


INITIAL EVALUATION
RE: Loretta Logan-Sause
DOB: 04/30/1950

DOS: 11/16/2022
Rivendell AL
CC: New admit.
HPI: A 72-year-old admitted to facility today seen in room. Her daughter Tabatha was there helping get her room set up. The patient came directly from Ignite Medical Resort Norman where she was admitted 10/26 following hospitalization at NRH. The patient was in the hospital approximately one week admitted on 10/19 on her third ER visit where she was taken by EMSA. She was finally diagnosed with sepsis likely secondary to UTI and dehydration. The patient has a complicated medical history and she is able to give information and does have a list as well of multiple surgeries and hospitalizations she has had. The patient was living at home with her husband who remains there but she felt he was controlling her by dispensing her medications and they were problems with them being given at appropriate times so she has opted to live in a facility where nursing staff monitor her medications. When seen in room, she was pleasant however she was quite verbose and tangential going from medications to last doctors visits to issues at home when I had to continually redirect her to stay focused and answers to specific questions I was asking.

PAST MEDICAL HISTORY: Parkinson’s disease diagnosed four years ago with the preceding three years of symptoms ultimate leading to diagnosis. She is followed by Dr. Kay, neurology. Last seen in September. He increased her Cymbalta from 60 mg a day to 60 mg b.i.d., mild cognitive impairment, gait instability with multiple falls, OAB, GERD, HLD, CAD, hypothyroid, insomnia, glaucoma, depression, and restless leg syndrome.
PAST SURGICAL HISTORY: Recent right eye cataract extraction, cardiac stents x3, TAH, left knee replacement, bilateral metacarpal reconstruction, left shoulder repair, and rotator cuff tear.

SOCIAL HISTORY: She has been married x3. Her first husband is the father of her two daughters Tabatha who lives locally as a flight attendant often out of town and Kimberly who lives in Seattle  The patient states she think she is her own POA but there is no paperwork designating an alternate person.
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CODE STATUS: Full code.

DIET: Regular.

MEDICATIONS: ASA 81 mg h.s., levothyroxine 50 mcg q.d., lisinopril 40 mg q.d., Toprol 25 mg q.d. with parameters when to hold, MVI q.d., Omega-3 b.i.d., oxybutynin 5 mg h.s., Protonix 40 mg q.d., Crestor 10 mg h.s., Rytary cap ER 48.7 – 195 mg three caps t.i.d., latanoprost left eye h.s., trazadone 50 mg h.s., D3 1000 IUs q.d., clonazepam 0.5 mg h.s., Cymbalta 60 mg b.i.d., stress MVI q.d., and topical nitroglycerin 1 inch to chest q.d.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Baseline weight is 165 pounds. She believes she has lost weight.

HEENT: She wears corrective lenses. She has dental implants and adequate hearing. Denies difficulty chewing or swallowing.

CARDIAC: No chest pain or palpitations. History of angina is controlled with nitrogen.

RESPIRATORY: Denies SOB or cough.

GI: Sensitive to stool softeners, which then give her diarrhea so she generally tries to go without them but drinks prune juice, eats prunes, and stays hydrated which controls her bowel pattern and has some bowel incontinents.

GU: She has urinary incontinence with OAB, which she believes is made her incontinence worse so she wants to discontinue the oxybutynin.

NEURO: Parkinson’s tremor has increased. She finds it difficult to like push the buttons on a telephone so her husband is buying her jitterbug.

MUSCULOSKELETAL: She has had multiple falls one that led to ultimate hospitalization. She has a rolling walker but daughter also recently bought a transport wheelchair and she believed that PT at Ignite really helped her and she would like to maintain her physical strength.

PHYSICAL EXAMINATION:
GENERAL: The patient was well groomed, very engaging and quite talkative required redirection several times.
HEENT: She has shoulder length hair. Conjunctivae clear. Wearing her glasses. She has adequate hearing. Speech is clear. Native dentition where she points at her dental implants.

NECK: Supple with clear carotids. No LAD.

CARDIOVASCULAR: She has regular rate and rhythm. PMI nondisplaced could not appreciate MRG.

RESPIRATORY: She has normal effort and rate. Lung fields clear to baseline. Symmetric excursion without cough.

ABDOMEN: Soft. Bowel sounds hypoactive, but present. No distention or tenderness.
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MUSCULOSKELETAL: Intact radial pulses. She has trace dorsum and ankle edema bilateral. She has noted upper extremity in tremor increasing with intent.

SKIN: Warm and dry. No bruising, skin tears, or abrasions noted.

NEURO: CN II through XII grossly intact. She is oriented x2 has to reference for date and time. She has a short attention span her thoughts are a lot different directions and has to be redirected but is responsive.

PSYCHIATRIC: She vented some frustration with her husband and overall the timing of receiving Rytary (Parkinson’s medication). She is aware that the timing is important.

ASSESSMENT & PLAN:
1. Orders for first dose of day to be given one to two hours before breakfast and thereafter one hour before lunch and then dinner.

2. Code status. I discussed DNR gave information it is not something that patient has made a decision about or is really spoken to her family about but is aware of the need to make a decision one way or the other.

3. General care. Baseline labs ordered. CMP, CBC, TSH and my business card given both to patient and daughter and questions answered.

CPT 99328 and prolonged direct POA contact 30 minutes and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

