


INITIAL EVALUATION
RE: Frances Woodruff
DOB: 03/19/1934
DOS: 10/26/2022
Rivendell MC
CC: New admit.
HPI: An 88-year-old admitted to facility on 10/26/2022 from Meadowlake Estates where the patient was admitted on 10/17/2022 following hospitalization for a fall with a large left lower extremity wound hospitalized just a short time and SNF continued wound care treatment and on discharge was sent out with ABX for UTI diagnosed at SNF. The patient was pleasant and cooperative in speaking with me when I asked if she noted memory problems. She was very emphatic in stating that yes she did and that she did not do things at home to help remind her because she could not always remember what it was she needed to do. She states getting lost has been the biggest problem, but denied getting lost while she was living at home.
PAST MEDICAL HISTORY: Dementia unspecified, major depressive disorder, atrial fibrillation, HLD, and HTN.

PAST SURGICAL HISTORY: TAH, appendectomy, and bilateral cataract extraction. The patient was part of the breast study group for approximately five years, but no diagnosis of breast CA.
ALLERGIES: NKDA.
MEDICATIONS: Metoprolol 25 mg b.i.d., Namenda 5 mg h.s., Prozac 40 mg q.d., FeSO4 q.d., D3 50,000 units q. week, B12 1000 mcg q.d., Plavix q.d., Lipitor 20 mg h.s., Eliquis 5 mg b.i.d., and magnesium oxide 400 mg q.d.
SOCIAL HISTORY: The patient lived alone. Granddaughters I would check on her daily. She has been a widow since 08/14/2022, after over 50 years of marriage. She has two sons one is adopted David who she states is her fiduciary and Tracy who she gave birth to she retired after 25 years at the VA MC as the secretary to the head of psychiatric services. Nonsmoker and nondrinker.
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CODE STATUS: Full code.
DIET: Regular.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is about 98 pounds.

HEENT: She wears corrective lenses, had hearing aids, but lost them. She states that she hears okay, but knows that she hears better with the hearing aids when she had them. She has native dentition. Denies difficulty chewing or swallowing. Denies chest pain or palpitations. Positive for HTN and ASCVD.

RESPIRATORY: Denies cough, expectoration, or SOB.

GI: Cognitive bowel. Denies abdominal distention, bloating, or discomfort.

GU: Some urinary leakage. Denies frank incontinence.

MUSCULOSKELETAL: Ambulates independently. She had some falls at home. She has not fallen in Skilled Care or here so that would be nine days without a fall. She does not use assistive device.

NEUROLOGIC: The patient acknowledges needing assist in getting dressed states that when she was at the other place, which I am assuming is SNF that she would be told she needs to go back to her room as she had put on more than one top or still had pajama bottoms in place with normal street top. As to neuro, she knew the date, the President and the city and state that we are in. She had an MMSC performed that was done by TeleMed where she scored 15. I viewed that as valid as she is not able to do some of the in questions of drawing figure etc.

PHYSICAL EXAMINATION:
GENERAL: The patient is well groomed, alert, and cooperative.
VITAL SIGNS: Blood pressure 140/75, pulse 81, temperature 97.5, respirations 17, O2 saturation 95% and weight 104 pounds.
HEENT: She has full-thickness. Shoulder length gray hair. It appears to be combed. Conjunctivae clear. Nares are patent. Moist oral mucosal. Native dentition. Fair repair she tells me she has 28 teeth.

NECK: Supple. No LAD.

CARDIOVASCULAR: She has an irregularly irregular rhythm without MRG. PMI non-displaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
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MUSCULOSKELETAL: Ambulates independently moves limbs in a normal range of motion left lower extremity. There is some edema. Trace to +1 in the area of the wound sustained in her last fall, which is in the healing phase.

SKIN: She has thick eschar formation up at the side of wound laceration. There is surrounding post inflammatory discoloration. No warmth or tenderness to palpation. Remainder of her skin is warm, dry, and intact.

NEUROLOGIC: CN II through XII grossly intact. Speech clear cooperative. She makes good eye contact. She is aware of her cognitive deficits.

PSYCHIATRIC: Appropriate affect and demeanor for initial encounter.
ASSESSMENT & PLAN:
1. Dementia unspecified without BPSD. Continue to acclimate to facility and down the road will repeat the MMSC.

2. Gait instability with falls. She does not have assistive device here. So unclear what kind of factors contributed to her falling whether it was actually physical obstructions at home or if her home was in any disarray, but will monitor here and if need would order PT and OT.
3. Left lower extremity wound. We will engage Home Health for wound care and go from there.

4. Social. Not really sure who to contact the patient. She has no POA paperwork in her chart and there are multiple different people listed and who she identifies as her POA. There is not even a phone number listed for this patient for that person. So, we will wait and then contact family next week. I am ordering baseline lab work CMP, CBC, and TSH.

CPT 99328
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

