


INITIAL EVALUATION

RE: Nancy Anderson

DOB: 02/03/1945

DOS: 07/29/2022

Jasmine Estates.

CC: New admit.
HPI: A 78-year-old admitted on 07/24/22 from OU Edmond Geri Psych where she was admitted on 06/17/22. The patient has a psychiatric history of bipolar disorder and schizophrenia with Lewy body dementia. Geri psyche admission was after witnessing her husband kill himself via gunshot wound to the head. He had gone and sat next to her in their home though they were divorced and took the aforementioned action. Since then, the patient has not talked about it. She does not seem to remember anything about it. The patient had been living alone in her home as she stated in the country prior to this event. She has a son who is distant from her given childhood of abuse and granddaughter who has been involved in her care. On discharge from Autumn Leaves Edmond, the patient had prescription for ABX for presumptive UTI. The facility was contacted after she arrived indicating that new sensitivity indicated Cipro 500 mg b.i.d x1 week with discontinuation of Keflex. Labs during Autumn Life stay CMP, CBC, TSH, and FLP WNL. She was seen sitting quietly in little side room near her bedroom watching television quietly. She was well groomed and cooperative, soft spoken, and able to give some information. Acknowledges that there is something she does not remember.

PAST MEDICAL HISTORY: Lewy body dementia, bipolar disorder, history of schizophrenia, DM II, CAD, systolic hypertension, low back pain, and peripheral edema resolved.
PAST SURGICAL HISTORY: CABG, left ankle surgery, left knee replacement, cholecystectomy, hysterectomy, and 12 inch colon resection and hemorrhoidectomy.

FAMILY HISTORY: No history of dementia.

SOCIAL HISTORY: She is divorced status post witnessing suicide committed by ex-husband via GSW to head. Nonsmoker and nondrinker. She worked as unit clerk for a while at Old Hill Crest Hospital. She has a son Phillip Craig and granddaughter Daniel Gayski who are co-guardians as of 07/12/22.
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MEDICATIONS: Metformin 500 mg q. breakfast and dinner, Levoxyl 75 mcg q.d., Klor-Con 20 mEq b.i.d., Lamictal 100 mg b.i.d., Effexor XR 75 mg and 225 mg q.a.m., Zyprexa 5 mg h.s., ASA 81 mg q.d., Lopressor 25 mg b.i.d., Cozaar 100 mg q.d., Lipitor 40 mg q.d., Desyrel 100 mg h.s., Senokot S b.i.d, Pepcid 20 mg q.d., HydroDIURIL 25 mg q.d., Tylenol 650 mg t.i.d, Norvasc 5 mg q.d.

CODE STATUS: Full code.

DIET: Low-carb.

REVIEW OF SYSTEMS:

Constitutional: The patient has lost weight, but cannot quantify. Son reportedly states that her current weight is near what her baseline has been, but for period of time up to the recent events she had gained weight, but is now able to fit back into her previous clothing.

HEENT: She wears glasses and has two bridges on her maxilla that have come out and family have them wanted and one fell out during hospitalization and another one after arrival here.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: No shortness of breath or cough.

GI: She is continent of bowel.

GU: Urinary leakage, but can toilet.

MUSCULOSKELETAL: Ambulates independently and no fall history and states that she is sleeping at night. Appetite is good. Denies any untreated pain.

PHYSICAL EXAMINATION:

GENERAL: Pleasant female sitting quietly, cooperative with good eye contact.

VITAL SIGNS: Blood pressure 117/66, pulse 69, temperature 97.1, respirations 17, and O2 sat 95%. She is 5’2” and weighs 116.4 pounds.

HEENT: Her hair is cut shot. It is pushed back behind her ears. Conjunctivae clear. She has no make up on. Nares patent. Moist oral mucosa.

CARDIOVASCULAR: Regular rate and rhythm with soft 2/6 SEM. Her best at the apex. No rub or gallop appreciated.

RESPIRATORY: Normal effort and rate. Clear lung fields. Symmetric excursion. No cough.

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

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. She did not observe gait, but she sat with good upright posture. Moves limbs WNL. Intact radial pulse. No LEE.

SKIN: Warm, dry and intact with good turgor.
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NEUROLOGIC: She makes eye contact. Smiles. Affect is congruent with what she is saying. She is soft spoken. Orientation x2-3. There are some memory deficits noted.

CN II through XII grossly intact.

PSYCHIATRIC: She is initially little bit guarded, but then seems to relax and answers questions.

ASSESSMENT & PLAN:
1. Lewy body dementia stable at this point of time. We will monitor. She is fairly independent in her ADLs. She has assist for shower and at times dressing. Otherwise does well on her own.

2. Bipolar disorder stable at this point of time. Continue with meds as per Geri Psyche stay.

3. HTN. We will monitor BPs. Continue current meds adjusting as needed.

4. Low back pain. She has not complained of pain since she has been here.

5. UTI: We will complete Cipro b.i.d x1 week on 08/03/22. It organism is Enterobacter cloacae.

6. DM II. We look through her labs further to see if there is A1c if not we will order one.

7. Social. We will contact her granddaughter on my next visit.

CPT 99328

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

