


INITIAL EVALUATION
RE: Glenn Stuart
DOB: 06/30/1926
DOS: 08/05/2022
Rivermont, AL
CC: New patient.

HPI: A 96-year-old in residence since 05/29/22. This is the first physician contact with her. The patient was seen in her room sitting in a chair. She has a back brace in place which is a result of a fall where she sustained a T12 compression fracture. The patient also had a skin tear in the left elbow and a scalp laceration the later two have resolved and healed. When seen, I did ask the patient different questions about her medical history. First, she is HOH and then has clear cognitive impairment. She was not able to answer questions other than the direct current as they relate to her. I spoke with her son/POA, Fred Stewart who is able to give me some information. He states he lives nearby, comes to visit her occasionally in the evenings bringing her chocolate and that her cognition has been poor for some time. Communication on part of family with the patient is usually via pictures to help jar her memory.
DIAGNOSES: Cognitive impairment unspecified, OA, anxiety, insomnia, GERD, seasonal allergies, history of falls, history of UTIs, and depression.

PAST SURGICAL HISTORY: Mastectomy secondary to CA, knee replacement, and lumbar surgery.

MEDICATIONS: Tylenol 500 mg t.i.d., Norvasc 5 mg q.d., cholestyramine 4 g q.d., citalopram 20 mg q.d., Flonase q.d. Toprol 100 mg q.d., omeprazole 40 mg b.i.d., spironolactone 25 mg q.d., and trazodone 50 mg h.s.

ALLERGIES: KEFLEX and BETADINE.

DIET: Regular with Ensure q.d.

CODE STATUS: Full code.

SOCIAL HISTORY: Prior to move here, the patient was in Rivermont IL x5 years. She is a widow. She has four sons with Fred as POA.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female sitting in the room. She was well groomed and later observed in the dining room.

VITAL SIGNS: Blood pressure 120/70, pulse 68, temperature 97.8, respirations 20, and weight 115 pounds.

HEENT: She wears corrective lenses. Her hair is full thickness. Moist oral mucosa.

NECK: Supple. Clear carotids.

RESPIRATORY: Affair effort and normal rate. Decreased bibasilar breast sounds secondary to effort. She also was wearing back brace, but still able to access respirations.
CARDIOVASCULAR: She had a regular rate and rhythm without M, R, or G. PMI nondisplaced.

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

MUSCULOSKELETAL: She weight bears for pivot transfer to wheelchair. She has to be transported. She is not strong enough to propel her manual wheelchair. No LEE. Her posture, she tends to either lean forward or one side or the other, but does not sit up straight when observed.
NEURO: CN II through XII grossly intact. She makes eye contact. She does not speak unless spoken to and then it takes her little bit to get a response out, just a few words and she has a sense of humor. She enjoys laughing and is able to somehow make her need known or get her point across.
PSYCHIATRIC: She appears content.
SKIN: Thin and dry. Decreased integrity with fair turgor and some scattered bruising.

ASSESSMENT & PLAN:
1. T12 compression fracture. Continues with back brace in place and this occurred on 06/06/22. When I spoke with son/POA, he had no awareness that there was followup to be done with neurosurgeon. I gave him the name of who had been recommended someone within the network. Son then asked if he can take her to her previous back doctor who is familiar with her. I do not see where there would be an issue and told him so if he wanted to access the imaging, he would need to do that on his own and contact NRH Radiology.
2. History of diarrhea. This was an issue in July and cholestyramine was ordered daily and that appears to have improved things.
3. UTI on 07/14/22. UA returned positive for E. coli UTI. Keflex 250 mg four times daily started and remains asymptomatic.
4. Insomnia. I am told that the patient wakes up repeatedly through the night so trazodone is increased to 100 mg h.s.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
