


INITIAL EVALUATION
RE: Opal Longhofer
DOB: 03/12/1927
DOS: 07/03/2024
HarborChase MC
CC: New admit.
HPI: A 97-year-old female in residence since 06/27/2024. The patient was in residence at Epworth Villa Assisted Living where she resided with JC Smith. The patient was seen in the room. As I opened the door, she was using her walker just coming from her bed and told me that she was wondering what was going on out there. I asked whether she was sleeping in her new residence and how she found the food, she said that she sleeps good at night and she was enjoying the food and added the comment that there was a lot of it. She did not bring up Mr. Smith, but I did and asked her how long they had been together. She could not recall and she just said that it was a long time.
DIAGNOSES: CAD status post stent, HTN, peripheral vascular disease, COPD/asthma and DJD of the lumbar spine, history of basal cell carcinoma, hypothyroid, macular degeneration, fall history, and unspecified dementia.
SURGICAL HISTORY: Cardiac stent placement, D&C, she had a tonsillectomy and basal cell carcinoma excision, and she reports bilateral shoulder repair.

MEDICATIONS: Lisinopril 40 mg q.d., Norvasc 2.5 mg h.s., KCl 10 mEq q.d., Lasix 20 mg q.d., ASA 325 mg q.d., Plavix q.d., Synthroid 25 mcg q.d., MOM 30 mL p.o. q.d. p.r.n., and there is a medication crush order.
ALLERGIES: NKDA.
CODE STATUS: DNR.
DIET: Regular.
FAMILY HISTORY: Noncontributory. There was heart disease in her mother and sister had a CVA.
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SOCIAL HISTORY: The patient has been companion with Mr. Smith for many years. No children. She is a retired RN who worked in the OR for 30 years. She grew up on a farm on the Texas, Oklahoma border so states that she knows how to do all the things that men could do. She was a smoker for approximately 20 years.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: No fevers or chills.

HEENT: She wears glasses. Hearing is good without hearing aids. No difficulty chewing or swallowing. She has her own teeth in good repair.
CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: She states she gets occasional short of breath with just normal activity.

GU: The patient has occasional episodes of urinary incontinence, but wears a brief.
GI: The patient has general continence of stool. She can let someone know when she has to toilet.
MUSCULOSKELETAL: She denies pain. She ambulates with her walker and does not remember when she last fell.
NEUROLOGIC: She states she sleeps through the night. She has a good appetite especially for meat and just has occasional ache or pain that she attributes to age.
PHYSICAL EXAMINATION:
GENERAL: Frail elderly female who was pleasant, ambulating in the room with a walker.
VITAL SIGNS: Blood pressure 148/74, pulse 68, temperature 98.1, respiratory rate 16, and weight 118 pounds.
HEENT: She has full thickness gray hair that she had up and combed. Sclerae clear. Corrective lenses in place. Nares patent. Moist oral mucosa. She has native dentition in good repair. They are all present.
NECK: Supple. Clear carotids.
CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub or gallop. PMI was nondisplaced.
RESPIRATORY: She has a fair effort. Decreased bibasilar breath sounds secondary to that. Lung fields clear. No cough. Symmetric excursion. No noted SOB with the few steps she took in the room and then was able to sit herself down without assist.
MUSCULOSKELETAL: She has adequate motor strength, but decreased muscle mass; leans onto her walker somewhat, is able to go from sit to stand and vice versa using it for support. She has no lower extremity edema. Moves her arms in a normal range of motion.
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NEUROLOGIC: CN II through XII grossly intact. Oriented x 1 to 2. Soft-spoken, a few words at a time. She can convey her needs. Attempts to give answers and will acknowledge what she does not recall. Affect appropriate to situation though just a smile or straight face.

SKIN: Warm, dry, and intact. There is no bruising or abrasions noted.

ASSESSMENT & PLAN:
1. Unspecified dementia without BPSD. We will monitor the patient for what she needs assistance with or prompting and cueing. I think she has the ability to make her needs known, but I think that she is somewhat stoic and will try to figure things out by herself first. Staff to watch for that and assist her.
2. Degenerative disc disease of lumbar area. Monitor for pain. She has Tylenol, but it is p.r.n., so we will assess whether she has any routine pain daily and if so, we will make a dose or two routine.
3. Dysphagia. We will monitor if she needs any diet modification and medications are per crush order.
4. HTN/CAD. We will monitor heart rate and BP and make adjustments in her BP meds as needed. I will have her BP and heart rate monitored for the next two weeks and review the readings next week and make a decision about decreasing lisinopril versus Norvasc.
5. Weight gain. The patient’s weight in February 2024 was 114 pounds and she is currently 118 pounds, so that is a 4-pound weight gain over four and a half months.
CPT 99345 and direct POA contact – left a VM for Aaron Peterson listed as guardian and will see if there is any call back.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

