GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Linda Pelech

Mrn:

PLACE: The Pines of Lapeer Memory Care.

Date: 09/08/22

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Ms. Pelech is a 75-year-old female who had recently moved into The Pines.

CHIEF COMPLAINT: She is seen for initial evaluation and her problems include dementia and she also has some back pain. She has history of atrial fibrillation also.

HISTORY OF PRESENT ILLNESS: Ms. Pelech was found to have dementia and diagnosed about six years ago. There was an episode of confusion about 10 years ago. Her older son took his life and she was a bit forgetful for short while but that improved. Her dementia onset six years ago was insidious. It gradually worsened and she had developed poor speech about two years ago. There is no wandering or getting lost. She seems to have a minor CVA sometime ago, but not likely felt to be the source of dementia. It has become more difficult to take care of her at home.

It is noted that she has atrial fibrillation, but heart rate is stable and she is on Eliquis for anticoagulation. She has history of hyperlipidemia that is currently stable also. She is on pravastatin currently.

She has had history of hallucinations and delusions about a year ago. She has been on Seroquel since then and that seems to have helped. She recently refuses her meds though. Lately her behavior has been out of control. Today was the first time she actually swore though. She has back pain for which she uses Aspercreme and that seems to help. It helped initially, but then the pain may have worsened slightly. She can be very anxious and very aggressive.

PAST MEDICAL HISTORY: Positive for osteoporosis, atrial fibrillation, dementia, and there has been some dysphagia in the past, but she seemed to swallow okay, hyperlipidemia, back pain, and insomnia.

SOCIAL HISTORY: She never smoked and there is no alcohol excess reported.

FAMILY HISTORY: Her mother is deceased and she is hit by car at age of 75 and she had some Alzheimer’s. Her father died at 81 of natural cause, but stated to have alcoholism. She has living siblings. She has a son with allergies and migraines.
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MEDICATIONS: Alledronate 70 mg weekly, Apixaban 5 mg twice a day, donepezil 10 mg nightly, famotidine 40 mg nightly, memantine 10 mg daily, pravastatin 20 mg daily, tizanidine 2 mg nightly as needed, trazodone 75 mg daily, Seroquel 100 mg t.i.d.

REVIEw of systems:
Constitutional: No fever or chills. She may have had some weight loss.

HEENT: Eye – No major visual complaints.

ENT: No earache, sore throat, hoarseness or hearing problems.

RESPIRATORY: No dyspnea, cough, or sputum.

CARDIOVASCULAR: No angina or palpitations. She is not dizzy.

GI: No abdominal pain, vomiting, or bleeding.

GU: No dysuria or other complaints. 

MUSCULOSKELETAL: She has back pain.

SKIN: No major rash or itch.

ENDOCRINE: No polyuria or polydipsia.

HEMATOLOGIC: No excessive bruising or bleeding.

Physical examination:

General: She is not acutely distressed or ill appearing, but very poorly cooperative and was upset. She refused to allow vitals to be taken. She is bit resistant when we attempted to exam, but I was able to get a fairly good examination in.

HEAD & NECK: Pupils equal and reactive to light. Eyelids and conjunctivae are normal. Extraocular movements are intact. Oral mucosa is normal. Ears are normal on inspection. Hearing was adequate. Neck is supple. No mass. No palpable thyromegaly. No nodes.

CHEST/LUNGS & BREASTS: Clear to percussion and auscultation without labored breathing.
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CARDIOVASCULAR: Normal S1 and S2. No S3. No S4. No murmur.

ABDOMEN: Soft and nontender. No palpable organomegaly.

NEUROLOGIC: Cranial nerves are normal. Sensation intact. Gait was slightly unsteady. Speech was poor and impoverish. Much information is obtained from her husband, but she provided some information.

MUSCULOSKELETAL: Shoulder range of motion is normal. There is no inflamamtion or effusion of the joint. No cyanosis. Knees were unremarkable. 

SKIN Intact, warm and dry without rash or major lesions.

MENTAL STATUS: Her affect was one of bit of apprehension and agitation and she seemed not happy to be here at the Pines of Lapeer. Orientation to time, she scored 0/5. She could not tell me the date, day, year, month or season. She could not tell me the place, city, state, county or floor. 

ASSESSMENT AND plan:
1. Ms. Pelech has severe dementia. I will continue the donepezil 10 mg daily and memantine 10 mg daily. She might not be taking her meds completely. 

2. She has history of atrial fibrillation and I will continue Apixaban 5 mg b.i.d for anticoagulation. Her heart rate is stable.

3. She dementia with psychosis and I will continue Seroquel 100 mg b.i.d.

4. She has extreme anxiety and agitation. I will order Ativan gel 1 mg b.i.d and extra dose p.r.n.

5. She has hyperlipidemia and I will continue pravastatin 20 mg daily.

6. She is on trazodone for sleep. Overall I will continue the current plan.

Randolph Schumacher, M.D.
Dictated by:

Dd: 09/24/22
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Transcribed by: www.aaamt.com
