


INITIAL EVALUATION
RE: Rayora (Lola) Moore
DOB: 07/08/1939
DOS: 08/05/2022
Rivermont, AL
CC: New admit.

HPI: An 82-year-old admitted on 07/05/22 from her home in Norman where she had been residing just a few months. Since admission, the patient has been physically active, helping with the watering the plants outside, the ones in the planters near the front entry. She also keeps busy assisting staff during activities with patients who are in wheelchairs and need help. Despite her age, she is very physically fit and family states that she has been physically active all her life having grown up on a farm as the oldest in her family doing every farm activity needed. She had five children that she was always physically engaged with so that is one of her strong points. The patient was seen in her room. She was pleasant. She told me that she was going to be having company. She has a dog in her room name Bullet who is a dachshund and she got him squared away so that we could then visit. Asking her very basic questions about her medical history seem to be anxiety provoking and it was clear that when she started talking that she had difficulty with word-finding and sentence formation. Letting her attempt to answer the questions resulting in her going on and on and she became more tangential the longer she spoke without being able to directly answer the question. She became frustrated and I just told her that she did not need to give me that much information and I would make the questions very brief. When she then started up again, the patient has a way of giving very broad responses as answers to the questions without really giving any specific information. I did contact her daughter/POA D'Ray Moore who resides in Grapevine, Texas.
DIAGNOSES: Alzheimer’s disease, peripheral neuropathy, glaucoma, HTN, insomnia, and constipation. Alzheimer’s disease. POA shares family became aware the extent of her cognitive impairment after the death of their father and it is in retrospect, his medical issues were smokescreen to not be aware of their mother’s dementia.
PAST SURGICAL HISTORY: Carpal tunnel one hand only.
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MEDICATIONS: Docusate one tablet h.s., Lyrica 150 mg q.d., chlorthalidone 25 mg q.d., KCl ER 20 mEq q.d., melatonin 5 mg h.s., lubricating eye drops b.i.d., and Latanoprost OU h.s.

ALLERGIES: CEPHALEXIN.
SOCIAL HISTORY: The patient and her husband were married 65 years. He passed less than a year ago. The patient had been living in Stillwater on the family farm. Husband because of his complicated medical issues was moved to an AL x2 months in Stillwater and then to Lexington to a nursing home as there is a sibling that lives there. The patient opted not to live with him and daughter stated that it got to wife really did not like her husband and there was a lot of tension between them. So his death was not something that caused a great sense of loss for the patient. There are five children. POAs are daughter D'Nell Moore and D’Ray. The patient was a seamstress and in her words a damn good one. She was a smoker in the 70s and a social drinker.

FAMILY HISTORY: Her father died in his late 70s of sepsis and he had a history of depression. Her mother had dementia, lived in a facility for approximately five years. She was nonverbal and died in her late 70s. The patient’s younger sister has an Alzheimer’s diagnosis x3 years.

DIET: Regular.

CODE STATUS: DNR.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: No weight change, fevers or chills.

HEENT: She does not wear corrective lenses, hearing aids or dentures and adequate vision and hearing.

RESPIRATORY: No cough, expectoration or SOB.

CARDIOVASCULAR: HTN adequately controlled. Denied chest pain or palpitations.

GI: History of constipation, not an issue with stool softeners and continent of bowel.

GU: Continent of urine, occasional leakage.

MUSCULOSKELETAL:  Ambulates independently. No falls.

NEURO: Positive for Alzheimer’s and communication difficulties specifically word apraxia.

PSYCHIATRIC: Family questions depression and anxiety as issues.

SKIN: No breakdown.
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PHYSICAL EXAMINATION:

GENERAL: The patient is very fit in appearance, alert and cooperative.

VITAL SIGNS: Blood pressure 142/73, pulse 72, temperature 98.0, respirations 17, weight 123 pounds, and height 5’2”.

HEENT: She has short hair. Conjunctiva is clear. Native dentition, in good repair. Moist oral mucosa.

NECK: Supple with clear carotids. No LAD.

RESPIRATORY: She has a normal effort and rate with clear lung fields. Symmetric excursion and no cough.

CARDIOVASCULAR: Regular rate and rhythm without M, R, or G. PMI nondisplaced.

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

MUSCULOSKELETAL: She ambulates independently. She has a brisk gait. No lower extremity edema. Limbs move in a normal range of motion.

NEURO: CN II through XII grossly intact. The patient makes eye contact. She is direct into the point and answering questions. It is clear that she has word finding and sentence formation difficulties, but she attempts to address that with talking around the issue giving generalized answers to questions without really giving information. The more she talks, the more frustrated she becomes and had to stop her give reassurance that I was aware she had communication problems and that I would word my questions differently to help her. Her orientation is x1 to 2. She can reference for date, month and year.

SKIN: Warm, dry and intact. Good turgor. She does have evidence of sun damage on her forearms, but no lesions that are concerning.

ASSESSMENT & PLAN:
1. Alzheimer’s disease with word apraxia. I had talked to staff about posing questions to her that require yes/no responses so that she is able to give information without having to talk excessively and to let her finish talking rather than trying to guess what her answer will be because of the word apraxia.
2. HTN, adequate control since admission. We will continue to follow and given diuretic and KCl use, CMP ordered.

3. Insomnia. We will have staff follow up on this. This was not an issue that was raised in my time with her. If it continues to be a problem then melatonin can be introduced if needed.
4. Family concerned about anxiety/depression. This is an issue that they have raised with her former PCP. They want to speak with him as well as he has known her for many years and as to whether he thinks that antidepressant or antianxiety medication would be of benefit and if so what and I told him I will be happy to monitor how she is doing here or to initiate something here if needed.
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5. Letter of incapacity. The patient and her husband had long-term care. Insurance had paid for 30 years and they require a letter in order start paying for the patient’s AL. We will do that and have it mailed to D’Ray’s home in Texas.
CPT 99328 and prolonged direct POA contact 20 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
