


INITIAL EVALUATION
RE: Barbara Fulton
DOB: 05/26/1935
DOS: 09/18/2023
Town Village AL

CC: New admit.

HPI: An 88-year-old female in resident since 09/06/23. The patient is seen in room today. Her daughter/POA Brenda Park was present with her husband. The patient was in bed where she spends most of her time. She is at this point now bed-to-chair abound. History comes some from the patient, but primarily daughter. The patient was living in Tulsa with her son in his home. She had a fall as her baseline gait was unstable and in that fall she sustained bilateral shoulder fractures which healed through conservative measures. She still has some discomfort with movement, but states that it has gradually gotten better. Post hospitalization, she went to SNF at the Villages at Southern Hills, admitted on 08/01/23 through 08/23/23.
PAST MEDICAL HISTORY: Dementia unspecified diagnosed five years ago by Dr. Griffin family physician, normal pressure hydrocephalus diagnosed about four years ago, generalized senile debility, depression, hypothyroid, GERD, history of gout which resolved, hyperlipidemia, insomnia, generalized arthralgias, and HTN.

PAST SURGICAL HISTORY: Bilateral cataract extraction was four months ago, 2016 lumbar discectomy, TAH, cholecystectomy and she has a VP shunt which has been placed at x2 in Tulsa and the cue was that there was significant change in the patient’s gait and then in that respect her memory deficits.
MEDICATIONS: Vitamin C 500 mg q.d., atenolol 25 mg b.i.d., CoQ10 q.d., Plavix q.d., Naprosyn 500 mg 4 p.m., Cymbalta 60 mg b.i.d., probiotic q.d., ASA 81 mg q.d., levothyroxine 100 mcg q.d., Namenda 10 mg q.12h., Protonix 40 mg q.d., MiraLax q.d., pravastatin 40 mg h.s., prednisolone eye drops q.i.d., Rozerem 8 mg h.s., trazodone 150 mg q.d., verapamil 180 mg b.i.d. Voltaren gel to both knees b.i.d., and D3 50,000 units q. Wednesday.

ALLERGIES: TALWIN.
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SOCIAL HISTORY: The patient was living in Tulsa at her son’s home. She sustained a fall, bilateral shoulder fractures leading to Skilled Care and now here to live near daughter who is her POA. The patient has been married x2 and widowed both times. Her two children are from her first marriage. She owned her own daycare center and retired 20 years ago.
DIET: Regular thin liquid.

CODE STATUS: Now DNR.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient reports baseline weight is 188 pounds.

HEENT: The patient is very hard of hearing. She does not have hearing aids. She would like to obtain them and SIL requests a referral for nonprofit providing hearing aids. She has native dentition. Denies difficulty chewing or swallowing and does not wear corrective lenses.

CARDIAC: Denies chest pain or palpitations. History of HTN.

GI: She states her appetite is good. If toileted, she is continent of bowel, but wears an adult brief.

GU: Primarily urinary incontinence. No history of recent UTIs.

MUSCULOSKELETAL: She has a walker that she can use in her room outside, is transported in a wheelchair. Her last fall was here in the facility where she rolled out of bed and this is a few days ago, no injury. Daughter stated that she is getting something for bedside to help prevent falls or at least two give her a boundary.

PHYSICAL EXAMINATION:

GENERAL: The patient was lying in bed for the whole time, but she was awake, made eye contact and soft-spoken manner would give bits of information.

VITAL SIGNS: Blood pressure 122/60, pulse 90, temperature 97.4, respirations 17, O2 sat 98%, and weight 204 pounds, which is 16 pounds over her baseline.

HEENT: She has very sparse short hair, wiry and texture is she has a receding hairline that is notable. Hair combed back. Sclerae are clear. Nares patent. Moist oral mucosa.

NECK: Supple. Native dentition in fair repair. Carotids clear.

RESPIRATORY: Anterolateral lung fields relatively clear with a normal effort. No cough and symmetric excursion.
CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Slightly protuberant and nontender. Bowel sounds hypoactive. No masses.
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MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She has trace lower extremity edema, ankle to distal pretibial. She does not reposition in bed on her own her.

SKIN: Warm and dry. A few scattered resolving bruises. No breakdown.

NEURO: CN II through XII grossly intact. She is oriented x2, as to reference for date and time. She is soft spoken. She just states a few words at the time. She smiles freely and was pleasant.

ASSESSMENT & PLAN:
1. Senile debility, quite notable. PT and OT with Select Rehab ordered and hopefully that will be started soon.
2. Significant hearing deficit. The patient would like to have hearing aids. She has not been evaluated for them. Son-in-law request referral be sent to Hearts For Hearing which is a nonprofit providing assessment and hearing aids to the patients in need. Their fax number is 405-548-4350.
3. Polypharmacy. At daughter’s request, we reviewed medications. There are several that are nonessential that were discontinued and as to the colchicine that has used primarily for acute gout that occurred several months ago has resolved and request from discontinue of medication.

4. Code status. Discussed DNR versus no DNR. The patient requests DNR. Form is completed and placed in chart with order written for same.
5. Social. The patient’s daughter and son-in-law wanted to speak with me after the time spent with them and the patient SIL is concern is how she would be provided for on the days that I am not here and reviewed that with him and I told him they needed to keep whoever her subspecialists were and that her general medications would be filled through me, but that my role was medical care tuned to an AL facility.
6. Baseline labs ordered and we will review at next visit.
CPT 99345 and direct POA contact one hour and advance care planning 83.17
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
