


INITIAL EVALUATION

RE: Mary Cook
DOB: 04/27/1936
DOS: 07/01/2022

Rivermont AL
CC: New admission.
HPI: An 86-year-old in residence since 06/23/2022. She was brought to memory care by her family. The patient had been living at home with her husband until 05/20/22. She fell at home, hit her head lost consciousness and hospitalized. They found she had a left hip intratrochanteric fracture underwent ORIF by Dr. Moses then sent to rehab for three weeks and discharged home on 06/10/22. The patient’s youngest daughter moved in with parents to help. Her father takes care of her mother. She was erratic in her sleep pattern. Her behavior was unpredictable and required assistance with ADLs. The skilled care facility, the patient refused exams and care by the attending physician stated that her stepdaughter who she helped raise since infancy was not her child and that she only had two children. This is quite hurtful to her stepdaughter. Her behavior escalated to the points of yelling, cursing, throwing things, and it became clear to the family that placement was indicated. On 07/01/2020, the patient had neuropsych evaluation and at that time diagnosed with advanced mild neurocognitive disorder and the diagnosis at that time was laid on sick frontotemporal lobar dementia. Since admission, the patient is fairly independent. Her ADLs does need some guidance in dressing, but gets around with her walker, feeds herself without difficulty. Today, she commented to me about not liking some people that sit near her and states that she does not understand the behavior some of these people.
PAST MEDICAL HISTORY: History of TIAs, FTD dementia diagnosed on 07/20/20, thyroid disease, Barrett’s esophagus, chronic insomnia, gait instability, depression, osteoporosis, and recent left hip fracture with ORIF.

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: BARIUM SULFATE.
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DIET: NAS with thin liquids.
CODE STATUS: Full code.

MEDICATIONS: 

FAMILY HISTORY: Father died due to cardiac disease. Mother diagnosed with dementia and mental illness. She has one son and one daughter and a stepdaughter all healthy.
SOCIAL HISTORY: She is married. Husband remains home. It is the second marriage. She states she had been married 35 years. She has worked all of her adult life.
MEDICATIONS: Eliquis 2.5 mg b.i.d.,  propranolol ER 60 mg q.d., Myrbetriq 50 mg q.d., gabapentin 100 mg two caps h.s., Aricept 10 mg q.h.s., Namenda 5 mg b.i.d., Lexapro 5 mg q.d., Zestoretic 10/12.5 mg one q.d., Pepcid 40 mg q.d., Lipitor 20 mg h.s., levothyroxine 75 mcg q.d., omeprazole 40 mg q.d., Flonase q.d., Claritin 10 mg q.d., ASA 81 mg q.d., calcium 600 mg one tab b.i.d., D3 2000 units q.d., vitamin C 1000 mg q.d., B12 1000 mcg q.d., and Omega-3 q.d.

REVIEW OF SYSTEMS: 
CONSTITUTIONAL: The patient lost weight, but cannot quantify.

HEENT: She wears glasses. She has native dentition. Denies hearing deficits.

CARDIOVASCULAR: Per HPI, but no chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB.

GI: Continent.

GU: Some urinary leakage, but primarily continent.

MUSCULOSKELETAL: She ambulates with her walker.

NEUROLOGICAL: Per HPI, but she denies any behavioral issues and only minor memory change.
PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female talkative and quite interactive.
VITAL SIGNS: Blood pressure 128/76, pulse 74, temperature 97.6, respirations 16, and weight 152 pounds. She is 5’7”.
HEENT: Her hair is groomed. Conjunctivae clear. She is wearing glasses. Native dentition in fair repair. Moist oral mucosa.

NECK: Supple with clear carotids.
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RESPIRATORY: She has a good respiratory effort normal rate. Clear lung fields. No cough. Symmetric excursion.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She has good muscle mass and motor strength and ambulates with her walker. She appears secure using it. Trace ankle and distal pretibial edema.

SKIN: Warm, dry, intact with good turgor.

NEUROLOGIC: CN II through XII are grossly intact. She makes eye contact. Clear speech. She is emphatic in many of the things that she says. Shows limited insight and judgment and some memory deficits both short and long-term.

PSYCHIATRIC: Appropriate affect. Demeanor for initial contact.
ASSESSMENT & PLAN:
1. Frontotemporal dementia with this specific diagnosis there are expected behavioral issues, loss of obeying social norms. So will monitor and see how she gets along in this smaller environment.
2. HTN. Monitor BP and HR.

3. Depression. She is currently treated. We will see how she fares in this new environment whether she is on an adequate dose.

4. Hypothyroid. We will check TSH.

5. Osteoporosis. She is on supplement for same.
6. Change in mobility. She appears to be doing well with the walker. We will monitor and assess if need for additional therapy.

7. Status post left hip fracture with ORIF. Pain appears to be adequately controlled.
8. General care. We will contact family on my next visit.
CPT 99328

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

