


INITIAL EVALUATION
RE: Tommy Jacobs
DOB: 03/27/1941
DOS: 06/05/2024
Rivendell AL
CC: New admit.

HPI: An 83-year-old female seen in room. When I knocked, she answered the door quickly and I introduced myself, said I was here to see her and she looked at me a bit puzzled and I saw a gentleman sitting on the living room couch and she said that is my husband and quietly said to me I am here because of him. He is really the patient. So, I was not aware that I was going to see him which I subsequently did. So, ____55___ to her admit to her moving in here is that her 83-year-old husband has advanced vascular dementia and he is verbal, but it is nonsensical and he is ambulatory and she found that she could just no longer keep up with him and all the care that he required. So, they are moving here. The patient was very pleasant, cooperative and able to give information. The patient self administers medications.

PAST SURGICAL HISTORY: Right knee replacement and C-section x 2.

MEDICATIONS: Eliquis 5 mg b.i.d., D3 2000 units q.d., lacosamide 100 mg q.d., indapamide 2.5 mg b.i.d., metoprolol 25 mg one and half tablets b.i.d., KCl 10 mEq two capsules b.i.d., pravastatin 10 mg q.d., B12 1000 mcg q.d., and PreserVision q.d.
ALLERGIES: NKDA.

SOCIAL HISTORY: The patient has been a lifelong homemaker and was living at home with her husband as his caretaker for the last four years. She is a nonsmoker and nondrinker. The patient has one son and one daughter and she is her own POA and is the POA of her husband as well.
DIET: Regular.

CODE STATUS: The patient has an advanced directive indicating no heroic measures and when I spoke with her more directly about her wishes in regard of cardiopulmonary failure, she states that she wants nothing done, just let me go and she has no fear about that. DNR form completed and in chart with order written.
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REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is 145 pounds which is stable.

HEENT: She wears reading glasses; otherwise does not need glasses. Good hearing without aids and native dentition in good repair.

RESPIRATORY: No cough, expectoration or shortness of breath.

CARDIAC: No chest pain or palpitations.

MUSCULOSKELETAL: Independent ambulation. She has not had a fall that she can recall. No lower extremity edema.

GI: Appetite is good. No nausea or constipation and is continent of bowel.

GU: No history of UTIs, continent of urine. She does have leakage with a Valsalva such as with sneezing.

NEURO: No significant memory deficit issue. No history of seizure, syncope or vertigo.

SKIN: No history of rashes, bruising or easy skin breakdown.

PSYCHIATRIC: She denies depression or anxiety and acknowledges that it has been a heavy load in the caretaking of her husband and is is looking forward to having some assistance with that.

ASSESSMENT & PLAN: Medication issues. The patient is followed by cardiologist, Dr. Cook and asked about having medication refills prior to her next visit with him in January. I told her to let the staff know the nurse Jody a week prior to running out of her cardiac medications and they would be refilled through my name.

CPT 99345 and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
