


INITIAL EVALUATION
RE: Villa Goolsby
DOB: 08/31/1938
DOS: 08/21/2022
Town Village AL
CC: New patient.

HPI: A 93-year-old in residence since 09/08/17, seen in room. She was verbal, pleasant and inviting. The patient was seated in her recliner. She had a walker as well as a wheelchair in her room. We discussed that she is receiving PT and OT through Select Rehab and she uses her wheelchair to get around and walker is used when working with therapy. The patient has had a decline in her overall strength and balance. She is aware of it, but is working to regain some strength. She was followed by a community-based physician and it has become more difficult for her to get out. There is a reported history of intermittent headaches. She did not have one or today at all when I spoke with her. The patient’s last hospitalization was 08/24/21 at Integris for hypertension and back pain. Her diagnosis was *__________*. Currently receiving Keflex 500 mg b.i.d. through 08/23/22 for UTI. She has also received both COVID vaccinations as well as a booster and the flu vaccine. 
DIAGNOSES: Generalized weakness, HTN, insomnia, OA, ASCVD, and TIA x2.

PAST SURGICAL HISTORY: Bilateral cataract extraction and bilateral hip replacement, cholecystectomy, appendectomy, TAH and bilateral breast cyst excision.
MEDICATIONS: BeneFin 50 mg h.s. p.r.n., Plavix q.d., docusate b.i.d., I-Vite q.d., losartan 25 mg q.d., meloxicam 7.5 mg p.r.n., Os-Cal q.d., and D3 2000 IUs q.d.

ALLERGIES: ACE INHIBITORS.

DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient widowed in 2006. She has two children. POA is son Roger Goolsby. The patient went to college at the age of 33 and became a teacher which she retired after 33 years from doing. Nonsmoker and nondrinker. She has her son Paul in Edmond and a daughter and son-in-law in Texas.
FAMILY HISTORY: Her mother died at the age of 72. Father died at the age of 80. They were five girls and two boys. The patient states she is the middle child and therefore in total the seven siblings remain alive. 
REVIEW OF SYSTEMS:

CONSTITUTIONAL: She states that she has lost weight, but cannot give me a baseline weight.
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HEENT: She wears corrective lenses. She has bilateral hearing aids that are broken at this time and had ear irrigation a month ago and tells me that she tends to get wax buildup and has all of her teeth with the exception of two.

RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: She denies chest pain or palpitations.

GI: Her appetite is very good by her report. She is continent of bowel.

GU: Continent of urine.

MUSCULOSKELETAL: She uses a wheelchair, walker with PT.

She also points out that her right upper extremity does not move with the same range of motion it used to.

NEURO: She acknowledges that her memory is not as good as it was.

PHYSICAL EXAMINATION:

GENERAL: The patient seated in her rocker. She was pleasant and cooperative.

VITAL SIGNS: Blood pressure 132/76, pulse 71, temperature 96.9, respirations 18, and O2 sat 95%.

HEENT: Her hair is combed back. Conjunctivae clear. Nares patent. Moist oral mucosa. Native dentition and fair repair for age.

NECK: Supple with clear carotids.

RESPIRATORY: Decreased bibasilar breath sounds secondary to effort. Lung fields clear. No cough. Symmetric excursion.

CARDIOVASCULAR: She had regular rate and rhythm without M, R, or G. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: Generalized decreased muscle mass with motor strength. No LEE. Intact radial pulse. RUE limited ROM to 90 degrees abduction.

NEURO: Orientation x 2 to 3. Speech clear. She would episodically start as though she is going to be crying, start crying and then with reassurance would catch herself and then pull back into a normal speech pattern, but the changes were similar to pseudobulbar affect. 
PSYCHIATRIC: Affect would be emotional and it appeared to be genuine tearfulness and whatever evoked her sadness and then when I would try to redirect her, then she seemed to become aware and would pull herself back together.

ASSESSMENT & PLAN: 
1. Generalized weakness. Continue with PT and OT and I will follow up with the patient in one to two weeks.

2. New patient. I am ordering CMP, CBC and TSH to establish baseline. She does have several UAs in her chart with acute to subacute UTIs which have all been treated and we will consider once I have her other lab work and she has completed treatment with Keflex initiation and we will start D-Mannose 2 g q.d. once Keflex is completed. 
CPT 99328
Linda Lucio, M.D.
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