


INITIAL EVALUATION
RE: Susie Barnes
DOB: 02/06/1944
DOS: 05/20/2023
HarborChase AL

CC: New patient.

HPI: A 79-year-old in residence since 05/09/23, shares an apartment with her son David Guiles. The patient is seen today. She is cooperative. She comes in. She is seated and is quite verbal. Before I could start asking questions, the patient started telling me that she could not remember anything; that she has had a problem with her mind, it does not work anymore which is why she is here. It also became evident that the patient would repeat the same phrases throughout the time spent with her. The patient was evaluated by OU Neuropsych on 05/03/23. She recalls that she was seen at the University, but does not know when or for what. So I reviewed it with her today. It is also the source of where some of her information came from. She talks repeatedly about having lost two husbands and how that would make anyone sad; yet when asked if she felt sadness or had any kind of depression, she said why would I have any and then I brought up her comment about having lost two husbands and then she repeats that phrase over again. The patient in the past has been prescribed antidepressant blood pressure medication and a cholesterol medication all of which she quit taking on her own. The patient stated that she does crossword puzzles and word finding exercises. 
PAST MEDICAL HISTORY: MCI, adjustment disorder, osteoporosis, smoker, back pain and hypercholesterolemia.

MEDICATIONS: None, but I brought up that she had been on Privigen and she asked if it would help her and I said that it would not hurt her and that it could be a good start. So she requested to take Privigen.

ALLERGIES: NKDA.

DIET: Healthy heart.

CODE STATUS: Full code.
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SOCIAL HISTORY: The patient has been married and widowed twice. She presents that she got married the second time because the first husband died, but actually she and the first husband were divorced and he lived several years beyond their divorce. Her son David is by her first marriage and her daughter Andrea is by her second marriage which she claims was 50 years. She worked as a secretary and has a home in which she lived she states alone and when I asked where her son lived, she said he had his own house in which he lived alone, but it turns out that David has lived with her in her home two years prior to moving into HarborChase. 
FAMILY HISTORY: Both parents had heart disease that caused death; both were in later ages. MMSE was 22/30, a decrease from MMSE 22/30 two years prior.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She does not know her baseline weight, but believes that it is what she weighs now.

HEENT: She wears readers and has an upper plate.

CARDIAC: Denies chest pain and does not know of any heart disease.

RESPIRATORY: She denies shortness of breath or cough.

MUSCULOSKELETAL: She ambulates independently and denies any falls. She states that at one time a long time, she fell and had to have a neck brace. Denies any recent falls.

GI: She is continent of bowel. Denies difficulty chewing or swallowing or abdominal pain.

GU: Continent of urine.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and cooperative.

VITAL SIGNS: Blood pressure 131/76, pulse 86, temperature 97.6, respirations 17, weight 112 pounds.

HEENT: She has short hair that is combed. Conjunctivae clear. Nares patent. Moist oral mucosa. Around both eyes, there are noted xanthomas.
NECK: Supple without LAD. Carotid is clear.

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

CARDIOVASCULAR: Regular rate and rhythm without M, R or G. PMI nondisplaced.

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

MUSCULOSKELETAL: She ambulates independently. She moves limbs in a normal range of motion. Generalized decreased muscle mass and motor strength.
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NEURO: CN II through XII grossly intact. She is oriented to person and Oklahoma and not able to give much of her own history and spends the time repeating a series of phrases.

PSYCHIATRIC: She made eye contact. She smiled and repeated that she wanted to know what was I wanted to know and I told her I was asking her those questions. 
SKIN: Warm, dry and intact. Fair turgor.

ASSESSMENT & PLAN:
1. Depression/anxiety. Clearly some depression noted just in the fact that she kept talking about her ex-husbands and their deaths and family had requested anxiety medication. I think an anti-anxiety medicine combined with one that will address depression is Zoloft. So, I am going to start it at 25 mg q.d. for one week, then increase to 50 mg and we will see how she does with that. 
2. MCI. The patient requested Privigen and I think that is better than nothing. So one p.o. q.d. is ordered.

3. General care. Lipid profile, CMP and CBC.

4. Social: I will contact the patient’s daughter/POA Andrea Ogle and discuss DNR for Ms. Barnes and answer any questions or concerns she may have. 
CPT 99345
Linda Lucio, M.D.
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