


INITIAL EVALUATION
RE: Barbara Shepard
DOB: 06/29/1946
DOS: 07/23/2024
Featherstone AL
CC: New admit.

HPI: A 78-year-old female admitted on 07/08/2024. This is initial visit with the patient. Ms. Shepard is a 78-year-old female seen in room. The patient was pleasant and cooperative, able to give information. Cardiologist is Dr. Ayers at NRH Healthplex and she has an appointment with him on 07/25/24.
PAST MEDICAL HISTORY: T-cell lymphoma diagnosed in 2000. She had cutaneous disease and received radiation therapy x 2 rounds with complete resolution. She now shows me almost eczematous looking change on her skin adjacent to the area of her previous cutaneous T-cell lymphoma. I told her that it warranted being looked into seriously and contacting if she could her previous oncologist and she states that it is Dr. Lindsey Young.
PAST SURGICAL HISTORY:  Tonsillectomy, left wrist fracture with ORIF, cardiac stents x 2, watchman procedure, pacemaker placement status post two AV node ablations 10/2023, bilateral cataract extraction, left hip replacement, vertebral compression fractures T11 and T12 with bone glue, ovarian cyst leading to TAH.

MEDICATIONS:  She states tramadol has worked the best for her. Medications are ASA 81 mg q.d., Lipitor 40 mg h.s., D3 5000 IUs q.d., dexlansoprazole 60 mg q.d., docusate q.d., Cymbalta 30 mg q.p.m., fenofibrate 150 mg q.d., Myrbetriq 50 mg q.a.m., metoprolol 25 mg b.i.d., KCl 10 mEq b.i.d., Lasix 40 mg b.i.d., B12 1000 mcg q.d., and Os-Cal q.d.

ALLERGIES: ADHESIVE TAPE.

SOCIAL HISTORY: The patient was living at home until 10/20/23 when she had a fall that then led to coming to facility. She has a son who lives in Oklahoma City named Steve, he is her POA. The patient is DNR. The patient was an office manager and a legal secretary. She has a 20-pack year smoking history with no smoking in the past 19 years. The patient was divorced in 1990.
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FAMILY HISTORY: Her mother has dementia and congestive heart failure.

DIET: Low-carb. 

CODE STATUS: DNR.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient is at her baseline weight. She denies fevers or chills. The patient’s baseline weight is 145 to 150 pounds. She states her appetite is good and she has worked on weight loss with January her weight being 130 pounds and the patient has had a recent diagnosis of Parkinson’s disease. She had mild bilateral hand tremors that she noted, but did not do anything about and then started to have lower extremity tremor then went to see a neurologist and was diagnosed with Parkinson’s. She was started on Sinemet which she did not tolerate. The patient was also diagnosed with osteoporosis several years ago. She took Prolia injection q.6. months x 6 years and stopped it about two years ago, as she started to have problems with her jaw and noted the jaw osteonecrosis as indication to discontinue. The chronology of recent medical issues is 10/23. She was diagnosed with congestive heart failure then 02/20/24 another episode of CHF for which she was hospitalized in 05/24 diagnosed with Parkinson’s disease. Dr. Michael Merkey is her neurologist and she has a followup appointment with him at 2:30 on 07/29/24. The patient also had COVID three separate times June 2020, October 2023, and January 2024 and states that she has had a difficult time with full recovery. In October 2023, she had a fall landing on both knees and had a lot of bruising affecting her walk. The patient sustained a C-spine compression fracture with a bulging disc for which she has chronic neck pain and states that she has a history of chronic low back pain.
HEENT: She wears corrective lenses. She has native dentition in fair repair and does not wear hearing aids with adequate hearing.

RESPIRATORY: Occasional shortness of breath. She has O2 in her room that she can use at 2L p.r.n. She does not have any specific frequency of use.

CARDIAC: Occasional palpitations, but no chest pain.

MUSCULOSKELETAL: She uses a walker for the last 10 years. Her last fall was on 07/04/2024 when she fell getting out of bed.

GI: She has bowel continence with constipation frequent.

GU: She has urge incontinence.

PHYSICAL EXAMINATION:

GENERAL: Pleasant older female seated in recliner. She was cooperative and able to give information.
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VITAL SIGNS: Blood pressure 123/73, pulse 62, temperature 97.8, respirations 18, and weight 112.6 pounds.

HEENT: EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. 

NECK: Supple. Clear carotids. No LAD.

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

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop. Intact radial pulses.

ABDOMEN: Soft. Bowel sounds are hypoactive, but present and nontender. No masses.

MUSCULOSKELETAL: She moves limbs in a normal range of motion. She has no lower extremity edema. She repositions without difficulty.

NEURO: CN II through XII 12 grossly intact. She is alert and oriented x 3. Speech is clear. She is able to communicate her needs and demonstrates that she understands given information.

SKIN: Warm, dry and intact with good turgor. No rashes or breakdown noted.

PSYCHIATRIC: Appropriate affect and demeanor for situation.

ASSESSMENT & PLAN:
1. Pain management. We will renew tramadol 50 mg q.6h. routine and we will not renew Norco at this time.

2. Restless leg symptoms. This is new diagnosis. Ropinirole 0.125 mg one tablet at 7 p.m. and we will follow up at next visit on efficacy adjusting dose as needed.

3. General care. CMP ordered.

4. History of CHF. We will leave it up to Dr. Ayres to make decision as to whether she needs to continue on the b.i.d. 40 mg Lasix. She stated she will bring that up because she does not like having to take it as much now that she does not have leg swelling.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
