


INITIAL EVALUATION
RE: Shayna Price
DOB: 04/07/1972
DOS: 12/29/2022
Town Village, AL
CC: Assume care.

HPI: A 50-year-old previously followed by an outside physician who she has not seen in about a year and is seen today. She was in room had an older man in a wheelchair visiting her and she was very cordial with him as well. The patient was alert and cooperative. She was able to give information and engaging. The patient has a history of alcohol dependence and at this time appears to be sober. When I asked her directly whether she was still drinking in room and she was able to calmly say no. The patient has a history of rheumatoid arthritis. She is followed by Dr. Ana Kumar. She had tried doing the PCP role for the patient, but quickly requested that from facility to not ask her to give orders apart from when the patient is in office.
DIAGNOSES: Alcoholism in remission, history of cervical cancer status post colposcopy, ankylosing spondylitis most bothersome in her low back and bilateral hips though also affects the cervical region as well. Ataxia, depression, iron deficiency anemia, and insomnia.

PAST SURGICAL HISTORY: Colposcopy due to cervical cancer.

MEDICATIONS: ASA 81 mg q.d., MVI q.d., Cymbalta 60 mg q.d., IBU 200 mg b.i.d., Slow FE one tablet q.d., trazodone 50 mg h.s. p.r.n., B complex 1300 mg q.d., D3 2000 IUs q.d. and sulfasalazine 500 mg q.d. 
ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.

SOCIAL HISTORY: History of ETOH abuse. The patient is a widow x1 year. Husband died when he fell and struck the back of his head. It was simply an accident. She does have stepchildren, one son Justin she remains in contact with.
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She is an occasional smoker. She states that in the cold weather now she smokes maybe one to two cigars a day and when she was working, she was Corporation Compliance Officer for the referral center and it turns out that her father was Dr. Howell Borse well known and highly respected in the Recovery Community. He was practicing pediatrician who passed away a few years ago.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and pleasant.

VITAL SIGNS: Blood pressure 126/78, pulse 66, temperature 97.8, respirations 19, and O2 sat 95%.

HEENT: She has a long hair. Straight good tongue. Conjunctivae are clear. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple. Carotids are clear.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough.

CARDIOVASCULAR: Regular rate and rhythm. No M, R. or G.

ABDOMEN: Soft. No distention or tenderness.

MUSCULOSKELETAL: She is thin, but good muscle mass and motor strength. No LEE. Exam of wrists and hands show no synovial thickening, warmth or tenderness.

NEURO: CN II through XII grossly intact. She makes good eye contact. Affect appropriate to situation.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. ETOH dependence, in remission. There has been some effect on memory. She has not had labs in approximately two years. So, we will follow up on LFTs and she appears to keep herself engaged with other residents reading and watching television.
2. Rheumatoid arthritis appeared stable at this time. She does not when she has to scheduled follow up with Dr. Kumar. 
3. General care. We will follow up in one to two weeks and review lab work with her. 
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