


INITIAL EVALUATION
RE: Dorotha Dahlke-Fenter
DOB: 02/03/1935
DOS: 12/27/2022
HarborChase AL
CC: New patient.
HPI: An 87-year-old in residence since 12/21/2022, coming from her private residence where she lived alone. About three months ago, the patient had a fall at home, sustained a right hip fracture, underwent hip replacement; Dr. West was the orthopedist and then went to Brookwood SNF where she was approximately two and half months. She had a short stay at home and then here at HarborChase. The patient repeats that her family has just dumped her here. Her son Michael Orrick is her POA. There is a cousin Sonja Mask who lives in Claremore who is kind of the intermediary between getting things done for the patient. When she arrived, she did not have other than the clothing she had on. She was here and brought her small dog, a suitcase was filled with food for the dog and it has been some work getting family to get her clothing and bring it here or have it mailed here to the facility. The patient’s baseline weight by her report is 118 pounds and she is currently down to 80.6 pounds. So, a sweatsuit that she had on today was quite large on her. Staff report that she has had episodic anxiety, it leads her to use the call light wanting staff in to reassure her or to check on her. She has also been calling the ED routinely to check things out for her and get things done. The following information is what is obtained from the patient and a brief note from her cardiologist.
PAST MEDICAL HISTORY: Status post right hip fracture; ambulates with a walker, CAD, dyspnea on exertion, HTN, GERD, HLD, insomnia and arthralgias.

PAST SURGICAL HISTORY: Right hip replacement status post fall, cardiac stents x3, cholecystectomy, TAH and tonsillectomy.

MEDICATIONS: Vitamin E 400 IU q.d., ASA 81 mg b.i.d., biotin 300 mcg q.d., Os-Cal q.d., Lexapro 10 mg q.d., estradiol 0.1 mg patch q. week, Toprol 25 mg q.d., MVI q.d., Protonix 40 mg q.d., rosuvastatin 40 mg q.d., _______ h.s. and a new medication will be trazodone 50 mg h.s.

ALLERGIES: ADHESIVE TAPE.

DIET: Regular.
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SOCIAL HISTORY: Widowed x4. She has one son and her niece Sonja is also involved in her care. POA is son Mike. Nonsmoker and nondrinker. She states she drove up until the time of her fall.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight 118 pounds, currently 80 pounds.

HEENT: She wears corrective lenses, has bilateral hearing aids; she states the batteries are out and need to be replaced. Native dentition.

CARDIAC: No recent chest pain or palpitations.

GI: No difficulty chewing or swallowing. Continent of bowel.

GU: Continent of urine.

MUSCULOSKELETAL: Self-transfers and ambulates with the walker, has a wheelchair in her room which she does not use. No falls since the one leading into a hip fracture.

SKIN: No breakdown or pruritus.
PHYSICAL EXAMINATION:
GENERAL: Frail elderly female lying in bed. She was alert and somewhat whiny.
VITAL SIGNS: Blood pressure 111/72, pulse 79, temperature 97.6, respiratory 18, oxygen saturation 96%, and weight 80.8 pounds.
HEENT: Short hair that was groomed. Conjunctiva clear. Corrective lenses in place. Nares patent. Moist oral mucosa.

NECK: Supple without LAD.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough.
CARDIOVASCULAR: She has regular rate and rhythm with an SEM at the right second ICS throughout the precordium. PMI nondisplaced.

ABDOMEN: Scaphoid. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Generalized decreased muscle mass, but adequate motor strength. She weight bears and ambulates. Intact radial pulses.

SKIN: Warm, dry, with fair turgor. Bilateral heels were quite soft.

NEUROLOGIC: CN II through XII grossly intact. She is oriented x 2, has to reference for date and time.

PSYCHIATRIC: She appears confused and then whining about her current circumstances and asked for a lawyer and I stated that we do not need to get her a lawyer because she already has one.

ASSESSMENT & PLAN:
1. Status post fall with hip fracture, appears to be well healed, ambulatory. Staff have walked with her and state that she knows how to use the walker adequately.
2. Weight loss. I am adding a protein drink one to two q.d., which will be provided by family.
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3. Anxiety. Alprazolam 0.25 mg one-half tablet q.a.m. and 5 p.m., we will assess next week and if not adequate, then we will increase it to a full 0.25 mg tablet. She also has t.i.d. p.r.n. available.

4. Pain management. Tramadol 50 mg h.s. to be given routine.

5. Episodic hypotension. Q.d. BP and heart rate for 30 days and we will assess whether we need to decrease the Toprol.

6. Bilateral heel softness. Skin prep to both heels a.m. and h.s. x1 week, then h.s. only until resolved.
7. Social. It is quite confusing what her actual social status is and who is caring for her. From a POA perspective, it has been suggested to the patient by ED that APS may need to become involved. The patient has the option for that, but has not made any decision.

CPT 99328

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

