


INITIAL EVALUATION
RE: Betsy Gwinn (Virginia)
DOB: 12/16/1935
DOS: 02/13/2024
Jefferson’s Garden AL

CC: New admit.
HPI: An 88-year-old female in residence since 02/05/2024. When I was here previously, she was unable to meet with me, so we met today. The patient is pleasant and alert, was seen in her room. She remembered that I was coming, but did not remember who I was, so I explained that to her again. She was able to give information and she asked a few questions that were appropriate. Information is provided by the patient and a PCP visit 12/28/2023. When asked about sleep, the patient stated that she had difficulty with it and stated that she would just lie there and think until fatigue took over. She also has a history of atrial fibrillation that she brought up. I asked if she has had palpitations since she has been here and states that she had them before she came here; when I asked what she did, she stated that she just took a Valium and went to bed and that was effective. When I asked how she is adapting, she stated that it was fine. I am told that she comes out for meals, she participates in activities and she has been quite social.

PAST MEDICAL HISTORY: Atrial fibrillation, HTN, hyperlipidemia, on anticoagulation, COPD, disordered sleep pattern, peripheral neuropathy, hypothyroid, asthma, overactive bladder, chronic low back pain and chronic seasonal allergies, DM II and peripheral vascular disease.
PAST SURGICAL HISTORY: Pilonidal cyst removal x2, bilateral breast biopsies benign, vaginal biopsy unknown cause, cholecystectomy, aortic stents in 1990, appendectomy, hysterectomy, partial thyroidectomy secondary to overactive output and tonsillectomy.
CARDIOLOGIST: Dr. Matthew Wong.

MEDICATIONS: The patient’s daughter does a pill planner for her and the patient is capable of self-administering her own medications. So, facility does not give them. Medications are amiodarone 200 mg q.d., Norvasc 10 mg q.d., Anoro Ellipta MDI one q.d., ASA 81 mg q.d., Lipitor 40 mg q.d., Caltrate Plus D one tablet b.i.d., Valium 5 mg b.i.d. p.r.n., doxazosin 4 mg h.s., Eliquis 2.5 mg b.i.d., Pepcid 20 mg q.d. p.r.n.,
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gabapentin 300 mg one p.o. h.s., ICaps q.d., levothyroxine 137 mcg one tablet q.a.m., Toprol 50 mg 1½ tablets q.d., Singulair q.d., Myrbetriq 50 mg q.d., Percocet 5/325 one-half tablet p.o. p.r.n. q.i.d., promethazine 25 mg q.i.d. p.r.n., Proventil MDI two puffs q.i.d. p.r.n.
ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.
SOCIAL HISTORY: Prior to coming to facility, the patient was living in her own home alone. She has been a widow for 13 years after being married 56 years. She has two children with daughter Laura Ivy as POA. The patient was a smoker for 35 years and states she has not smoked in 35 years. No alcohol use. The patient worked for the Central Presbyterian Church Daycare for 51 years.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s baseline weight is 140 pounds.

HEENT: She states she has macular degeneration not able to read, carries a magnifier with her, so it is available when needed. She hears adequately without hearing aids. She has no difficulty chewing or swallowing. She has native dentition and pointed out that she does have some crowns.

CARDIAC: Occasional palpitations, but not frequent.

RESPIRATORY: She does have occasional SOB. She has a rescue inhaler that she carries with her and knows how to use. She states that she paces herself for activity so that she does not become winded.

MUSCULOSKELETAL: She denies any generalized pain. She has independent ambulation and states that her last fall was one month ago before coming here; just tripped on something and she has had no falls otherwise that she can recall.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert, cooperative, appeared a bit apprehensive for a while.

VITAL SIGNS: Blood pressure 138/62, pulse 59, temperature 97.7, respirations 18, weight 150.8 pounds.

HEENT: She has thinning short hair. Sclera clear. Nares patent. Slightly dry oral mucosa.
NECK: Supple. Clear carotids. No LAD.
CARDIOVASCULAR: An occasional irregular beat with no murmur, rub or gallop. PMI is non-displaced.
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RESPIRATORY: She has normal effort and rate. Breath sounds to bases heard. She has some wheezing at the lower to mid right lobe and she stated she was aware of that when I told her. She had no cough and no pursing, did not seem to have difficulty with inspiration or exhalation.
ABDOMEN: Slightly protuberant and nontender. Bowel sounds present.
MUSCULOSKELETAL: Intact radial pulses. Trace lower extremity edema. She is ambulatory and seems to be steady and paces her gait, as she previously mentioned, just trace ankle edema.
NEURO: CN II through XII grossly intact. She makes eye contact. Speech is clear. She understands questions asked, is able to give information and is generally cooperative.
SKIN: Warm, dry and intact with fair turgor. No breakdown or bruising noted.

ASSESSMENT & PLAN:
1. Baseline labs ordered as none available; CMP, CBC and TSH.

2. Atrial fibrillation, on anticoagulation. She states that she knows when symptoms are going to come on and she just relaxes herself and gets through it, nothing negative has ever occurred from her perspective.

3. HTN. Monitor BPs, all within normal at this time.

4. Social. We will contact daughter/POA Laura and let her know what we have gone through, she can ask any questions as needed.

5. Chronic low back pain. The patient did not bring this up, but she has her oxycodone that she can take as needed.

CPT 99345
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

