


INITIAL EVALUATION
RE: Glennie Applegarth
DOB: 05/28/1932
DOS: 01/11/2023
Rivendell, AL
CC: New patient assume care.
HPI: A 90-year-old seen in apartment that she shares with her husband. They have both been in residence since 11/19/21. Residents come out for meals. Otherwise, they are quiet attentive, stay in their room. They were previously followed by Life Spring Home Health and were recently reviewed by hospice. No orders written on Mrs. Applegarth one way or the other, but I am going to start right in order for hospice and discontinue the home health. The patient is able to give information. There are times though that her husband tries to interrupt and speak on her behalf and he requires redirection then she will continue talking. She was hospitalized on 03/08/22 at NRH due to increased muscle weakness and diagnosed with AKI, UTI, dehydration and hypokalemia, returning to facility on 03/10/22, has not been in the hospital since. The patient was treated for flu exposure on 12/09/22 as her husband was hospitalized and diagnosed with the flu. She was treated with Tamiflu and appeared to come through it without any problem. The patient was cooperative, but it was a clear that she was limited in information she could give.
PAST MEDICAL HISTORY: Parkinson’s disease, HTN, HLD, atrial fibrillation on Eliquis, CKD, and osteopenia.

PAST SURGICAL HISTORY: Bilateral cataract extraction, pacemaker placement, hysterectomy, and varicose vein stripping.

MEDICATIONS: Atenolol 50 mg q.d., Lasix 40 mg b.i.d., losartan 50 mg q.d., metolazone 2.5 mg MWF, KCl 8 mEq b.i.d., Sinemet 25/100 mg one tab t.i.d., B12 IM q. month 1000 mcg, and Detrol 1 mg b.i.d.
ALLERGIES: NKDA.
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DIET: NAS.

CODE STATUS: Now DNR.

SOCIAL HISTORY: The patient is married. I did not ask the number of years. They have three children, daughter Faye is POA. The patient worked as a waitress in a drugstore and nonsmoker and nondrinker.

FAMILY HISTORY: Her mother died of CVA age unclear. Father died at 86 of an MI. She has a younger brother still alive at the age of 75 who is in fair health.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Weight is stable.

HEENT: She wears bilateral hearing aids, glasses and dentures. Denies chest pain or SOB.

MUSCULOSKELETAL: She uses a wheelchair which she has to be transported and unable to propel for any distance.

GI: No difficulty chewing or swallowing and is continent of bowel. She can let someone know when she has toilet.

GU: Urinary leakage, wears depends.

PHYSICAL EXAMINATION:
GENERAL: Well groomed kind older female, cooperative.

VITAL SIGNS: Blood pressure 140/86, pulse 70, temperature 98.9, respirations 18, and weight 148 pounds.
HEENT: Her hair is combed. Corrective lenses in place. Conjunctivae clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotid and no LAD.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

CARDIOVASCULAR: She has a regular rate and rhythm without M, R. or G. PMI nondisplaced.

ABDOMEN: Slightly protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. Trace pretibial edema. She moves limbs and can reposition self in chair, did not observe weightbearing. She has generalized decreased muscle mass and slight decrease in upper and lower extremity motor strength.

NEURO: CN II through XII grossly intact. She makes eye contact. She is soft-spoken, can give information. It takes her a little bit of time and will acknowledge when she does not remember. Orientation is x2.

SKIN: Warm, dry and intact with good turgor.
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ASSESSMENT & PLAN:
1. Parkinson’s disease. None of the significant stigmata. She was diagnosed approximately three years ago and is compliant with medication. Denies difficulty stopping or starting when moving and no problems with dysphagia or constipation. Continue with current medication. We will determine who her neurologist is and if and when she has followup.

2. Atrial fibrillation. Heart rate and BP controlled and does not appear to be on Eliquis per recent MAR.
3. HTN. We will monitor BPs and heart rate with adjustments in medication as need indicated.

4. CKD. Labs from 11/29/22 show a BUN and creatinine of 27 and 1.22. I plan to see the patient next week to review medications and speak with her daughter and we will address decreasing diuretic at that time.
5. Code status. The patient has an advanced directive indicating no heroic measures be taken at end-of-life care. DNR is signed to support expressed wishes.

6. Social. Contacted the patient’s daughter/POA Faye Wallace and let her know that I had seen her parents and I will talk to her further on next week.
CPT 99345 and direct POA contact 15 minutes and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
