


INITIAL EVALUATION
RE: Jill Muegge
DOB: 06/19/1969
DOS: 12/23/2024
The Harrison AL

CC: New admit.

HPI: A 55-year-old female in residence since 12/20/2024. She is seen in her apartment. She has a sitter with her as she had 24-hour sitter at home and now she has one as a 12-hour sitter with a plan to taper that way since she is in assisted living. The patient makes eye contact. Her speech is clear. She is able to give information and she has quite an involved medical history. 
DIAGNOSES: Seizure disorder diagnosed approximately 10 years ago. Her seizure types she tells me are of mixed variety. Her last seizure was 12/22/24 here in the facility and she had three of them. Her sitter present today was present for these seizures and stated that she had some drooling and was having chewing motions. Her eyes rolled back. She seemed calm throughout and when they were over, she appeared fatigued. The patient has also a disordered sleep pattern with insomnia and this is a relatively new issue. She states she was given something by Dr. Foster – she cannot remember the name of it, but it did help. I talked to her about starting with something benign like melatonin. She is in agreement with that and she will try to find out the name of the prescription medication that was effective. The ppatient also has a history of hyperlipidemia. She states she does not know what her cholesterol levels are, but takes the Lipitor as instructed and she is interested in knowing those values, so we are ordering lab. History of depression/anxiety. She has done well on an SSRI and we will continue with that. Question of B12 deficiency. She is on two different doses for replacement. She was not aware of that and has no idea if she has B12 deficiency. 
PAST SURGICAL HISTORY: Neurosurgery – a right parietal RNS implant which picks up electrical signals in the brain and sends a signal to cancel that out, preventing seizure activity. At 5 p.m., the patient has something that she swipes over the area on her right parietal scalp where the implant is subcutaneous and that is then read electronically on her laptop and conveyed to her neurologist. Today, the concern was that she could not get a signal in her room, so her laptop was not functional for this purpose. We did engage maintenance and my hope was that they were able to help her. She has VNS which is a vagal nerve stimulator and that in particular stimulates her voice. She states that her voice is generally not as gravelly as it sounds, but without the stimulation, she can barely be heard. Breast lumpectomy benign.

Jill Muegge
Page 2

MEDICATIONS: Lamictal 150 mg tablet two tablets 9 a.m., and two and half tablets at 9 p.m., Keppra 1000 mg one tablet at 9 a.m. and one tablet at 9 p.m., zonisamide 100 mg capsule four capsules at 8 p.m., carbamazepine 200 mg three tablets at 9 a.m., one tablet at 12 noon and three tablets at 9 a.m., clonazepam 1 mg b.i.d. 8 a.m. and 8 p.m., Ativan Intensol 1 mg/0.5 mL apply the cream at 0.25 mL topically to wrist every four hours p.r.n., B12 500 mcg q.d., MVI q.d., Remeron 30 mg at 8 p.m., levothyroxine 50 mcg 6 a.m., Zoloft 100 mg 8 a.m., BuSpar 10 mg 8 a.m. and 8 p.m.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient is divorced. She has six children, three in Oklahoma City; the others are scattered. Son Elliott is POA. The patient was a secondary school teacher. Nonsmoker and nondrinker and worked up until her diagnosis of seizure disorder 10 years ago and has been at home with 24-hour care since. 
DIET: Regular.

CODE STATUS: Full code.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: There is no baseline weight given.

HEENT: She wears reading glasses. She has an upper partial. She is continent of bowel and bladder except during seizures.

MUSCULOSKELETAL: Independent ambulation. Last fall was 12/20/24 secondary to a seizure. She sustained a fracture of her right clavicle and currently has her right arm in a sling. Fortunately, she is left-hand dominant. 
NEURO: The patient occasionally has an aura prior to seizure, but for the most part does not. She is alert for the most part. She states her memory has some problems, but not significant and feels that she can communicate her needs and understands what people say to her.

PHYSICAL EXAMINATION:

GENERAL: The patient seated on couch. She was alert and very engaging.

VITAL SIGNS: Blood pressure 136/93, pulse 94, temperature 97.2, respirations 18, and weight not available.

HEENT: Hair is clean and combed. EOMI. PERRLA. Anicteric sclera. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.
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ABDOMEN: Soft. Bowel sounds present. No tenderness or distention.

MUSCULOSKELETAL: She has good neck and truncal stability while walking as well as sitting. Her right arm is in a sling. She is left-hand dominant. She has good muscle mass and motor strength.
NEURO: She is alert and oriented x 2 to 3. Speech is clear and gives information and understands given information. She is clear about and request that I emphasized the timeliness of these medications being given. I would stress the importance of that with the staff.
PSYCHIATRIC: She did appear at times anxious and concerned that her laptop is going to work as she needed to have it registered for her neurologist – her CNS information – and that medications will be given as directed. She will have the sitter for an additional three days and then she will be on her own in her room and there is some anxiety about that. 
SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Seizure activity. The patient is well versed in her medications. Again, I stressed with the staff that they have to be given timely, so hopefully that will happen and the need to have Wi-Fi in her room to connect for the laptop which reads her RNS and gives the picture, her electrical activity for her neurologist to track. She also has the topical Ativan for acute seizure activity. 
2. Disordered sleep. I ordered melatonin 6 mg to be given at 8 p.m. She goes to bed about 9 to 10 o’clock and I told her the medication has to metabolize so can take up to two hours and hopefully she will be able to sleep with that. We will follow up in a couple of weeks.
3. Personal care. She requests assist with showers. She felt initially that she could do it on her own and knows now that she needs to have standby assist, so order is written for that.
4. General care. Labs are ordered.

5. Hyperlipidemia, on a statin. We will check a lipid profile. 
6. Social. The patient plans to go on a pass with her daughter, the 24th and 25th, to return on Friday the 26th and requests that medications go with her. So, an order is written and that can be hashed out between the med aides as to how much of what she needs to go with her. 
7. Advance care planning. We did discuss that. She states DNR has been signed and she will check with her family and I just told her that it is something down the road to know what her wishes are. 
CPT 99345 and advanced care planning 83.17
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
