


INITIAL EVALUATION
RE: Mary Fast
DOB: 12/15/1938
DOS: 04/10/2024
Rivendell AL
CC: New admit.
HPI: An 85-year-old female in residence since 04/09/2024. She was seen today in her apartment, was pleasant and cooperative. The patient while verbal and engaging had clear memory deficits and was limited in information that she could relate. She is also independent in her ADLs and gets about the facility without any assistance. Yesterday was her first day and a family member spent the night there so that she had company and today she is having her first night on her own and staff will check in on her. I contacted her daughter and medical POA Amy Sullivan for additional history as the patient’s was limited. She then fills me in on the patient’s history of dementia dating back to 10 to 15 years with the diagnosis definitely made within that time period and she has been through Aricept and Namenda with those medications discontinued after 10 years as her neurologist stated they would no longer be of benefit. So, the patient’s background history, the patient and her husband who lived in Weatherford moved into Homestead at Weatherford in May 2022. The patient’s husband who also had dementia was moved into the memory care there and he passed away in October 2022. The patient remained there without any significant events until May 2023, when she was hospitalized at INTEGRIS Oklahoma City. She was there for 10 days. It was thought that she had had several small CVAs. She was not able to weight bear, limited in coordination to feed herself or bring a glass of water to her own mouth. Her speech was garbled and essentially required a full assist. Family then had her transferred to Brookdale in Weatherford as she was unable to go home or back to memory care and, while there, they worked with her intensively and, per daughter, the patient rebounded within a month of being there. She is ambulatory, feeds herself and is essentially independent in most ADLs. Daughter states that her mother has been having sundowning behavior noted for the past six months. She will get snippy or agitated, initially was having difficulty sleeping as well and her previous physician gave her melatonin for sleep, which was effective. The patient had also been on hospice care from May to December 2023, and at the end of December, it was discontinued as the patient was stable. Daughter states she was hoping that her cardiology appointment in December would at least give diagnosis that would qualify her to stay on hospice, but did not as her echocardiogram showed an LVEF well within normal and daughter adds that she wanted me to know that she and her two siblings are all very hospice-minded and, if that becomes the best option for their mother, then they would want that.
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PAST MEDICAL HISTORY: Chronic systolic heart failure stable, atrial fibrillation, HTN, anxiety, insomnia, delusional disorder and unspecified dementia with sundowning.
PAST SURGICAL HISTORY: Tubal ligation and D&C within the last year.
MEDICATIONS: Buspirone 15 mg t.i.d., Eliquis 2.5 mg b.i.d., Lasix 20 mg q.d., hydralazine 10 mg q.8h. routine, hydroxyzine 25 mg t.i.d. routine and p.r.n. q.4h. for sundowning, losartan 50 mg b.i.d., Mag-Ox 400 mg h.s., melatonin 5 mg h.s., metoprolol 12.5 mg q.d., nifedipine ER 90 mg q.d., D3 2000 IU q.d., Tylenol 1000 mg q.6h. p.r.n. NTE times three doses q.24h., MiraLAX q.d. p.r.n. and Senna q.d. p.r.n.
ALLERGIES: SULFA and PCN.
DIET: Regular.

CODE STATUS: DNR.
FAMILY HISTORY: Negative for dementia.

SOCIAL HISTORY: The patient was married 61 years, widowed in October 2023. She has two sons; one who lives in Weatherford and one in Colorado and then her daughter Amy who lives in OKC and is medical POA. The patient owned and operated a gift shop in Weatherford for over 20 years. Nonsmoker and nondrinker.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: Baseline weight is 148 to 150 pounds.
HEENT: She wears corrective lenses, hears adequately without assistance and has native dentition in good repair.

CARDIAC: She denies chest pain or palpitations and PMI as above.

RESPIRATORY: No cough expectoration or SOB.
GI: Denies GERD or nausea. Continent of bowel.
GU: Denies urinary tract infections and continent of urine.
MUSCULOSKELETAL: Ambulatory without device, unclear when her last fall was, but denies that it has been recent.
SKIN: She denies rashes, bruising or breakdown.

NEURO: No seizure, syncope or vertigo.

PSYCHIATRIC: She states that she knows that her memory is not as good as it used to be and otherwise denies depression or anxiety, but states she does miss her husband.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert and well-groomed and her apartment is very well decorated and in order.
VITAL SIGNS: Blood pressure 129/53, pulse 81, respirations 14, and weight 150 pounds.
HEENT: She has full-thickness hair that is groomed. Sclera clear. Corrective lenses in place. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.
CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Her lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: She ambulates independently. Moves limbs in a normal range of motion. Goes from sit to stand without assist needed. No lower extremity edema.

NEUROLOGIC: She makes eye contact. Her speech is clear. She is very engaging and verbal. It becomes evident that she repeats herself and she will answer questions when asked, but again repeats the same answers. Affect is congruent with what she is saying and while she has memory deficits, she told me that she knew that it was April and thought that today was Friday, 04/23/2024.
SKIN: Warm, dry and intact with good turgor.
PSYCHIATRIC: Appropriate affect and demeanor for situation and she appears to be in good spirits.
ASSESSMENT & PLAN:

1. Unspecified dementia moderate. Her MMSE was 20/23, which puts her at the low end of beginning moderately advanced dementia. I shared this with daughter and she was not surprised. Again, she was diagnosed approximately 10 to 15 years ago and has been through the gamut of medications for diagnosis. I will monitor her and see how she gets about and be aware if she needs assistance.

2. Hypertension. We will monitor BP b.i.d. times two weeks, then daily going forward.

3. General care. CMP, CBC, TSH ordered and remind her that she has p.r.n. hydroxyzine for sundowning.
CPT 99345, direct POA contact 30 minutes and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

