


INITIAL EVALUATION
RE: Arlillian Roberts
DOB: 09/11/1927
DOS: 09/27/2022
Council Road, AL
CC: New patient.

HPI: A 95-year-old in facility since 08/29/22 is seen today for initial contact. She was seen in room seated quietly in a recliner legs in a dependent position, did have O2 per NC in place which she was wearing at 3L. The patient was interactive. Her speech was soft volume and she made her needs known. The patient was admitted here post DC from Mercy Hospital where she was admitted 08/20/22 with diagnoses of pneumonia left lower lobe, felt to be probable sepsis at time of admission and treated as such, generalized weakness, subdural hematoma, and acute respiratory failure with hypoxia. The patient states that prior to recent hospitalization, she did not use O2 and she is now using it routinely stating that she just overall feels better and is even cautious of watching the staff that staff are not stepping on the tubing when in her room. The patient did have hospitalization for the recent intracranial hemorrhage. She was again hospitalized at Mercy, discontinued from there 08/25/22 to Mercy Rehab and then Baptist Village SNF while at BV began to have the shortness of breath. She has tachypnea and tachycardia and sent to Mercy, diagnosed with left lower lobe pneumonia.
DIAGNOSES: Room air hypoxia now on O2 at 3L per NC, recent intracranial hemorrhage due to fall stable, asthma, HTN, hypothyroid, and GERD.

PAST SURGICAL HISTORY: Lumbar surgery 2018, bilateral CE, cholecystectomy, TAH, colonoscopy and EGD.

MEDICATIONS: Albuterol MDI b.i.d., Ellipta MDI q.d., Celexa 10 mg q.d., diltiazem SR 180 mg q.d., metoprolol 12.5 mg b.i.d., levothyroxine 112 mcg q.d., and melatonin 6 mg h.s.

ALLERGIES: NITROFURANTOIN, PCN, SULFA, CEPHALOSPORINS, METRONIDAZOLE, TETRACYCLINE, and PNEUMOVAX.
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SOCIAL HISTORY: A widow for three years. She states she was married 75 years. She has two daughters who are co-POAs and the patient was a florist and also nonsmoker and nondrinker.

FAMILY HISTORY: Mother died in her 80s of CVA. Father died at 90 with liver disease.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Well developed and well nourished female seated in recliner, cooperative.

VITAL SIGNS: Blood pressure 132/86, pulse 67, temperature 97.8, respirations 18, O2 sat 89%, and weight 162.2 pounds.
HEENT: She has short hair that is groomed. Conjunctivae clear. Corrective lenses in place. She has a decrease in hearing without HAs and full dentures.

RESPIRATORY: See HPI. O2 in place 3L per NC with normal RR when seen.

CARDIAC: She has a regularly irregular rhythm without M, R, or G. PMI nondisplaced.

ABDOMEN: Protuberant. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: She is weightbearing with standby assist, nonambulatory. She is in a manual wheelchair that she states she cannot propel. She requires transport.

GI: Continent of bowel.

GU: History of urinary leakage despite bladder suspension. She states that that has improved since here previously reports using box of Kotex daily due to leakage and that has not been required since move here.

NEURO: CN II through XII grossly intact. She makes eye contact. Speech is clear and voices her needs. Focus today was on the things that are going wrong for her.
PSYCHIATRIC: African girl with what she is saying. She was cooperative and able to listen to suggestions on how there could be improvement for her in the things that she stated were problematic. Sites the fire alarm that went off shortly after she got here is the cause for now why her new decreased in hearing.
ASSESSMENT & PLAN: General care. CMP, CBC, and TSH will be ordered. She is receiving therapy through Focus on Function and we will continue with that and ask for their input next visit.
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