


INITIAL EVALUATION
RE: Barbara Rhea
DOB: 03/08/1936
DOS: 12/14/2022
Rivendell AL
CC: New admit.
HPI: An 86-year-old in residence since on 12/05/2022, seen in room, which she continues to organize. The patient was previously living in a Senior Living Facility, bilateral knee pain, which limited mobility, became more evident when there was a tornado warning and the patient was not able to move fast to get to shelter and in fact had to stop and stay in her home due to knee pain and the sense that she just could not walk. Following that, she went with her daughter to be evaluated and thorough workup was done. It was determined that she had osteoarthritis of both knees, followup with orthopedist was recommended. She is already on pain medication, so there was nothing to add there. With sometime, there has been improvement. She is followed by Dr. Saxton at Mercy Orthopedics, saw him today and received bilateral knee injections and was walking easier with less discomfort today. The patient wants to maintain her independence and also not be a burden to her daughter who lives locally. She was alert and pleasant when seen, able to give information.

PAST MEDICAL HISTORY: Osteoarthritis of back and bilateral knees and rheumatoid arthritis; the patient states that she had high titers, but could not tell me of what and what the values were and that RA runs in her family; diagnosis not confirmed, anxiety, which she attributes to having to relocate from San Antonio where she thought she would spend out the rest of her days, GERD, osteoporosis, seasonal allergies and skin CA – basal cell.

PAST SURGICAL HISTORY: Cardiac stent on 11/30/2022, bridge of nose reconstructed secondary to skin CA, skin CA removed from both forearms and right thigh.
MEDICATIONS: ASA 81 mg q.d., Lipitor 10 mg h.s., Plavix q.d., Prozac 20 mg q.d., Toprol ER 25 mg q.d., Fosamax q. Saturday, Lasix 20 mg q.d., Flonase q.d., Pepcid 40 mg q.d., Allegra p.r.n., TCM cream to affected areas b.i.d. p.r.n., Subutex 2 mg place under t.i.d., Imdur 30 mg q.a.m. and Celebrex 200 mg.
ALLERGIES: NIACIN.
DIET: Regular.
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CODE STATUS: DNR.
SOCIAL HISTORY: The patient widowed and in 1998. She has three daughters; one in OKC, another in Lawton and one in Florida. An attorney is her POA. She is a retired computer analyst, worked at Fort Sill 23 years, then in Nuremberg, Germany for several years and retired moving to San Antonio. The patient relocated from SA to Moore in 2017. She is a nonsmoker and nondrinker. She maintains her home in her Senior Living subdivision with plan to return living there.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight is 174 pounds. Her height was 190. Secondary to lower extremity edema, current weight is 187 pounds.

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

CARDIAC: No chest pain or tightness. No palpitations.

GI: Denies dyspepsia, appetite good and is continent of bowel.

GU: Urinary incontinence.

MUSCULOSKELETAL: Bilateral OA of knees and back. Has a rolling walker that she uses as well as a wheelchair, which she likes to stay out of. She has not had a fall in some time, unable to tell me when.

SKIN: No recent skin CAs, has TCM cream used for the scaly patches that pop up occasionally.

NEUROLOGIC: Denies seizure, syncope or vertigo. She feels that her cognition is intact, self-administers her own medication, is quite independent.
PHYSICAL EXAMINATION:
GENERAL: Robust, alert and verbose patient, cooperative.
VITAL SIGNS: Blood pressure 189/87, pulse 79, respirations 18, and weight 187 pounds.
HEENT: Full-thickness hair. Glasses in place. Conjunctiva clear. Nares patent. There is some mild asymmetry on the right naris into the bridge of nose. Moist oral mucosa. Native dentition.
NECK: Supple. Clear carotids. No LAD.
CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear with symmetric excursion. No cough.
ABDOMEN: Protuberant. Nontender. Bowel sounds present.
MUSCULOSKELETAL: Intact radial pulses. Trace LEE. She was ambulating, demonstrated how she walks with her rolling walker and how she sits and pushes herself. She sits on it, but states that that hurts her knees more. She seems steady and upright.

SKIN: Warm, dry, intact with good turgor.

PSYCHIATRIC: Appropriate affect and demeanor for situation.
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ASSESSMENT & PLAN:
1. Severe OA bilateral knees and back, followed by Dr. Saxton, Ortho; had an appointment and received injections today, follows up in three months.

2. Anxiety disorder. She states that it started when she realized she was going to have to move closer her to family and her fear of not wanting to invade their privacy or become dependent and believes that the anxiety has gotten better as she has become acclimated to her situation here.
3. HTN. BP elevated today. We will have staff measure pressures daily for two weeks and then we will look at adjusting her current doses if needed.

4. CAD, followed by OHH cardiologist; unsure when next appointment is.

5. Pain management, adequate at this time with Subutex; unclear who prescriber is, but it is likely that she will follow up with them.
6. General care. We will check in with her in a couple of weeks. She self-administers her medication, is more than able to make her needs known.
CPT 99328
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

