


INITIAL EVALUATION

RE: Kathryn Gilbert
DOB: 01/07/1944

DOS: 08/02/2022
HarborChase AL

CC: New admit.

HPI: A 78-year-old seen in room. She was initially sitting at husband’s bedside. He is in a hospital bed and came out with me into the living room. She was limited in information that she could recall. We contacted their son Dudley to give additional information and he was quite helpful. The patient has stayed at her husband’s side for the most part. She has to be coaxed to go out for meals. She has lymphedema for which she has been treated in the past and apparently there are mobile PT that will be coming to the facility and they are aware of her lymphedema and will treat to the extent they can and she is quite excited about that, telling me that there have also said they will try to help with getting compression sleeves so that she can use them independent of their visits.

PAST MEDICAL HISTORY: MCI, osteoporosis, bilateral lower extremity lymphedema, HLD, and dry eye syndrome.

PAST SURGICAL HISTORY: She has had cyst drainage from both breasts.

MEDICATIONS: Tylenol 650 mg q.6h p.r.n., Fosamax 70 mg q. Sundays, vitamin C 500 mg q.d., ASA 81 mg q.d., Os-Cal q.d., D3 5000 units q.d., probiotic q.d., lovastatin 10 mg q.h.s., metolazone 2.5 mg MWF, MVI q.d., Eye-Vite q.d., Klor-Con 20 mEq q.d., Systane eye drops q.2h., propylene glycol eye drops one drop q.i.d., and Lasix 40 mg alternating with 20 mg daily.

DIET: Regular.

CODE STATUS: DNR though there is not a DNR in the chart. We discussed it and she states along with her son that this has been discussed before and that he is in agreement with DNR, so physician certification form will be completed.

ALLERGIES: NKDA.
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SOCIAL HISTORY: The patient was living at home with her husband. He has been on hospice for some time and an aide would come out in addition to the nursing care so she felt there was a relief and that he was being taken care of and it was not up to her and she had an aide that would come out four hours a day, four days a week, and that it had been going on two months prior to admission and then their Son Dudley is of help also checking on with them. However, she does not have an assigned POA and I explained to Dudley how to download paperwork and address that issue. On 08/01/2022, the patient had an appointment with Dr. Parsons. He is a cardiothoracic surgeon, to evaluate her lower extremities to see if there is a vascular issue that he could address and decrease the problem for her. It was determined that surgery was not indicated and that she can contact them PRN. Bilateral lower extremity ultrasound done; we do not have a copy of those reports. Prior to admit here, she was seen by physician who ordered PT and treatment for lymphedema as well. Married for 57 years to her husband and again hospice aide and home health aide for her and their son Dudley is a support. They had two sons one who passed.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight is about 126 pounds. Today, she weighed 116 pounds and she acknowledges noticing that she has lost weight. She wears corrective lenses. She is hard of hearing. Denies difficulty chewing or swallowing.

MUSCULOSKELETAL: She has had two or three falls over the last two months. No significant injury. She does have a walker in her room but was ambulating in the room independently. She is continent of both bowel and bladder though does acknowledge occasional urinary leakage. The patient is fairly independent in all of her ADLs.

PHYSICAL EXAMINATION:

GENERAL: Thin, well-groomed older female, pleasant and cooperative.
VITAL SIGNS: Blood pressure 133/74. Pulse 91. Temperature 97.7. Respirations 18. Weight 116 pounds.

HEENT: Her hair is cut short and was groomed. Conjunctivae clear. Corrective lenses in place. She seemed to hear fairly well, but there are some things that required repeating as she did not fully hear them per her comment. Native dentition in good repair. Moist oral mucosa. No LAD. She has neck stiffness more prominent on the right side from the occiput to the shoulder. She states this has been going on for some time. It has been evaluated by PT prior to coming here and therapy that will be started today is geared to include treatment for that. Ambulates independently. She has a walker which she is encouraged to use.

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

Kathryn Gilbert

Page 3

CARDIAC: Irregular rhythm without MRG. PMI nondisplaced.

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

NEURO: CN II through XII grossly intact. She makes eye contact. She appears anxious if it gets in the way of her recollection or understanding given information. She is oriented x 2-3. She has to reference for date and time. Her speech is clear.

PSYCHIATRIC: Appears anxious and reassured her that we would get care that is needed and everything does not have to happen at once; that will happen as quickly as were able.

ASSESSMENT & PLAN:

1. Lymphedema. Mobile PT to address that today with her and measurements for bilateral lower extremity lymphedema compression sleeves and we will determine if there left here or they keep them and apply them when they come. She also has a diuretic which she understands does not resolve the issue.

2. DNR form will be written and placed in the chart with order written.

3. Osteoporosis. We will clarify that her Fosamax day is Sundays per her choosing.

4. General care: Baseline labs ordered: CMP, CBC, TSH, and reassured her I would review them with her when obtained.

5. Social: All of this was reviewed with her son Dudley as well and he was appreciative and quite helpful.

CPT 99328 and prolonged direct contact with POA 30 minutes and advance care planning 83.17

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

