


INITIAL EVALUATION

RE: Lewis Moore
DOB: 10/03/1929
DOS: 01/16/2024
Jefferson’s Garden AL
CC: New admit.

HPI: A 94-year-old female states that she has been here a week. Her admission papers states that it was 12/27/23. Prior to seeing me, the patient was in the beauty shop and had her hair done, so it look quite nice when she was being seen. She is very engaging knows a lot about her medical history, is able to give information toward the end of our visit. Her daughter/POA Debbie came in and she prefer to let us continue what we were doing and then she just came in at the very end at her mother’s request. At that time, DNR was discussed as the patient has an advanced directive making it clear that she wants no heroic measures and daughter stated that she believed that there was a DNR as part of her paperwork that was given over checking with the DON there was not and she stated that patient had made it comment that she wanted to have CPR if she look like she was dead. When I spoke with the patient about the issue, she states that she wanted CPR only if she would have a heart attack. 

PAST MEDICAL HISTORY: Hypertension, rheumatoid arthritis, restless leg syndrome, bilateral upper extremity tremor, which has increased despite being on primidone, hyperlipidemia, and GERD.

PAST SURGICAL HISTORY: Bilateral cataract extraction, total hysterectomy, right knee replacement, right rotator cuff repair and precancerous skin lesions removed from her left eye and hand.
ALLERGIES: Multiple see chart. The patient self administers medications.
MEDICATIONS: Vitamin D2 1 capsule q.week, losartan 100 mg q.d., propanolol 10 mg b.i.d., MVI q.d., ASA 81 mg q.d., primidone 50 mg b.i.d., Zetia 10 mg q.d., Tylenol 650 mg q.8h. while awake, Lyrica 25 mg one capsule t.i.d., Lasix 20 mg q.d. p.r.n., Protonix 40 mg q.d. p.r.n.
DIET: Regular.
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SOCIAL HISTORY: The patient was widowed in 2012 after 62 years of marriage. She has a daughter Debbie who lives locally and is her POA her son lives in Tahlequah. She was an elementary teacher and then worked for the state of Oklahoma Department of Education as a psychometrist within the school system. She was also a missionary teaching in China, English as a second language. The patient was a non-smoker, nondrinker and on her own decided to quit driving about five years ago stating that she realizes she probably was not safe to be driving.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight is 206 pounds.

HEENT: She wears glasses, does not wear hearing aids. She has native dentition.

CARDIOVASCULAR: She denies chest pain or palpitations.

RESPIRATORY: She denies cough, expectoration, or SOB.

GI: No difficulty chewing or swallowing and is continent of bowel. She denies dyspepsia.

GU: She has some urinary leakage wears pads that she has to change about every four hours, but denies frank urinary incontinence.

MUSCULOSKELETAL: On 10/08/23, the patient fell at home and fractured her right ankle. She was seen by an orthopedist and healing was by conservative measures. She has a soft brace in place and there is edema above the brace, which I explained to her is normal and she was to follow up with her orthopedist yesterday, but they did not go to Tahlequah and I told her we could address what needed to be done in that regard.

NEURO: She has bilateral upper extremity tremor that was stabilized with primidone and now is increasing again. She is right-hand dominant. She states that she sleeps good the only time she is interrupted is she started having restless leg type symptoms and she was started on Lyrica for that she stated that it seemed to help, but now it is waking her up in the middle of the night. She also states Lyrica helps her to fall asleep. Last fall was on 10/08.

PHYSICAL EXAMINATION:

GENERAL: Mildly obese female pleasant and cooperative.
VITAL SIGNS: Blood pressure 134/82. Pulse 85. Temperature 97.5. Respirations 18. O2 saturation 98%. Weight 206 pounds.

HEENT: She has short gray hair that is newly styled and looks good on her. Sclerae are clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD and clear carotids.

CARDIOVASCULAR: She had regular rate and rhythm without murmur, rub, or gallop. PMI was non-displaced.
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RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Obese. Nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: She moves arms in a normal range of motion and she ambulates using her walker. She has a soft cast on her right foot and to mid pretibial area and there is noted mild edema above that it is a trace.
SKIN: Warm, dry and intact with good turgor.

NEUROLOGIC: CN II through XII grossly intact. She makes eye contact. Speech is clear and can voice her needs.
PSYCHIATRIC: She participates after growing congruent with how she is expressing herself. She seemed a little ambivalent about the DNR but did not want to have all the outcome of compressions and agrees to a DNR.

ASSESSMENT & PLAN:

1. Restless leg syndrome. Mirapex 0.5 mg h.s. to be started will give it a week and then have staff reassess how its doing and if we need to increase the dose or added another dosing time will do so.

2. Right ankle fracture. I have ordered x-rays of the right ankle two views and they will have the date of the fracture happening on 10/08/23.

3. Pain management, she will take Tylenol 650 mg ER at 8 a.m., 2 p.m. and 8 p.m. while awake.

4. Advanced care planning. DNR is signed and placed in chart.

5. General care, CMP, CBC and TSH ordered and questions were discussed and answered and we will go from there.

CPT 99345 and direct POA contact 20 minutes and advanced care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

