


INITIAL EVALUATION

RE: Marilyn Herring
DOB: 11/11/1943

DOS: 02/02/2024
Rivendell AL

CC: New admit.

HPI: An 80-year-old female in resident since 01/19 this is my first visit with her. The patient a week from the date of her admission began to have symptoms went to ER was admitted to the hospital remained there for three days and from there then returned back on Friday the 26th. She has her discharge papers is quite talkative has a bunch of questions and so we started in. She is very talkative need some redirection but is very pleasant. The patient states that in 2023, she was hospitalized seven times for extended periods and she was in the hospital she was at Concordia for a skilled care. She stated one hospitalization was for an ulcer that required caught arising another time she required mitral valve clips and then another time for pneumonia and another time for sepsis UTI. This year, she has been hospitalized once the aforementioned and she was treated for anasarca. During the surgery regarding her ulcer, she was transfused 4 units of packed RBCs.

SOCIAL HISTORY: The patient was living in her home for 45 years prior to coming here she has two sons who are co-POA. The patient was divorced after 30 years of marriage and her husband moved so she essentially has been the parent in her son’s lives. She retired from Tinker Air Force Base after 25 years working as an item manager. She is a nondrinker and nonsmoker.

FAMILY HISTORY: Noncontributory.

MEDICATIONS: KCl 10 mEq two capsules q.d., Synthroid 88 mcg q.d., prenatal MVI q.d., Lasix 40 mg b.i.d., Flonase q.d., Eliquis 5 mg q.12h, digoxin 125 mcg q.d., Plavix q.d., Zyrtec 5 mg q.d., Voltaren gel to knee q.i.d., curcumin q.d., Protonix 40 mg b.i.d., another MVI q.d., hyoscyamine 0.125 mg q.4h p.r.n., MiraLax q.d. p.r.n., tramadol 50 mg b.i.d., torsemide 20 mg q.d., methocarbamol 500 mg b.i.d., and Zyrtec 10 mg q.d.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: Two years ago, she weighed 300 pounds. She is now 190 pounds having lost by her guests 15 pounds from this most recent hospitalization was diuresis.

HEENT: She wears glasses. She has adequate hearing and does not wear hearing aids. Native dentition. No difficulty chewing or swallowing.

CARDIOVASCULAR: Occasional chest pain or palpitations that pass on their own. She monitors her blood pressure at home.

RESPIRATORY: She denies cough expectoration or SOB. 

GI: She denies any dyspepsia. She is continent of bowel. She has occasional constipation but takes MiraLax, which resolves it.
GU: She has had UTIs and has urinary leakage requires adult briefs.

MUSCULOSKELETAL: She has not had a flare of gout in years and would like to see if she can go without the allopurinol and I told her we would address that. She has a right knee replacement her left knee is bone on bone and she shows me an x-ray that she has in her phone and she states that she has talked to surgeon about replacement surgery, but given her atrial fibrillation on anticoagulation etc. they do not consider her a good risk.

PSYCHIATRIC: The patient has had problems with insomnia took melatonin, which got her to sleep but she stated caused very weird dreams and does not want to take it again.

SKIN: She denies any increased bruising. No rashes or breakdown.

NEURO: She acknowledges some anxiety and has had depression in the past.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, quite talkative and she was waiting in her room for me.
VITAL SIGNS: Blood pressure 142/72. Pulse 80. Weight 213 pounds. Respirations 16.

HEENT: She has shoulder length hair, which is combed. Corrective lenses on. Sclerae clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple without LAD and clear carotids.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

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

ABDOMEN: Soft and bowel sounds present. She voices some tenderness to palpation and then states that she changed her mind and generally hurt.

MUSCULOSKELETAL: She is weightbearing and ambulatory. Moves arms in a normal range of motion. Intact radial pulses. She has +1-2 dorsum of her feet to ankle edema and +1 pretibial edema.

SKIN: Warm, dry, and intact with fair turgor. No bruising or breakdown noted.
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ASSESSMENT & PLAN:

1. Medication review this is for patients request and there were many medications she stated she never took at home so they were apparently hospital medications that were continued and she wanted to have them discontinued and that was five medications.

2. Insomnia. She requested melatonin be discontinued she will see how her sleep is here and if needed then we will look at something like trazodone.

3. Gout. The patient states she cannot remember when she had a gout issue and so she had like to see if she can go without it so will hold it for two weeks and see how if she does not have any issues without it then we will discontinue the medication.

4. Seasonal allergies, which is having issue with now. We will increase Zyrtec to 10 mg versus the 5 mg.

5. Severe left knee pain secondary to bone on bone. I have written that Voltaren gel can be kept at bedside for use.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

