


INITIAL EVALUATION
RE: Patricia Lamle
DOB: 10/29/1940
DOS: 05/10/2023
Rivendell MC
CC: New admit.

HPI: An 82-year-old in residence since 04/28/23. Up until January of this year, the patient resided at home with her husband. He then was hospitalized for a UTI and subsequently placed in AL in Kingfisher and it became clear that the patient would not be able to live on her own. So, she was moved into the AL as well and March of this year, it was recommended that she be moved to memory care. Family looked at different facilities, then decided on Rivendell. The patient was cooperative to being seen today. However, she was not able to give any information. I contacted her daughter Kristi Brickman who is POA and sister Traci Lamle were on conference call together as we reviewed the patient’s history. So, information following is based on their input. They noted about five years ago that there was some cognitive change in the patient and it was basically dismissed as age boredom depression and then became more evident when she was at home by herself earlier this year. That is when there became evidence of behavioral issues such as anger and hostility directed at her husband and occasionally her children. She was seen by a neurologist about three years ago given their concerns about cognitive change, but not given a clear diagnosis, but they stated that clearly since that time they have known that she has had dementia and have seen the progression particularly this calendar year. She generally recognizes family, at times may not recall their names. They do have cameras in her room, so they are able to watch her and state that in the morning she appears stiff and a bit unsteady. I reassured them that when I saw her at lunchtime that she was ambulating independently, she was steady though somewhat slow. They are also concerned about having one leg swollen versus the other and that her last fall was three weeks ago at the previous facility. There was bruising sustained, but otherwise no other injury.
PAST MEDICAL HISTORY: Senile dementia of the brain, depression, insomnia, history of UTIs, polyarthritis, and GERD.

PAST SURGICAL HISTORY: TAH, bilateral cataract extraction, venous stripping, and cholecystectomy.
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MEDICATIONS: Lorazepam 0.5 mg a.m. and noon, temazepam 15 mg h.s., melatonin 3 mg h.s., tramadol 50 mg b.i.d., Tylenol 500 mg t.i.d., Ativan Intensol 2 mg/mL, 0.5 mL at 7:30, diclofenac gel to hands and knees p.r.n., Systane eye drops OU q.8h. p.r.n., CranCap 450 mg q.d., B12 1000 mcg q.d., Protonix 40 mg q.d., D-Mannose 2 g q.d., Norvasc 5 mg q.d., lisinopril 40 mg q.d., and D3 250 mcg q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient married 60 years this August and lived at home with her husband until he was moved to AL. She has three children. POA is Christi. The patient is a retired tax accountant and hospital administrator, nonsmoker and nondrinker.

FAMILY HISTORY: The patient’s mother had dementia and died at the age of 85, only family member.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient has a high pain tolerance; family want me to be aware of that and that her weight previously was higher than the reported weight here, but they do not have an exact figure.

HEENT: They think that her hearing is diminished, but she does not wear corrective lenses, hearing aids or dentures.

CARDIAC: HTN, but no history of chest pain.

GI: Positive for reflux. She has mixed continence of bowel.

GU: Urinary leakage and UTI history.
MUSCULOSKELETAL: Scoliosis. She has a walker that she does not use, but it is in her room. They believe her last fall was about two years ago and then later added that she did fall three weeks ago at the previous facility sustaining bruising to her chest wall and, after everything reviewed, the daughter brought up that she believes her mother has fungal infection of both big toes and wanted that to be addressed.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and cooperative to being seen.

VITAL SIGNS: Blood pressure 132/78, pulse 82, temperature 96.9, respirations 20, O2 sat 97%, and weight 132.4 pounds.

HEENT: Her hair is short and then combed. Conjunctiva clear. Moist oral mucosa.

NECK: Supple. No LAD.
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RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: She ambulates independently. She somewhat slouches as she walks, but steady and upright scoliosis noted. No lower extremity edema. Intact radial pulses. Moves limbs in a normal range of motion.

NEURO: CN II through XII grossly intact. She is alert and oriented to person only. She said the year was 2012 and that the month was 20 and could not recall who the last president she remembers by name.

SKIN: Warm, dry and intact. Fair turgor. No bruising or skin breakdown noted.

PSYCHIATRIC: Cooperative, appropriate for initial contact, but again not able to give information.

ASSESSMENT & PLAN:
1. Senile dementia of the brain. MMSE is 19/30 which is moderate cognitive impairment. We will continue to monitor and see what her needs are and today there have been no behavioral issues that are noted. She is, however, also fairly well medicated.
2. Polyarthritis. Pain appears managed between tramadol and Tylenol. Daughters were concerned about the amount of Tylenol that she is taking. We will wait until next week when I see her and see if we can I decrease it by one 500 mg dose alternating between tramadol and Tylenol. We will also assess need for routine diclofenac application.

3. Insomnia. Again, well medicated for that, so sleeps through the night and whether or not she is drowsy in the day and maybe that some of the imbalance or stiffness they see may also be true and perhaps need to cut back the dose of temazepam to 7.5 mg.
4. Recurrent UTIs. She is on medication and she had an UA done about a month ago suspecting that maybe due to behavioral change she had a UTI, but it was negative.
5. Social. I spent half an hour with both daughters discussing the patient’s history. They also requested that I look at her big toes next week and there were some other issues that they brought up with the DON and they wanted me to address.
CPT 99345 and direct POA contact 30 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
