


INITIAL EVALUATION
RE: Lois Robinson
DOB: 11/08/1929
DOS: 12/06/2022
Rivermont AL
CC: Assume care.
HPI: A 93-year-old female seen in room. Her friend Mary McKee who goes by Joni is working on becoming her POA was present and assisted in giving information. She has been friends with Mrs. Robinson for over 40 years. The patient was seen in room was pleasant initially did not have her hearing aids on when they were put in. She was a bit more attentive. Memory deficits affected contribution to her own history. The patient has been in facility residents on 06/25/2019 and is now followed by Traditions Hospice as of 11/03/2022. On 11/16/2022, UA returned positive for E. coli UTI. She was started on Keflex 500 mg b.i.d. x3 days completed on 11/20/22. Friend relates that, the patient had become withdrawn. Memory was worse than at baseline and she had decreased PO intake with urinary incontinence increased that has all resolved since treatment. On 06/21/2019, MMSE score was 11. There has not been a recent one done. The patient was pleasant when I spoke to her, she said I cannot hear you and do not have my hearing aids on so they were placed on and she made more attempt to answer questions.
PAST MEDICAL HISTORY: Cognitive impairment without BPSD, atrial fibrillation with history of embolic CVA, HTN, hypothyroid, gait instability, uses wheelchair and chronic pain. Macular degeneration for which she continues to receive eye injections left side. Next scheduled in two weeks.

DIET: Regular and NAS with thin liquids.

ALLERGIES: PCN.
CODE STATUS: DNR.

PAST SURGICAL HISTORY: Cataract extraction and miscarriage x5.
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MEDICATIONS: Artificial tears q.d., Tums 1000 mg q.d., Lipitor 20 mg h.s., calcium 1000 mg q.d., CoQ10 mg h.s., Welchol 625 mg two tabs b.i.d. a.c., digoxin 0.125 mg, MWF, Flonase q.d., levothyroxine 88 mcg q.d., Nebivolol 5 mg q.d., Benicar/HCT 20/12.5 mg q.d., Omega-3 h.s., Lyrica 75 mg h.s., turmeric 1000 mg q.d., D3 5000 units h.s., B12 1500 mcg q.d., and Xarelto 20 mg q.d.
SOCIAL HISTORY: The patient widowed in 2011 after greater than 50 years of marriage. No children. She was a Spanish teacher. She and her husband served six years as missionaries in Mexico. Nonsmoker. Nondrinker.
FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Weight on admission 120 pounds. Her high weight was 140 pounds. She is currently 138 pounds. She states her appetite is good. No difficulty chewing or swallowing.

HEENT: Wears corrective lenses and bilateral hearing aids. She has native dentition.

CARDIAC: Atrial fibrillation on anticoagulant. CVA 08/20/16, resulting in word apraxia and head CT showed multiple infarcts. The patient is quit driving as a result of the CVA. No chest pain or palpitations.

RESPIRATORY: No cough or expectoration.

GI: She can toilet, but occasional incontinence of bowel.

GU: UTI 11/20/22, but no prior history. She can toilet, but also urinary incontinence.

MUSCULOSKELETAL: Transported manual wheelchair is weight-bearing for transfers. She falls in past six months x2 and once slid out of bed. The other walking down the hallway using her walker.
NEUROLOGIC: The patient has pain secondary to postherpetic neuralgia. She had shingles in 2009 and this pain has continued since then. It is primarily on her lower back with radiation laterally to the front abdomen on the left and cognitively generalized, but slow decline in cognition in part if related to hearing deficit as well as visual deficit with only vision in her left eye, which is compromised by macular degeneration.
PHYSICAL EXAMINATION:
GENERAL: Well-developed and nourished female hearing deficits limited. Contribution to history. Affect bland.
VITAL SIGNS: Blood pressure 98/56, recheck was 120/70, pulse 62, temperature 97.6, respirations 18, oxygen saturation 95%, and weight 138 pounds.
HEENT: Short full thickness gray hair. Wearing glasses. Conjunctivae clear. Nares patent. Moist oral mucosa, Native dentition. In fair repair.
NECK: Supple. No LED and clear carotids.

CARDIOVASCULAR: In regular rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Symmetric excursion. No cough.
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ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She has good neck and truncal stability seated in WC. Did not observe propelling her WC. No LEE. Intact radial pulse.

SKIN: Thin and dry. Decreased integrity. No bruising or skin breaks noted.

NEUROLOGIC: CN II through XII grossly intact. She makes eye contact and when specifically asked attempted to give answer, but generally deferred. She did not remember things when she did speak it is low-volume and her answers were appropriate in content.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.
ASSESSMENT & PLAN:
1. Afib/HTN. Review BP and HR for the previous two weeks were WNL. No adjustments and current medication, but will check digoxin level.
2. Hypothyroid. TSH ordered.

3. Chronic pain to date. Tylenol 650 mg p.r.n. is what POA prefers as opposed to routine. So will stay as is.
4. General care. She has not had general labs in greater than two years. So CMP and CBC ordered.
5. The patient is on hospice per friend. She opted for this as she will be out of town from 12/24/2022 through 01/17/2023.
CPT 99328 and prolonged direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

