


INITIAL EVALUATION

RE: Wentworth, LaVonda
DOB: 10/14/1936

DOS: 06/28/2023

Rivendell AL
CC: New admit.
HPI: An 86-year-old in residence since 06/26/23 sharing an apartment with her husband Don. The two of them were seen; him first and then her second. The patient is pleasant. She listened patiently to her husband later when she gave me some of her history such as the duration of marriage; he had said 47 years and she said it is actually 67. She states overall that she feels fairly good. Her health, she feels for her age, has been fairly well managed. She did add some things after we went that her son was not aware of and then even questioned and she acknowledges that they both have been under certain amount of stress in moving, leaving the home that they have known for almost 70 years and coming to a new facility and adapting to it.

PAST MEDICAL HISTORY: HTN, thyroid disease with recent testing of her thyroid; initially too higher dose of levothyroxine and then most recently an elevated TSH of 14.8, so too lower dose. History of breast cancer status post lumpectomy and radiation therapy. She does keep up with mammograms and the most recent was at the end of 2021. Hypertension, hyperlipidemia, wet macular degeneration is followed by Dr. Leonard with DMI who goes to a clinic in Enid where she stated that she saw him every month and her son questioned that why she would have to see him every month, but she also added that she received eye injections; she has had two of those in the last visit with him, she did not have to have them, but she states that she is due to follow up with him here in Oklahoma City, but does not have an appointment.

PAST SURGICAL HISTORY: Right knee replacement, left knee arthroscopy, hysterectomy, cholecystectomy, and lumpectomy with subsequent radiation to left breast secondary to CA.

MEDICATIONS: Seroquel 25 mg h.s., HCTZ-valsartan 12.5/80 mg q.d., Zocor 40 mg h.s., B12 500 mcg q.d., D3 5000 IU q.d., PreserVision two tablets q.d.

ALLERGIES: ASA, SULFA and CODEINE.
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DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: Married 67 years, has two sons; son Jerry here is her POA with other son in Durango. Nonsmoker. Nondrinker. She worked as a secretary at Vance AFB up until they had children and then she wanted to be at home to raise her sons.

FAMILY HISTORY: Her mother had liver cancer passing as a result. Her father passed in an older age of CVA related complications.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Weight is stable.

HEENT: Wears glasses. Her hearing is good. She has native dentition.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

GU: She has some urinary leakage, but primarily continent; does wear protective pads.

GI: She is continent of bowel.

MUSCULOSKELETAL: She states she does have left knee pain and wish she would have had that knee replaced. She has just ongoing right wrist pain secondary to a fall when she was 6 years old and fractured her radius and ulna. She uses a walker and has had no falls.

SKIN: She denies any rashes, bruising or breakdown.

NEURO: Denies significant forgetfulness, but occasional which she sees as age appropriate.

PSYCHIATRIC: Denies depression or anxiety.

PHYSICAL EXAMINATION:

GENERAL: Pleasant elderly female well-groomed, unable to give information.

VITAL SIGNS: Blood pressure 130/65, pulse 75, respirations 14, O2 sat 98%. She is 5’8” and weighs 147 pounds with a BMI of 22.3.

FSBS 178.

HEENT: Her hair is short and combed. Conjunctivae are clear. She did not have her glasses on. Nares are patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple without LAD.

CARDIAC: She had a regular rate and rhythm without MRG. PMI nondisplaced.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
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MUSCULOSKELETAL: I observed her walking in the room without her walker. She is stable and upright, walking at a steady pace. Moves limbs in a normal range of motion. She has no lower extremity edema.
SKIN: Warm, dry and intact with good turgor.

NEUROLOGIC: CN II through XII grossly intact. She makes eye contact. Speech is clear. She is able to give information. She is pleasant and gets to the point when she speaks.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.

ASSESSMENT & PLAN:
1. Medication administration. The patient and her husband both need to be tested for capacity to safely administer their own medications; if they are, they can keep them in their room and do so, otherwise staff will do it.

2. General care. Baseline lab; CMP, CBC, lipid profile and TSH are ordered.

3. Thyroid disease. We will adjust levothyroxine as needed pending lab.

4. Wet macular degeneration. We will establish what she has actually had done through Dr. Leonard’s office and the frequency of her visits and she wants to make her own followup appointment and most likely son will transport them.

5. Pain. I am going to write for Tylenol 650 mg ER that she has available for pain if needed.

CPT 99345 and direct POA contact one hour.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

