


INITIAL EVALUATION

RE: Maxine Lee
DOB: 09/02/1925

DOS: 07/10/2024
Rivendell AL

CC: New admit.

HPI: A 98-year-old female in residence since 07/02/24, is seen today in an attempt to do H&P. I checked in on the patient last week, she did not have her hearing aids in place, they were being charged and could not be placed at that time. She is very hard of hearing, she has visual impairment and so it was not possible to do an H&P. Today, she is seated at bedside in a recliner. She is alert. I introduced myself and she understood that I was the doctor that would be following her. Fortunately, today, she had her hearing aids in, but with her hearing aids in, it still requires almost yelling at her for her to be able to hear and visually I did wrote a few words in large print and she was not able to read them even up close. The patient had difficulty giving medical information. She said to call her son, however, her son who is her POA is going out of the country and had related that to staff today. She has a granddaughter who has been involved in her care as well. I spoke to the ED and DON regarding the patient’s appropriateness for AL given visual impairment and auditory impairment. She is wheelchair dependent and requires assist for all transfers essentially requires full assist for 5/6 ADLs. She can feed herself after a setup and prep. I brought up that she needed to be in the Highlands for there would be more care and increased socialization. As now, the patient is at the very end of a hallway, there is very little movement in that end and random checks occur less frequently. The patient is able to use her call light if she keeps it nearby, but she frequently forgets where it is at. For meals, the patient was being taken to the Highlands and then just started not wanting to go there, but rather wanting to eat meals in her room and so that was done for the last couple of days. I spoke to staff and to the patient that she was going to be coming out for meals, going to the Highlands daily and that that was not nonnegotiable and she just looked at me and I repeated it and asked if she understood and she said yes and so there was no argument from her. The patient tells me that she has to keep getting up at night to go to the bathroom. She remains able to toilet herself and will call staff, they get her up, take her to the bathroom and she goes about three times overnight and states that she would like to be able to sleep instead. I told her that I have a medication that we can try and see if it helps her. I also told her that we would be getting baseline lab work just to see that everything is as it should be, she is on a diuretic that I told her we have to make sure that she is not getting dehydrated and she seemed to be more cooperative.
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PAST MEDICAL HISTORY: Visual impairment, very hard of hearing even with hearing aids, HTN, CAD, hyperlipidemia, GERD, anxiety disorder, and osteoporosis.

PAST SURGICAL HISTORY: Appendectomy and hysterectomy.

ALLERGIES: PCN and TRAMADOL.
DIET: Regular.

CODE STATUS: The patient has an advance directive indicating no intervention in the event that she has an irreversible condition.

SOCIAL HISTORY: The patient is widowed x 13 years after 64.5 years of marriage. She had two daughters one of whom has passed; her name is Linda and she has a son who is 70. The patient worked for Southwestern Bell and then worked for Tinker, both for several years and of her immediate family she has a surviving 91-year-old sister.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Does not know her baseline weight.

HEENT: She wears hearing aids and has visual impairment, does not wear corrective lenses that she says they no longer work. She is very hard of hearing and we have to be very close for her to see.

CARDIAC: She denies chest pain or rapid heart rate.

RESPIRATORY: Denies shortness of breath or cough.

GI: She says that she has a good appetite. No nausea or vomiting. She can toilet for bowel movements.

GU: She wears a brief, but she likes to toilet as opposed to using the brief.

MUSCULOSKELETAL: She is a full-transfer assist, primarily nonweightbearing and is transported in a manual wheelchair, not able to propel it.

NEURO: Acknowledges that she does not remember things.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female with chronically ill appearance.
VITAL SIGNS: Blood pressure 126/66. Pulse 78. Temperature 98.0. Respirations 18. No weight obtained.

HEENT: She has short hair that is combed. EOMI, PERLA. She kind of stares out randomly looking for something to focus on. Nares patent. She has moist oral mucosa. She has native dentition on the bottom and she has an upper plate.

NECK: Supple.
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CARDIAC: She has distant heart sounds and a regular rhythm at a regular rate. PMI nondisplaced.

RESPIRATORY: She has a decreased respiratory effort, but a normal rate. Lung fields clear. Decreased bibasilar breath sounds. No cough.

ABDOMEN: Flat, nontender. Hypoactive bowel sounds.

SKIN: Warm, dry, and intact with decreased turgor. No bruising or breakdown noted with the exception of peri-area. There is some pinkness in the groin. Perirectal area looks clear. There is some pinkness at the coccyx.

NEURO: Orientation is to self and Oklahoma. When she speaks, it is clear. She can give information some of the time depending on what she understands was said and she will look out searching for a target like who she is to be addressing. She will voice her needs. She gets agitated easily. Ativan 0.5 mg p.o. b.i.d. p.r.n. for agitation or anxiety. We will evaluate whether that was used last week and assess whether scheduled doses need to be given.

ASSESSMENT & PLAN:

1. Social. We will try to contact family for any more information as the patient is not able to give.

2. Advance care planning. DNR form completed based on an advance directive indicating no intervention for irreversible conditions be provided.

CPT 99345 and advance care planning 83.17.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

