


READMIT NOTE
RE: Sharon Droke
DOB: 04/08/1949
DOS: 10/09/2023
HarborChase MC
CC: Readmit note.

HPI: A 74-year-old female with advanced dementia and BPSD that progressed to the point of punching or generally hitting other residents and then staff who would try to intervene medical interventions that have been tried were no longer effective. She was sent to and admitted to Rolling Hills Geri Psych in Ada Oklahoma on 09/08/23. On admission there, the patient was quiet. She spoke when asked questions and generally not able to give information. Labs were done on 10/03/23 and CBC was WNL. CMP showed BUN and creatinine of 37 and 2.62. Previous values during the same stay were 29/2.29. Calcium elevated at 10.7. Otherwise, labs are WNL. With some of the Geri Psych testing, it is noted that the patient did not comprehend the questions and notes reflect that while there, she was generally quiet, kept to herself, would give a brief answer most of the time to very basic questions, but general assessment was pleasantly confused. The patient attended therapies, was pleasant to quiet. She had to be prompted to eat at meals, slept through the night and was cooperative with getting up and being dressed, but did require assist.
DIAGNOSES: Major depressive disorder/Alzheimer’s dementia, CHF per a positive BMP lab, HTN, asthma, anemia/CKD, glaucoma, and GERD.

MEDICATIONS: Demadex 20 mg q.d., Lexapro 10 mg q.d., Aricept 5 mg h.s., Rilutek 5 mg one tablet h.s., Klor-Con 20 mEq h.s., Lamictal 25 mg two tablets b.i.d., Flonase nasal spray one spray per nostril q.d., Protonix 40 mg q.d., Xalatan eye drops one drop per eye h.s., Alphagan one drop per eye b.i.d., Colace 100 mg one tablet q.d., FeSO4 325 mg one tablet q.d. a.c., Aldactone 12.5 mg q.d., Catapres 0.2 mg one tablet t.i.d., and Vraylar 1.5 mg tablet q.d.
ALLERGIES: NKDA.
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DIET: Regular.

FAMILY HISTORY: Noncontributory, as the patient unable to give information.

PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly in the dining room. She was at the head of a table with other residents to either side. They were all sitting quietly after dinner and she just had a blank stare and then just looked down at the table throughout the time observing her and when I spoke to her, there was no eye contact and she did not speak. She is independent in her ambulation, slow and steady with arms at her side, and did not check for edema.

VITAL SIGNS: Blood pressure 145/68, pulse 62, temperature 98.1, respirations 16, O2 sat 97%, weight 160 pounds, and height 5’1”.
SKIN: Appears warm, dry, and intact.

PSYCHIATRIC: She just appeared in her own space and not responding what is going on around her except occasionally. She did make eye contact with another resident, but did not speak in her expression, remained flat.

ASSESSMENT & PLAN:
1. Readmit after 30 days at Rolling Hills Geri Psych. She is quiet. No attempts to harm anyone including herself. We will see how things go with time. She did not eat dinner. We will see how she does tomorrow. If at the minimum, encouraged fluids. We will assess how she does tonight for sleep.
2. Lab abnormalities. We will recheck CMP on 10/17/23.
3. Social. We will contact her daughter/POA that she has returned and then just give her an update and we will go from there.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
