


INITIAL EVALUATION
RE: Arlene Graham
DOB: 04/21/1929
DOS: 05/13/2024
Rivermont MC
CC: New admit.

HPI: A 95-year-old female in residence since 04/30/24. She was seen today accompanied by her DIL. The patient has just moved to Oklahoma from Springfield Missouri where she was living in her home with a caretaker who has it turns out was taking the patients money, so the patient’s POA granddaughter Krista found out about the situation, brought her grandmother to Norman Rivermont and her uncle and his wife who live locally will help to share and do some caretaking of the patient. Again when seen, the patient was quiet, but cooperative. She was not able to give much information. Information is gathered from DIL, the patient’s POA and a previous physician’s note.

PAST MEDICAL HISTORY: Dementia symptoms began in 2009 with clear exacerbation in 2020 the COVID period, urinary incontinence, very hard of hearing, wears hearing aids, and has lost one hearing aid per DIL since admission here, peripheral neuropathy, depression, and insomnia.

PAST SURGICAL HISTORY: Appendectomy, back surgery, left carpal tunnel release, bilateral cataract extraction, right second hammertoe repair, partial hysterectomy, and left hip replacement.

MEDICATIONS: Melatonin 10 mg h.s. p.r.n., Prozac 10 mg two capsules q.d., Aricept 10 mg h.s., Remeron 15 mg h.s., alprazolam 0.25 mg one p.o. t.i.d. p.r.n., FiberCon q.d., and Tylenol 325 one tablet q.4h. p.r.n.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient was living in Springfield Missouri with her daughter who passed away one year ago. The patient’s granddaughter Krista Naegler then assumed POA responsibilities. Krista lives in Springdale Arkansas and from a distance, the patient’s care was provided by a caretaker who lived with the patient and as it turned out, she was also stealing money from the patient. So, the patient was removed from that setting and brought to Oklahoma where the patient’s son and DIL who live locally Troy and Cindy Honeycutt will help assume the patient’s care responsibilities.
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I did speak to Krista Naegler today and she did acknowledged that she is now patient’s POA has been here and seen facility and feels that she is in a much better situation than she has been previously. The patient has been married three times, divorced the first marriage and then widowed the second and third marriage.

FAMILY HISTORY: She has two sisters who have both passed and had Alzheimer’s disease and a brother who has passed unknown causes.

DIET: Regular with thin liquid.

CODE STATUS: DNR.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: May 2023 weight was 110 pounds, 03/13/2023 117 pounds, and 03/11/2022 138 pounds.

HEENT: The patient wears glasses. She is hard of hearing. She wears bilateral hearing aids, one has been lost since arrival in facility. DIL stated they were both lost as it turns out one of them was on the charger as placed by the nurses. She wears full dentures that are secure fitting. No difficulty chewing or swallowing.

RESPIRATORY: The patient acknowledges SOB, sometimes with just sitting and talking or propelling her manual wheelchair.

CARDIAC: No chest pain or palpitations.

MUSCULOSKELETAL: Occasional discomfort or pain, relieved with Tylenol, uses a manual wheelchair to get around which she can propel.

GI: She has urinary incontinence and occasional bowel incontinence. She can asked to be toileted and reportedly over the weekend, she had diarrhea.

PHYSICAL EXAMINATION:

GENERAL: Petite frail elderly female and cooperative.

VITAL SIGNS: Blood pressure 125/69, pulse 72, temperature 97.6, respirations 16, O2 sat 98%, weight 99 pounds, height 4’9”, BMI is 21.4 in target range.

HEENT: She has wispy gray hair short. Glasses in place. Sclerae are clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Well fitting dentures. Noted to be hard of hearing. I had to speak quite loudly to the patient and when she heard, she would respond.

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

CARDIAC: Regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced. Radial pulses intact.
ABDOMEN: Soft, flat, and nontender. Bowel sounds present.
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MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She is sitting in her manual wheelchair being transported. No lower extremity edema. She is weightbearing for transfer assist. She moves arms in somewhat normal ROM.

NEURO: CN II through XII grossly intact. The patient makes eye contact when spoken to. She is soft-spoken. She is saying just a few words at a time. Orientation is x1 to 2. Limited in information she can give. She acknowledges she does not remember.

SKIN: Thin, dry, intact, and pale in color. No bruising, erythema or skin tears noted.

PSYCHIATRIC: The patient’s affect is slightly bland. She looks around. She does not say anything in part due to hearing deficits. She is cooperative to exam and has been cooperative to care on the part of nursing staff.

ASSESSMENT & PLAN:
1. Unspecified dementia severe with MMSC score of 7. The patient will need direction and staff assist for most if not all ADLs. Continue to orient to facility and assess for care needs.

2. Mobility impairment. She is nonambulatory, transported in a manual wheelchair, unclear that she is able to propel it for self and requires transfer assist. Spoke with the patient and DIL present regarding restorative PT helping her to maintain weightbearing pivot for transfers and that was agreeable and we will write order for same.

3. Labs. Last labs in the patient’s arriving paperwork was March 2023. She has a diagnosis of hypercholesterolemia, CKD-IIIA, anemia and we will order current labs to include CMP, CBC and a TSH.

4. Depression. Continue on Prozac at 10 mg and monitor. She is also on Remeron 15 mg h.s. which is another SSRI. So, we will consider another sleep agent wanting to avoid serotonin syndrome.

5. HOH. One hearing aid has been located, it was never lost, the nurses had taken it overnight to place on the charger which is kept in the nursing station so that will be placed in the patient’s ear in the a.m. and removed at h.s.

6. Nutritional status. We will assess T-protein and albumin per lab and then determine whether protein drinks are indicated at this point. Encouraged the patient at mealtime. His current BMI is 21.9.

7. Social. Contacted the patient’s POA Krista Naegler and reviewed the above with her.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
