


:INITIAL EVALUATION

RE: Lorene Richardson
DOB: 09/20/1936

DOS: 01/18/2024
HarborChase AL

CC: New admit.

HPI: An 87-year-old female seen in apartment that she shares with her husband. They have been in residence since 01/13. The patient tells me that she and her husband lived in. She stated he was diagnosed with dementia and it has just been too hard for her taking care of him by herself. So her move into AL is to be with her husband. We sat on the couch and talked she was able to give information and in a nearby side chair. Her husband was sitting there when I came in and stayed there with his eyes closed and not moving. When he did it was just to rub his face, but he did not awaken and look around. The patient was very pleasant and it was clear that leaving the place that they had lived for a long time was difficult, but she has a son, daughter-in-law, and grandson who live very close to the facility.

PAST MEDICAL HISTORY: Hypertension, hyperlipidemia, osteoporosis, restless leg syndrome, chronic seasonal allergies, OAB, and anxiety.

PAST SURGICAL HISTORY: Cholecystectomy, kidney stones with lithotripsy, tonsillectomy, hernia repair x2, and ureteroscopy.

ALLERGIES: Multiple, see chart.

DIET: Regular.

CODE STATUS: Full code.

MEDICATIONS: Losartan 25 mg q.d., Lipitor 10 mg h.s., Evista 60 mg q.d., lorazepam 0.5 mg q.a.m., gabapentin 600 mg h.s., Singulair 10 mg q.d. p.r.n., oxybutynin 5 mg q.d., MVI q.d., ASA 81 mg q.d., and calcium supplement q.d.

SOCIAL HISTORY: The patient and her husband have been married greater than 50 years. She worked as the assistant to high school principal and then worked for a law firm. The patient and husband have a son JJ Richardson who is a dentist and lives nearby. He is their POA.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight was 152 pounds and then after her husband’s dementia became more evident and she became his caretaker she dropped down to 130 pounds. She denies any other constitutional issues.

HEENT: She denies hair loss. No visual changes and wears hearing aids bilateral.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB.

GI: No difficulty chewing or swallowing. She is continent of bowel. She does have problems with constipation.

GU: She has some urinary leakage then wears pads if she needs to.

MUSCULOSKELETAL: The patient states that her last fall was maybe five years ago. She has independent ambulation and she has RLS but is effectively treated with gabapentin.

PHYSICAL EXAMINATION:
GENERAL: Pleasant and well groomed older female able to give information, at times appeared preoccupied with her husband.
VITAL SIGNS: Blood pressure 149/74. Pulse 85. Temperature 97.2. Respirations 16. Weight was 130.4 pounds.

HEENT: Her hair is short and well groomed. Sclerae clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She ambulates independently. Moves limbs in a normal range of motion. She has no lower extremity edema.

SKIN: Warm, dry, and intact with good turgor.

NEURO: CN II through XII grossly intact. She is alert and oriented x3. Affect is congruent with what she is saying and she is just very pleasant.

ASSESSMENT & PLAN:
1. Caretaker stress I think that she acknowledges it to some degree but I think now that maybe there some assistance in her husband’s care. She will be able to relax and give herself some time to recover. She and her husband are still relatively new to the facility just learning their way around and I encouraged her to use the call light if they needed help with him and I also broached the issue that depending on how things progressed with him that memory care may be a more appropriate unit.

2. Hypertension. We will monitor her BP and assess need for adjustments.
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3. RLS. It is treated with gabapentin, which she states it also helps her to sleep.

4. Anxiety. I am recommending that she do the lorazepam 0.5 mg q.a.m. which she does already but also at h.s. as she has difficulty sleeping worrying about her husband who gets up in the middle of the night and will go onto the recliner and kind of pace.

5. General care. CMP, CBC, and lipid profile ordered. She requested the discontinuation of ASA, which I have done.
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Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

