


INITIAL EVALUATION
RE: Nora Jean Russell
DOB: 06/06/1927
DOS: 09/18/2023
Town Village AL
CC: New patient – assume care.

HPI: A 96-year-old female seen in her apartment. She actually resides in an IL apartment. The patient is pleasant, able to give some information. She tells me she is completing antibiotics for a wound on the top of her left foot. She denies pain. She does note clear drainage. Facility is providing wound care using bacitracin and a bandage. She notes that she has had some increasing weakness and not as strong doing routine things as previously. She has recent labs that are also reviewed.
DIAGNOSES: HTN, CAD, GERD, degenerative disc disease, spinal stenosis, cognitive impairment, hypothyroid, hiatal hernia, carotid artery disease, and new midmorning incontinence of bowel.

MEDICATIONS: Tylenol 1000 mg at 8 a.m. and 8 p.m., ASA 81 mg q.d. Lipitor 20 mg q.d., Cymbalta 20 mg q.d., levothyroxine 75 mcg q.d., Toprol 50 mg two tablets q.d., Remeron 15 mg h.s., Protonix 40 mg q.d., probiotic q.d., and vitamin C 500 mg b.i.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

HOSPICE: Valir.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert. She makes eye contact. She is verbal and able to give us some information.
VITAL SIGNS: Blood pressure 154/72, pulse 73, temperature 97.1, respirations 18, O2 sat 96%, and weight 94 pounds which is weight loss of 2 pounds in 30 days.
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RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

CARDIAC: She has a regular rate and rhythm. No murmurs, rubs, or gallop. PMI is nondisplaced.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She moves arms in a fairly normal range of motion. She has no lower extremity edema. She has a walker that she uses in her room, but weightbearing not observed.

NEURO: She makes eye contact. Her speech is clear. She is oriented x2. She has to reference for date and time. She is aware of her medical issues and understands given information.

SKIN: The top of her left foot, the skin is thin and almost translucent. There is an area of superficial lesion with small amount of serous drainage. No warmth, tenderness or odor. Remainder of her skin, there is no breakdown. She does have senile skin changes with thin hairless skin on her legs.

ASSESSMENT & PLAN:
1. Anemia. H&H are 11.8/35.6 with normal indices. Explained this to her that given her age, it is actually good result. No intervention required.

2. Volume contraction. CMP labs are WNL with the exception of BUN of 40.2 and creatinine normal at 0.98 and the patient not on diuretic. I stressed with her the need to increase fluid intake particularly water. She seems to feel like she drinks, but clearly it is not enough and she will try to increase water intake.
3. Hyperlipidemia. The patient is on Lipitor 20 mg q.d. with T-chol 136 and HDL and LDL well within target range. The patient wants to continue Lipitor. Afraid of what will happen if she does not.
4. Hypothyroid. The patient is on levothyroxine 75 mcg q.d. with TSH 1.50 well within normal range. Continue, no change.

5. Wound care. Calcium alginate drain substance recommended over the small remaining area that has serous drainage. This can be provided per Valir Hospice.
6. Disordered sleep pattern. The patient takes melatonin 3 mg h.s. and it is generally of benefit. She occasionally has early morning awakening that she finds frustrating and told her that I have written an order for melatonin 3 mg that she can receive should this awakening occur. I reassured her that she is on low dose melatonin.
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