


INITIAL EVALUATION
RE: Phyllis Neal

DOB: 07/30/1952

DOS: 10/04/2022

Jefferson’s Garden

CC: New patient.

HPI: A 70-year-old in residence since 09/23/2022, has a history of back pain due to recent vertebral fracture requiring kyphoplasty. She is followed by Dr. Douglas Beall at Summit. After the fall with her vertebral fracture, her previous PCP started her on gabapentin and Norco. She had an ortho evaluation with Dr. Ghata and imaging showed a bulging C-spine disc as well as a T12 fracture. Since admission, she has had three falls at nighttime trying to get out of bed on her own. When seen, it was clear that she was medicated and she had her eyes closed and was nodding out, not able to give information and would mutter a response every now and then, but unclear what it was she was stating. I spoke at that time with the patient’s daughter and POA Deadre Barnett who just was somewhat overwhelmed with what to do for her mother stating that she has always been a demanding person and that it did not matter what anyone else was going through they needed to attend to her needs first.

PAST MEDICAL HISTORY: Back pain due to bulging disc C-spine and T12 compression fracture, depression, insomnia, DM II, dementia unspecified.

MEDICATIONS: Norvasc 10 mg q.d., ASA 81 mg q.d., Os-Cal q.d., Aricept 10 mg h.s., Lexapro 20 mg q.d., gabapentin 800 mg q.i.d., glipizide 5 mg q.d., levothyroxine 50 mcg q.d., lidocaine patch to neck q.d., lisinopril 20 mg b.i.d., melatonin 3 mg h.s., Myrbetriq 50 mg q.d., tizanidine 4 mg q.8h., Norco 7.5 mg q.6h. p.r.n. and MSER 15 mg q.12h.

ALLERGIES: STATINS, MACROBID, and PCN.
DIET: Regular NAS.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient with eyes closed, head bobbing. She would awaken for brief period and mutter something, but not able to give information.

VITAL SIGNS: Blood pressure 135/92, pulse 66, temperature 97.8, respirations 18, and weight 149.2 pounds.
HEENT: She has long hair. Conjunctivae clear. Corrective lenses in place. Native dentition.

NECK: Supple. Clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear.

ABDOMEN: Protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: She is in a manual wheelchair that she is leaning forward in or will then lean backward and she can propel with her feet, but prefers to be transported. She has trace lower extremity edema.

NEUROLOGIC: CN II through XII grossly intact. Eyes closed. When she would speak, it was difficult to understand.

PSYCHIATRIC: Appears under the influence as well as does not want to be bothered.

ASSESSMENT & PLAN:
1. Back pain. Right now, the treatment appears to be excessive given that she is bobbing all over the place as she is sitting in a wheelchair and not able to give information Gabapentin for her age group is limited to 1800 mg q.d. So, it is decreased to 600 mg t.i.d. x 5 days and b.i.d. and tizanidine is decreased to once daily with Norco to be held.

2. General care. CMP, CBC and TSH ordered.

3. DM II. A1c is ordered.

4. Social. I spoke with POA/daughter at length. She is just unclear how to handle her mother. She does see the same things that I did; however, she feels guilty, states that her mother has been like this for as long as she has known her and she does not want to deprive her of having her pain treated.

CPT 99328 and prolonged direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

