


INITIAL EVALUATION
RE: Shirley Gallaher
DOB: 10/21/1934
DOS: 01/26/2023
HarborChase AL
CC: New admit.
HPI: An 88-year-old admitted on 10/21/2022. She was followed by Dr. Lisa Farhood but due to difficulties with transport elects to be seen here. The patient is seen in her room. She was cooperative able to give information. She goes to DR for meals and participates in activities especially those that relate to church or Bible study. She denied any pain or discomfort when being seen.
DIAGNOSES: Polyosteoarthritis, DM II, aortic valve stenosis, HTN, HLD, and MCI.
MEDICATIONS: Aricept 10 mg q.h.s., Lasix 40 mg q.d., Klor-Con 20 mEq q.d., lisinopril 10 mg q.d., Toprol ER 50 mg q.d., and rosuvastatin 20 mg h.s.
ALLERGIES: SULFA.
DIET: NCS.
CODE STATUS: DNR.
HOME HEALTH: Elara.

PAST SURGICAL HISTORY: Cholecystectomy.

SOCIAL HISTORY: Widowed 29 years. She has two daughters who share POA responsibility. She worked in clerical positions, non-smoker and nondrinker and is for Moore.

FAMILY HISTORY: She has sister who passed away three years ago at an older age. A brother who at advance age died of cardiac disease and her mother died of cancer unknown type. Her father advanced stage of natural causes. Cardiologist is Dr. Pam Craven.
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REVIEW OF SYSTEMS:
Constitutional: Her weight is stable.

HEENT: She wears glasses. Native dentition and hears adequately without HAs.

Cardiovascular: Aortic valve stenosis with conservative treatment. She denies chest pain sometimes short of breath if she moves too fast which she states does not happen often.

Respiratory: No cough or congestion.

GI: Continent of bowel.

GU: Urinary leakage but can toilet.

Musculoskeletal: She ambulates with her walker. No falls.
PHYSICAL EXAMINATION:
GENERAL: The patient is obese, but pleasant demeanor.
VITAL SIGNS: Blood pressure 101/58, pulse 67, temperature 98.7, respirations 18, and weight 165.2 pounds.
HEENT: Hair is groomed. Conjunctivae clear. Corrective lenses in place. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: She has harsh systolic ejection murmur most prominent at right second ICS but heard throughout precordium.
RESPIRATORY: She has a normal effort and rate. Decreased bibasilar breath sounds secondary to body habitus. Lung fields relatively clear without cough and symmetric excursion.

ABDOMEN: Protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. Trace LEE and she navigates her apartment with her walker.

NEUROLOGIC: CN II through XII grossly intact. She makes eye contact. She is pleasant. She is interactive and makes her needs known.
ASSESSMENT & PLAN:
1. Assume care. HTN with aortic valve stenosis. Current medications per her cardiologist stay in place. BP with systolic close to 100 is the target and I will just continue to monitor. She is due for BMP given diuretic and KCl that is ordered.
2. MCI. We will do an MMSC engage where she is at, but she appears to be able to manage what she needs to in her apartment.
3. OA. She does not have any p.r.n. ordered for topical or oral pain relief. We will assess what she may have in her room that she is using. On my next visit will have nurses go through and check and will see if that is adequate for her needs. The goal is to help her to continue to get around she tolerates.
4. Social. We will contact POA daughter Susan Barnes.
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