


INITIAL EVALUATION

RE: Sallie Baughman
DOB: 01/13/1927

DOS: 06/26/2024
Rivendell AL

CC: New admission.

HPI: A 97-year-old admitted to facility on 06/21, 06/26 was initial visit. The patient was seen in room. The patient is an older female, a bit frail in appearance who is verbal. She was able to give some information though it would take her a while to gather her thoughts and answer questions. She acknowledged having some problems remembering things. The patient had been living independently at home for the last several years and has a daughter who lives locally who would take her on Mondays and Thursdays out to get things that she needed, groceries and just spend time with her. The same daughter would also call her every morning and every night to make sure that she was okay. The patient would use a walker for mobility in her home and outside of her house used a wheelchair. In early May, the patient had a fall in her home, she fractured her sacrum, was able to get a hold of her daughter and was taken to the ER and admitted to the hospital and from there went to skilled care for several weeks. The patient went home for a brief period of time and it was clear that she was not able to live safely at home, so she agreeably came into assisted living.

PAST MEDICAL HISTORY: L2 wedge compression fracture due to recent fall, generalized muscle wasting and atrophy, COPD; wears O2 at 2 liters h.s., gait instability, hypothyroid, OA specifically of knees, and hypertension.

PAST SURGICAL HISTORY: TAH and bilateral cataract extraction.

MEDICATIONS: KCl ER 10 mEq p.o. q.d., Percocet 5/325 mg one tablet q.4h. p.r.n. pain, Mucinex 600 mg ER tablet b.i.d., metoprolol 25 mg b.i.d., losartan 50 mg q.d., amlodipine 5 mg q.d., levothyroxine 75 mcg q.d., Aspercreme to knees q.d., Trelegy Ellipta 62.5 mcg one puff q.d. and Eliquis 2.5 mg b.i.d.
ALLERGIES: LATEX, ADHESIVE TAPE, and CODEINE.

DIET: Regular with protein drink t.i.d.

CODE STATUS: DNR.
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SOCIAL HISTORY: The patient has been widowed 22 years, was married approximately 50 years. She has two children. Her daughter Janice lives local and is the patient’s POA. Her son Robert lives in Ponca City and infrequently sees his mother. They share co-POA responsibilities actually. The patient worked for Southwest Bell and accounting for eight years and, when she had children, she retired to be a homemaker. Nonsmoker and nondrinker. The patient has been her daughter’s caretaker since 2002.

REVIEW OF SYSTEMS:
HEENT: She wears reading glasses. She is hard of hearing, refuses to wear hearing aids, states they are uncomfortable. She has native dentition in good repair.

PSYCH: She denies depression or anxiety.

CARDIAC: She denies chest pain or palpitations. Blood pressure generally in good control.

RESPIRATORY: She has occasional cough and SOB. O2 at 2 liters per nasal cannula at h.s.

MUSCULOSKELETAL: She remains ambulatory and short distances with her walker, otherwise a wheelchair for transport is used and has severe OA of both knees right greater than left. The patient also had one fall about a year or so ago where she fractured her right arm.

NEURO: The patient sleeps without difficulty. She has a fair appetite. Her weight has remained stable. Pain to her right knee and no significant fall history apart from the two mentioned.

PHYSICAL EXAMINATION:

GENERAL: Frail, petite female pleasant and cooperative.
VITAL SIGNS: Blood pressure 115/72. Pulse 68. Temperature 97.1. Respirations 18. O2 saturation 92%.

HEENT: She has thin wispy hair. She often wears a wig. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Carotids are clear.

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

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

ABDOMEN: Flat, nontender. Bowel sounds present.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She can weightbear and she walks slowly using her walker in her apartment. She goes from sit to stand using the arms in her wheelchair for support. She has no lower extremity edema.
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SKIN: Thin, dry, and intact.

NEURO: CN II through XII grossly intact. She is oriented to person and place. She did not remember the name of facility, but Oklahoma and knew that she was going to stay here. She had to be referenced for date and time. Affect congruent with what she was saying.

ASSESSMENT & PLAN:

1. History of COPD and O2 use at h.s. Encouraged her to wear it; daughter has brought her machine here, so hopefully staff will help hook it up so that she can use it as needed.

2. HTN. We will monitor BP and heart rate twice daily for the next 10 days and then make decision on medications whether there needs to be any adjustments.

3. General care. CMP, CBC, and TSH are ordered.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

