


INITIAL EVALUATION

RE: Bernadette Smith
DOB: 08/23/1951

DOS: 07/11/2024
The Harrison AL

CC: New admit.

HPI: A 72-year-old female in AL respite room is seen today for initial visit. The patient was being assisted with personal care and when finished was pleasant and agreeable to being seen. The patient has visiting angels who are with her from 12 noon until 6 p.m. assisting her as well as addressing certain issues occurring such as abusive phone calls from her husband. When we left, the patient was going to be showered with assist by the visiting angel. The patient was pleasant and cooperative. She was able to give some information. She initially brought up that she is legally blind, which I was made aware of. She is able to get around fairly well given that she had also a Braille Board sitting next to her and states that she has met someone who taught Braille for many years and they are going to be working with her on being able to use it.

PAST MEDICAL HISTORY: Chronic alcohol dependency, depression/anxiety, hypertension, GERD, and anxiety.

PAST SURGICAL HISTORY: On 03/20/23, ORIF for a compound fracture of tibia; I believe left. Then, elbow infection secondary to trauma requiring surgical I&D with prolonged IV antibiotic.

DIET: Regular.

CODE STATUS: DNR.

ALLERGIES: MORPHINE.

MEDICATIONS: Amlodipine 5 mg/benazepril 10 mg p.o. q.d., ASA 81 mg q.d., esomeprazole 20 mg q.d., hydroxyzine 25 mg t.i.d. p.r.n., lysine 1000 mg b.i.d. p.r.n., MVI q.d., paroxetine 40 mg  q.d., and D3 50 mcg q.d.

SOCIAL HISTORY: The patient has been married to her husband Bob for about 57 years, they have two daughters, her daughter Bridget is her POA. She has a 20-pack year smoking history, but has not smoked since 1984.
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She was a licensed cosmetologist who worked in a beauty shop, then moved to Oklahoma where she lived for 19 years and worked for the IRS and then in mental health. The patient states that she does not drink, but does do happy hour here at the facility. Daughter had told me she had placed a one drink limit for the patient. When I asked the patient what she was drinking and she said that she would do a double whiskey with 7Up. So, she is managed to get her two drinks appearing as one drink.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her baseline weight is about 180 to 190 pounds.

HEENT: The patient is blind and states she has been for sometime secondary to glaucoma. Hears adequately without hearing aids. She has native dentition.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB.

GI: History of reflux for which she takes Prilosec and, when asked if alcohol makes it worse, she stated she did not think so.

MUSCULOSKELETAL: She ambulates with a walker in her room, for distance wheelchair is used.

ENDOCRINE: She denies increased thirst and appetite.

PSYCH: She denies depression or anxiety. When asked about her relationship with her husband, she states that he is actually a good guy and that she will be wherever he is and does not mention any of the negative aspects to the relationship.

SKIN: She denies pruritus or breakdown.

NEURO: She states that she at times does have some recollection deficits as she called them because she cannot see, so she is not sure what is around her, but if told things she remembers them.

PHYSICAL EXAMINATION:

GENERAL: The patient is a well-developed and well-nourished female who has an obvious presence when she walks into the room.
VITAL SIGNS: Blood pressure 125/66. Pulse 70. Temperature 97.2. Respirations 18. The patient is 5’6”. She weighs 199.8 pounds. BMI is 32.2.

HEENT: She has short dark hair. She has a somewhat milky film over both eyes. Sclera mildly injected. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

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

ABDOMEN: Obese. Hypoactive bass sounds. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. She has trace pretibial edema. She is ambulatory and goes slow and feels her way around her room without the use of a walker. Denies a fall since in facility.
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SKIN: Warm, dry, and intact. No bruising, breakdown, or other skin lesions noted.

NEURO: CN II through XII grossly intact. She is oriented to person and place, has to ask for date and time. She is able to express her need, understands given information. She participates in exchange. Her affect is congruent with situation. She will talk about her husband in a very affectionate manner and denies any abuse or rough behavior directed toward her.

ASSESSMENT & PLAN:

1. Depression/anxiety. She is on paroxetine and hydroxyzine. She states that hydroxyzine helps when she takes it, it is remembering to ask for it and then having to wait, so I suggested we make it routine, so she will be getting hydroxyzine 50 mg t.i.d.

2. Insomnia. She has used trazodone in the past and it has not been effective. I suggested a trial of temazepam and I told her it would just be for a short period of time until she got into a rhythm and she is only here for less than a week, so temazepam 15 mg h.s. p.r.n.

3. Pain management, which the patient requested. Tylenol 500 mg two tablets (1000 mg q.a.m. and 7 p.m. routine).

4. General care. CMP, CBC, and TSH ordered.

CPT 99345 and direct POA contact 13 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

