


INITIAL EVALUATION
RE: Bonnie Lee Bellmard
DOB: 06/27/1929
DOS: 08/30/2022

Rivermont AL
CC: New admit.
HPI: A 93-year-old in residence since 08/22/2022, admitted from Norman Regional where she was admitted on 07/27/2022 after a fall in her home. The patient lived alone, getting around with a walker, fell sometime the evening of 07/26/2022, was unable to get up and found the next morning by Meals on Wheels. In the ER, medics who did transport reported strong odor coming from her Foley bag and blood pressure was elevated. The patient did not recall any of the events and was unable to give information. Admit white count was 11.8, BUN and creatinine 32/1.19 – all of which normalized. UA was positive for E. coli and Aerococcus with blood cultures negative after five days. She was treated with vancomycin and Zosyn. The patient received PT and OT with maximum improvement achieved and determined to be a minimal assist for transfers and fatigues easily when ambulating with walker with noted anxiety related to using a walker. Today, in the room her walker and wheelchair were both noticed and she states that the walker is new to her; that she does not know how to use it and the wheelchair was her own that she had at home. Throughout the exam, she is pleasant and cooperative, but very forgetful. She asked me four times if I was in the Norman area and explained to her what I did and where our office practices and each time it was a new presentation to her. She did apologize and stated that I was going to see “how dingy she is”. And then toward the end of our visit, she repeated that she was anxious to get stronger because she would be going home and so she needed to know how to use these things to get around so that when she went home she could take care of herself. She has a son and DIL who were involved in her care who have been here to visit and do things for her. The patient also acknowledges that. The patient has an indwelling Foley. She does not know how long she has had it or why. She comments that she would just get urine everywhere before she had it.

PAST MEDICAL HISTORY: MCI, HTN, depression, osteoporosis, GERD, gait instability and dysphagia.

PAST SURGICAL HISTORY: Appendectomy, cholecystectomy and hysterectomy.

ALLERGIES: SULFA.
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MEDICATIONS: Coreg 6.25 mg q.12h., Zoloft 100 mg q.d., tramadol 50 mg q.12h. and q.8h. p.r.n., raloxifene 60 mg q.d., lisinopril 5 mg two tabs q.d., probiotic q.d., Norvasc 5 mg q.d., Pepcid 20 mg q.d., and p.r.n. Zofran.

DIET: Mechanical soft with thin liquid.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient was widowed in 2014 after 65 years of marriage, was a homemaker who then worked in the Norman Schools Lunch Program and then later worked in a school cafeteria for two years stating she had never worked so hard. She has a son Mike who is her POA and she points out is an above-knee amputee on the left and her daughter Susan who she states has her own disability due to chronic back problems. She is a nonsmoker and nondrinker.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Weight stable.

HEENT: Wears glasses, has a left side hearing aid and states that she lost the right one so will make do with the left for now and native dentition.

CARDIOVASCULAR: No chest pain or palpitations. Positive for HTN.

RESPIRATORY: Denies cough or expectoration.

GI: She stated she was continent of bowel and generally not constipated because she would have a glass of prune juice every morning. She has not had that happen in a few days and has now been constipated for about three days. Reassured her that we would get her prune juice today.

GU: Foley catheter, will clarify reason and duration.

MUSCULOSKELETAL: Walked with her walker at home. However, did state that that was new and she did not know how to use it. Comment about her cognition that it is a new walker and she has not used it before unclear and when asked when her last fall was, she said two years ago.

NEURO: She states it has just been since this accident that she seems confused, will clarify that with family as well.

SKIN: She denies any rashes or breakdown.

PSYCHIATRIC: Positive for depression.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female, no distress, verbal and unable to give much information.
VITAL SIGNS: Blood pressure 134/76, pulse 76, temperature 98.1, respirations 13, patient is 5’2”, and weight 164.2 pounds.
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HEENT: Her hair is cut short. Conjunctivae clear. Corrective lenses in place. Nares patent and slightly dry oral mucosa. Native dentition in fair to poor repair.

NECK: Supple with clear carotid. No LAD.

RESPIRATORY: Normal effort and rate. Lung fields clear. Symmetric excursion without cough.

CARDIOVASCULAR: Regular rate and rhythm. No M or G. PMI nondisplaced.

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

MUSCULOSKELETAL: Intact radial pulses, lower extremities. No edema. She has some weakness more notable in her lower than upper extremities. She moves her arms in a normal range of motion. She is weightbearing, but requires standby assist for transfers and requests transport via wheelchair despite having a walker in her room.

SKIN: Warm and dry. A few resolving bruises from old needlesticks in hospital, but no breakdown noted.

NEURO: CN II through XII grossly intact. She is oriented x 2. Her speech is clear. She is interactive, smiles and her affect is appropriate to what she is saying or what is being discussed. Clear short-term memory deficits and asked the same questions of me several times and noted long-term memory deficits, again thinking that two years ago was her last fall when it was the one that led to her hospitalization on 07/27/2022.

PSYCHIATRIC: Some mild anxiety I think from wanting to say the right things and be able to give more information than it was clear she was able to give, but otherwise appropriate.
ASSESSMENT & PLAN:

1. MCI. We will have nurse administer an MMSE on 09/18/2022 which gives her about a month to acclimate to the facility and post hospitalization.
2. Constipation. I have ordered prune juice to be part of her breakfast meal daily and p.r.n. Senokot-S one p.o. b.i.d.

3. HTN. We will monitor and see if medications need to be adjusted.

4. Pain management. Continue with tramadol which appears to be effective per her questioning.

5. Gait instability. She is followed by Enhabit HH and they are doing PT and OT with her. We will see how she gets more comfortable with using a walker than she appears to be at the time seen.
6. Social. At my next visit with her, I will contact her family to see if they have any questions.
CPT 99328
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

