


INITIAL EVALUATION

RE: Lisle Holman
DOB: 08/20/1941
DOS: 07/26/2022
Town Village
CC: New admit.
HPI: An 80-year-old who has moved into assisted living 06/17. Prior to that, the patient lived in independent living for 12 months and stated she felt as though she were regressing in that setting that she often was not able to make herself food or the right kind of food, so that her diabetes was getting out of control, she always felt hungry, she began to feel gait instability though she walked without assistive devices and just became worried about her overall well-being. She states that she is feeling much better since she has moved into AL. The patient is pleasant and interactive, able to give information, she does like to converse and is redirectable. She has a daughter who lives in Ohio that is a physician, reassured her that I would contact her and answer any questions.
PAST MEDICAL HISTORY: DM II, HTN, HLD, GERD, OAB and osteoporosis.

PAST SURGICAL HISTORY: Tubal ligation, transvaginal partial hysterectomy, shunt placed *__________* for NPH by Dr. Bauer at OUMC.
ALLERGIES: AMOXICILLIN, CODEINE, and METRONIDAZOLE.

MEDICATIONS: Norvasc 5 mg q.d., losartan 100 mg q.d., metformin 500 mg b.i.d. a.c., Lipitor 20 mg h.s., omeprazole 40 mg q.d., sucralfate 1 g q.i.d., Fosamax q. week, oxybutynin 5 mg p.r.n., Namenda 10 mg q.d., vitamin D 5000 IU q.d., Claritin 10 mg h.s.
DIET: NCS, regular texture.

SOCIAL HISTORY: The patient is divorced long-term. She has two daughters; POA is daughter Lainie Holman, M.D. in Ohio, 937-477-3689 and daughter Lindsey who lives in Edmond and as her mother stated does the heavy lifting. A nonsmoker, a rare social drinker, retired from Kerr-McGee Refinery.

FAMILY HISTORY: Noncontributory.
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CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: An alert, pleasant, mildly obese female who was able to give some information.

VITAL SIGNS: Blood pressure 122/67, pulse 71, temperature 97.4, respirations 18, and O2 sat 96%. Weight is 172, she is 5’3”.
HEENT: She has long hair that is combed. Conjunctivae are clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids. No LAD.
CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Normal rate and effort. Lung fields clear to bases. Symmetric excursion. No cough.
ABDOMEN: Protuberant and nontender. Bowel sounds present. No masses or tenderness to palpation.

SKIN: Warm, dry and intact. Good turgor. No rashes, bruising or skin breaks noted.
MUSCULOSKELETAL: She remained seated during our talk, moves her arms in a normal range of motion, has trace of pretibial edema, which she views as significant leg swelling. She has fair muscle mass and upper extremity motor strength.
NEURO: CN II through XII are grossly intact. She is alert. She is oriented x2, can reference for date and time. Speech is clear. She asked questions that are appropriate. Voices understanding of information given, but she has a variety of short and long-term memory deficits. She compensates for her memory lapses with humor and minimizes pain or any other discomfort when asked.

PSYCHIATRIC: Affect congruent with what she is saying. She has a sense of humor. Shares stories about people that she has met here, so it is clear she also enjoys socialization being with others. She does have insomnia long-standing, not necessarily clear correlation to depression.
ASSESSMENT & PLAN:

1. DM II. A1c, we will see where her value falls; last is reported to have been 7 and that was verified by her daughter who I spoke to at length that it has generally been well controlled. The patient has a Libre FreeStyle glucose monitor. The patient requires reader strips, order for those placed.
2. Normal-pressure hydrocephalus. The patient has quarterly checkup with Dr. Cheema of neurology. She had an appointment a few weeks back and has one for the fall, we will follow up on that date to make sure that the patient follows through with that appointment, it is also determinant for continuation of the shunt.
3. Gait instability with falls. This is NPH related, but we will do a course of therapy for strengthening, conditioning and coordination. She does have a walker and we will make sure that it is used appropriately.
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4. Dementia. It appears to be established in speaking with POA. There was evidence of dementia prior to diagnosis of NPH. There has been some progression, but not a drastic increase. We will monitor.

5. Overactive bladder. Continue on oxybutynin at 5 mg q.d. It is still effective. Discussed increasing it; my goal will be to increase it to b.i.d. dosing and the patient denies any history or at this time of nocturia. So, we will increase the oxybutynin to 5 mg a.m. and then 2 p.m.
6. Code status. I did discuss this with the patient. She states that it has not been discussed with her family and would like to do that first. She remains full code.

7. General care. Baseline CMP, CBC and lipid profile ordered. I did speak with daughter/POA at length answering questions, but more receiving information from daughter.

CPT 99328 and prolonged direct contact with POA 25 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

