


INITIAL EVALUATION

RE: Judy Weisel
DOB: 12/07/1944

DOS: 06/13/2024
HarborChase AL

CC: New admit.

HPI: A 79-year-old female in residence since 06/07/2024 is seen today in room. She is fully dressed but lying in bed. She presents is very frail and weak and states as much about herself. Information given was fragmented and had to review it what little was available in her chart and then review that with her. Prior to admission here, the patient was living at home with her husband she states that one evening going up some stairs she tripped and fell back landing on her back did not go to the ER was walking around a day or so later with pain that then a friend suggested you need to go to the emergency room which she did. She was evaluated there and stated cleared that there was nothing acute so she returned home and walking around at home. She had another fall landing again on her back went back to the ER was admitted there and diagnosed with a wedge compression fracture of T4. The patient states that a friend of hers at home noted that she just did not seem cognitively like herself and so it was recommended that she see a neurologist who she states she did but could not recall the name he ordered an MRI of her brain and was told that she had a brain bleed but the cause was inconclusive. She stated that after that she made decision she was going to see him anymore. The patient states that she ended up going to Baptist Village Skilled Care admitted 05/03/2024 and directly admitted from there to here on 06/07/2024. The patient continues to receive PT in facility x2 weekly.

PAST MEDICAL HISTORY: Wedge compression fracture of T4, T9, and T10 with routine healing, generalized weakness requiring assistance for mobility and transfers, MCI, depression, GERD, HTN, hypothyroid, and IBS without diarrhea.
PAST SURGICAL HISTORY: Appendectomy, cholecystectomy, and bilateral cataract extraction.

SOCIAL HISTORY: The patient is married lived with her husband of 55 years they have no children. She worked as a Title company office manager. Nonsmoker and social ETOH user. I am told that her husband has no significant medical issues and is in now in an IL facility.
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FAMILY HISTORY: Noncontributory.

ALLERGIES: PCN and SULF.

CODE STATUS: Full code.

DIET: Regular but patient states that she is not able to cut her own food has had other residents cut it for her.

MEDICATIONS: Levothyroxine 125 mcg q.d., losartan 50 mg q.d., omeprazole 20 mg at lunch, solifenacin 5 mg q.d., melatonin 5 mg h.s., MiraLax q.d. will now be routine, ASA 81 mg q.d., Lexapro 10 mg q.d., pravastatin will use remaining 20 mg h.s. and then discontinue order.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight is 160 pounds. She is currently on 110 pounds and she acknowledges a significant weight loss over the past three months.

HEENT: She does not wear glasses. She does have partials that she does not wear because the weight loss they did fit at all.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB.

GI: No difficulty chewing, swallowing, or occasional constipation. She states that she has continent of bowel.

GU: No history of UTIs and has some urinary leakage but states that she is in control for the most part and review of her SNF notes that she had a UTI on admission and urinary incontinence.

MUSCULOSKELETAL: The patient is one to two person transfer very limited. Weightbearing is stiff and not able to propel her manual wheelchair. The patient states that she self transfers. She has a manual wheelchair that she propels though slowly.

SKIN: Non-problematic as per patient and pain. She states her pain is managed with current medications. She takes Tylenol and states that it is effective for when she takes it.

NEURO: The patient states that she has been told that she is slow or confused. She is not had her admit MMSC but it is clear there are cognitive issues in talking with her.

PHYSICAL EXAMINATION:

GENERAL: Frail sickly appearing female lying in bed.
VITAL SIGNS: Blood pressure 160/76. Pulse 73. Temperature 97.7. Respirations 16. Weight 110 pounds.

HEENT: She short hair that was combed. Sclerae clear. Nares patent. Moist oral mucosa. Edentulous lower.

NECK: Supple and clear carotids. No LAD.

ABDOMEN: Scaphoid and hypoactive bowel sounds. No distention or tenderness.

SKIN: Warm, dry, and intact with decreased turgor.
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MUSCULOSKELETAL: She has significantly decreased in muscle mass and poor motor strength does not even try to lift her arms. She again is nonweightbearing without two-person assist and for transfers and while she states she propels her manual wheelchair when I told her what I was informed she acknowledges that she really does not propel it.

NEURO: CN II through XII grossly intact. She is awake. She is oriented to person and Oklahoma. She does not know the date or the name of the facility. Speech is slow, deliberate, and clear. She tends to ramble on has to be redirected repeatedly. Affect is bland or flat.

ASSESSMENT & PLAN:

1. Status post fall with resultant T4 and T9 through 11 compression fractures. Pain managed with p.r.n. Tylenol, which patient states she does not want anything routine. She continues to receive PT and again full staff assist for all mobility. I did tell her that this is assisted living and not a nursing home, which she is nursing home level of care but if she is frustrated with having to wait when she uses her call light that there are other patient’s who are similar and level of care need but staff will get to her.

2. Difficulty chewing and swallowing. Diet is changed mechanical soft with an order for cut meat with gravy on the side.

3. Cognitive issues. MMSE will be administered by DON and the issue of having a head bleed per neurologist to see if we can get those records but a diagnosis of cognitive impairment is appropriate.

4. General care. Labs are ordered and will review with her next week. I also contacted Richard Chappell who is listed as patient son and is actually her nephew and he is filling in as the POA and tells me that her husband is not physically able to assist in patients care though he is insistent on doing so.

5. Advance care planning. I explained to patient what DNR is and what full code is and she winced at the discussion regarding full code and stated where that she did not want that so I will speak with someone regarding her expressed wishes. There is also no designated POA at this time.

6. Social. I did contact Richard Chappell nephew and I will speak with him at another time to gather any pertinent additional information.

CPT 99345 and direct POA contact interim 15 minutes advance care planning 83.17

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

