


INITIAL EVALUATION
RE: Betty Pruitt
DOB: 09/29/1928
DOS: 11/11/2022
Rivendell AL
CC: New admit.

HPI: A 94-year-old in residence since 10/27/22, coming from Accel at Crystal Park SNF. The patient was seen in the room today. She was pleasant and cooperative. She is able to give some information. She is hard of hearing which affects communication and she does have some short-term memory deficits. The patient states she was living by herself at home as per usual when she had some acute left hip pain that she experienced after a fall. Her daughter took her to the ER. She was evaluated and hospitalized at St. Anthony’s for about five days and then sent to Accel at Crystal Park where she was three weeks. She received PT there which was of benefit and she is receiving PT x 2 weekly here in the facility via her home health. The patient relates that she broke her right hip and had surgery on it a few years back and that the pain she experienced recently in her left hip was her right hip going through her back and affecting her left hip. What is documented is disc disease with radicular pain. The patient received Norco 10 mg at SNF and stated that it helped. She wondered if it would be available here. I reviewed that; in fact it is, but it is p.r.n. So she would have to ask for it. Discussed scheduling it and she is agreeable with scheduling it. 
DIAGNOSES: Intervertebral disc disease lumbar region, lumbar radiculopathy, polyarthritis, depression, HLD, hypothyroid, and CKD.

PAST SURGICAL HISTORY: Right hip ORIF, bilateral cataract extraction, appendectomy, and tonsillectomy.

MEDICATIONS: Norvasc 2.5 mg q.d., vitamin C q.d., Os-Cal 1500 mg q.d., diclofenac 50 mg b.i.d., Omega-3 b.i.d., Lasix 40 mg q.d., hydralazine 10 mg q.d., Norco 10/325 mg one p.o. a.m. and h.s. routine and q.4h. p.r.n., lidocaine patch on in a.m. and off h.s., Mag-Ox q.d., pravastatin 10 mg h.s., Lyrica 75 mg b.i.d., Cymbalta 30 mg q.d., and levothyroxine 125 mcg q.d. 
ALLERGIES: NKDA.
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DIET: NAS.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient was married for 45 years. She has been a widow 25 years. She has four children. Daughter Jan Quate is POA. The patient was a schoolteacher and after her husband’s death, she continued to live alone in their home out in the country in Tabler, Oklahoma.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She has lost weight. Her baseline weight is 125 pounds. She is currently 118 pounds.

HEENT: She has seen an ophthalmologist this week for right eye. She had a blood vessel issue over her retina and that has improved and she is being referred to an ophthalmology specialist for tear duct issue on the left eye. She does wear reading glasses which do not improve her current issues. She has native dentition and is HOH, but does not wear hearing aids.

RESPIRATORY: She denies cough or shortness of breath. 

CARDIAC: Denies chest pain or palpitations. There is a comment about congenital cardiac malformation. I will address that when I speak to her family next week.

MUSCULOSKELETAL: She uses a walker in her room and a wheelchair for distance and that is since the recent hospital stay.

GI: Denies abdominal discomfort or constipation. She is continent of bowel.

GU: Denies history of UTIs and has some urgency stating that she had her bladder suspended and that she cannot hold her urine like she used to. If she has to go, she has to go. 
PHYSICAL EXAMINATION:

GENERAL: Frail chronically ill-appearing female, pleasant and cooperative.

VITAL SIGNS: Blood pressure 138/90, pulse 83, temperature 96.4, respirations 16, and recorded weight here is 132.2 pounds.

HEENT: She has thinning hair. Right eye, the conjunctiva is mildly injected. Left eye is clear. Nares patent. She has native dentition in fair repair. She is very hard of hearing. Carotid arteries are clear.

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

CARDIAC: She has regular rate and rhythm. No M, R, or G. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
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MUSCULOSKELETAL: She was in a wheelchair that she propelled in her room. She moves her arms in a normal range of motion and has fair upper body strength.

EXTREMITIES: Lower extremities – she has thickening of her calves and +1 pitting edema, dorsum of her feet, her ankles and her distal pretibial area and she reports that her legs were skinny when she was in SNF and they have gotten big since she has been here, but they were big when she was at home as well.

NEURO: CN II through XII grossly intact. She makes eye contact. Her speech is clear. She has evident short and long-term memory deficits. Orientation x 2.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.

SKIN: Warm, dry and intact. Fair turgor. No bruising noted.

ASSESSMENT & PLAN: 
1. Lumbar disc disease with radiculopathy. Continue with current medications for radicular pain and add Norco a.m. and h.s. routine.

2. Generalized weakness. Continue with PT and hopefully next week I will be able to speak with her therapist. 
3. Lower extremity edema. She is currently on Lasix q.d. It does not seem to have been of benefit since it has been two weeks on it. I am going to change it to torsemide 40 mg q.d. and I am ordering Tubigrip which will be provided per her home health. 
4. HLD. I am ordering a lipid profile and pending results would like to discontinue statin.

5. Hypothyroid. TSH ordered.

6. CKD. We will evaluate her CMP and CBC to assess any related anemia.

7. General care. We will contact family next week. 
CPT 99328
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
