks after hospitalization at NRH x1 week for a colon abscess. The patient had diverticulitis, the descending large bowel increase in pain led to being seen with the finding of abscess. Her stay at Ignite included IV antibiotics as well as PT and speech therapy. She relates that she has history of diverticuli of esophagus in fact she knew the name of Zenker’s diverticulum and was taught techniques about taking small amounts to chew and fluid following swallow. She states that she still feels like things are getting caught, but has no pain. The patient’s son one of them was present when I was speaking with her after I had spoken to her and she had given me information I asked if he had any questions or anything to add and his answer was prompt nope
PAST MEDICAL HISTORY: Diverticulitis status post treatment for abscess, anemia, GERD, glaucoma, HTN, and osteoporosis.
PAST SURGICAL HISTORY: Recent left hip ORIF, allergic rhinitis, peripheral neuropathy, OAB, appendectomy, TAH, cholecystectomy, lumpectomy, and ablation to left leg secondary to increase varicosities.
ALLERGIES: PCN and SULFA.
DIET: NAS.
CODE STATUS: Full code.

MEDICATIONS: Crush order and medications Tylenol 650 mg t.i.d., Norvasc 2.5 mg h.s., D3 1000 units q.d., Fergon 240 mg q.d., Lasix 20 mg q.d., levothyroxine 50 mcg q.a.m., lisinopril 10 mg q.d., metoprolol 25 mg b.i.d., MiraLax q.d., Protonix 40 mg q.d., KCl 10 mEq q.d., PreserVision q.d., and vitamin K2 900 mcg q.d.
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PAST SURGICAL HISTORY: Cholecystectomy, appendectomy secondary to rupture, hiatal hernia repair, esophageal surgery, pacemaker placed bilateral, and cataract extraction.
SOCIAL HISTORY: The patient was married 66 years widowed on 09/01/2019. She has seven children five live in Norman. Son David is POA. Nonsmoker and nondrinker and she worked at OU prior to marriage and then was a homemaker.
REVIEW OF SYSTEMS: 
CONSTITUTIONAL: She has lost weight. Baseline was 147 pounds is now 132 pounds.

HEENT: Vision and hearing worse readers. No hearing deficits. Native dentition.

CARDIAC: Denies chest pain or palpitations. Positive for HTN.

RESPIRATORY: No cough expectoration or SOB. Did have acute pulmonary edema during recent hospitalization.

ABDOMEN: Occasional discomfort. No nausea, vomiting, constipation or diarrhea.

GU: Occasional leakage and wears briefs due to that but can toilet.

FAMILY HISTORY: Noncontributory.
PHYSICAL EXAMINATION:

GENERAL: She is alert, pleasant and cooperative.
VITAL SIGNS: Blood pressure 138/76, pulse 60, temperature 97.6, respirations 18, and weight 132 pounds.

HEENT: Conjunctivae clear. She was not wearing reading glasses. Native dentition and fair appearing.
NECK: Supple with clear carotids.

CARDIOVASCULAR: She had a regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Good effort. Slightly decreased bibasilar breath sounds. Few early inspiratory wheezes on the left and no cough.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: Decreased muscle mass. No LEE. Intact radial pulses. Her muscle mass appears soft.

SKIN: Thin and dry. She has some scattered bruises.

NEUROLOGICAL: CN II through XII are grossly intact. She is alert and oriented x3. She can give information has good short long-term memory recall. Affect congruent with what she is saying and did display sense of humor.
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ASSESSMENT & PLAN:
1. Status post hospitalization for diverticulitis with a colonic abscess. We will get baseline lab monitor her weight and supplement protein as need indicated.

2. Issue when swallowing. The patient states that she feels like food does not quite go all the way down, but she has no pain or no regurgitation of food or liquid, so for right now will follow. She recalls the things that she had been taught by speech therapy when she is swallowing, so I encouraged her to use those.
3. Weight loss. Her BMI remains in a target range at 22. We will just follow weights as well as her TP and ALB.
4. Mobility change. The patient is in a wheelchair that she can propel now previously. She was using a cane and had just begun to transition to a walker for hospitalization. We will just watch and should she feel need for additional PT then we will do so.

5. General care. CBC and CMP ordered. We will discuss code status with her and POA.
CPT 99328

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

