


INITIAL EVALUATION
RE: Frances Zimmerman
DOB: 02/27/1940
DOS: 09/13/2022
HarborChase MC
CC: New patient.
HPI: An 82-year-old in residence since 08/31/2022. I saw her on 09/02/2022 and now doing her H&P as I have been able to speak with her son who is able to give me information as the patient is verbal, but it is random and out of context and her chart has limited information. Information going forward is per her son Ronnie Cosby who is also her POA. Per son, events that unfolded leading to placement are the patient was living alone in her home, able to take care of her home and her ADLs. Son would check on her frequently. On 12/18/2021, the patient had a fall at home, was taken to the emergency room, diagnosed with a concussion, returned home and, since then, there has been a progressive decline in her cognition. She was no longer able to care for her home and no longer able to cook or prepare basic meals. Son would check on her several times a day and he would bring her cooked meals, which she would eat. A life alert was purchased, which she would use, had several ER visits with returned the same evening, no new orders. Despite the lack of ability to care for her home and her ADLs, the patient continued to walk daily in her neighborhood several times a day, she would change her clothes, but the extent of her personal care otherwise is unknown. The week prior to admit on 08/31/2022 the patient was taken to OUMC as her behavior was quite unusual and her cognition. She was not able to communicate and give any information yet, was behaving in an unusual manner. A UA was obtained, which was normal. Son then took her the next day to her PCP who did labs and checked a UA and again all normal. Son then accepted that there was a need for placement as he and his wife were not able to keep up with her. They did take her to his home for couple of nights. He stated that she was up with no sleep for two days yelling and screaming all night long and then during the day, she was okay, she would eat prepared meals and was not resistant or combative, but was not able to verbally communicate due to her word salad. At that time, he knew that she required a memory care facility and arrived on 08/31/2022. Since that time, she walks the hallways routinely, stands in the dining room looking at other people, does not interact with anyone on a one-to-one basis, is suspicious when anyone attempts to talk to her. She has been cooperative with taking medication and reportedly is sleeping at night.
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My time with her was limited, she was suspicious of what I wanted, she looked at me and would pull away and I would follow her down the hallway trying to talk to her. She finally stopped for a few minutes and allowed me to do a basic exam and I promised her that I would leave her alone after that. Staff report that she seems to have some paranoia about where she is at what people want from her.

PAST MEDICAL HISTORY: Dementia advanced, HLD, HTN, and insomnia.

PAST SURGICAL HISTORY: She had hard palate surgery several years ago and bilateral cataract extraction.

MEDICATIONS: Lipitor 20 mg h.s., lisinopril 10 mg q.d., D3 5000 IU q.d., and doxepin 10 mg h.s.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

FAMILY HISTORY: The patient’s mother had dementia, died at the age of 81. Her father died at 74 of an MI.

SOCIAL HISTORY: She is a widow. Ronnie is her only child. The patient is a nonsmoker, nondrinker. She worked at Academy Sports for many years up until 2018 when memory issues started to occur. He states that if she gets agitated one way of calming her down is giving her a basket of clothing towels etc., to fold and she will do that as that was part of what she did at Academy.

PHYSICAL EXAMINATION:

GENERAL: Thin older female observed walking in hallways looking about cautiously.
VITAL SIGNS: Blood pressure 129/74, pulse 73, temperature 97.4, respirations 17, and weight 117 pounds.
HEENT: She has short hair that is groomed. Corrective lenses in place. Moist oral mucosa with native dentition.

NECK: Supple.

CARDIAC: She had regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Did not cooperate with deep inspiration, but lung fields clear, symmetric excursion, no cough.

ABDOMEN: Soft. Bowel sounds present. No tenderness.

Frances Zimmerman

Page 3

MUSCULOSKELETAL: She has good muscle mass and motor strength. She is thin. Intact radial pulses. No LEE.

SKIN: Warm, dry and intact with good turgor.

NEURO: She makes eye contact and appears guarded. She is verbal, but it is word salad, unable to voice her needs, unclear what she understands. Orientation to self, is redirectable with effort and reported to sleep at night and requires prompting to come to meals.
ASSESSMENT & PLAN:

1. Advanced dementia with a component of paranoia. We will give her a couple of weeks to settle and see how she does and, if she becomes a little more relaxed, going to meals and interacting with others, then we will just continue to monitor. However, if this paranoia and guardedness affect her care, then low-dose Haldol will be started.

2. HTN. We will monitor and continue with current medication.

3. Insomnia. We will see how doxepin does for her and, if not effective or adequate enough, then trazodone will be initiated.
4. Social. All of the above was discussed with her son who is the source of information for her H&P. He has not visited the unit since she was admitted on the advice of someone, which I think for where the patient is, is appropriate. I told him that I would evaluate her on my next visit and see if it would be a time for him to have a brief visit and then we would have to monitor her behavior following. He does not want to do anything that would set her back in acclimating to the facility.
CPT 99328 and prolonged direct POA contact 25 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

