


INITIAL EVALUATION
RE: Joann Rutledge
DOB: 05/29/1935
DOS: 08/02/2024
Featherstone AL

CC: Initial visit.

HPI: An 89-year-old female cooperative for being seen initial visit. I observed her in the general area for residence. She was engaged with other female residents and appeared to be enjoying herself. Staff reports that she is very pleasant, cooperative with care, and no behavioral issues.

PAST MEDICAL HISTORY: Vascular dementia, atrial fibrillation, hyperlipidemia, hypothyroid, insomnia, GERD and chronic seasonal allergies.

PAST SURGICAL HISTORY: Appendectomy.

MEDICATIONS: Aricept 5 mg h.s., rosuvastatin 20 mg q.d., trimethoprim 100 mg q.d., trazodone 100 mg h.s., FeroSul 325 mg one q.d., Protonix 40 mg b.i.d., Coreg 6.25 mg b.i.d., Mag-Ox 400 mg q.d., Allergy Relief 10 mg q.d., levothyroxine 75 mcg q.d., and ASA 81 mg q.d.

ALLERGIES: NKDA.

SOCIAL HISTORY: Prior to moving into facility on 05/05/2022, the patient was living at home alone. She stated she had a lot of family support. No one had pressured her about coming into a facility, but it was becoming a lot to keep up with everything. So, she opted to come here. She is divorced. She has four children who all live locally. Son Joe is her POA. The patient worked in retail and was a homemaker.

CODE STATUS: Full code.

DIET: Regular.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She does not know specifically her baseline weight, but states that it is probably what she weighs now.

HEENT: She wears glasses. She hears good without hearing aids. She is edentulous, she states when asked that she is able to chew and eat without any difficulties.

MUSCULOSKELETAL: No recent falls. She denies any musculoskeletal pain.

GI: Again, no difficulty chewing or swallowing despite being edentulous. Denies dyspepsia and is continent of bowel.

GU: She has some urinary leakage, but wears normal underwear, not a brief.
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NEURO: She sleeps good. She is aware that she has some memory deficits and states that she feels that like she understands most of what is going on around her.

SKIN: She denies rashes, bruising, or breakdown.

PSYCHIATRIC: Denies depression or anxiety.

PHYSICAL EXAMINATION:

GENERAL: Petite older female pleasant and cooperative.

VITAL SIGNS: Blood pressure 136/72, pulse 78, respirations 16, and temperature 97.1.

HEENT: She has short hair that is groomed. EOMI. PERLA. Anicteric sclera. Glasses in place. Nares patent. Moist oral mucosa. Edentulous.

NECK: Supple. Clear carotids. No LAD.

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

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

ABDOMEN: Nontender. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She ambulates with a walker at a slow, but steady pace. No lower extremity edema. I observed her going from sit-to-stand and vice versa with no assist required.

NEURO: CN II through XII grossly intact. She is alert and oriented x 2 to 3. She says it just depends on what she has done that day to know the date. Speech clear. She conveys her needs, social and cooperative to care.

SKIN: Thin, dry and intact. No bruising, excoriation or skin tears noted.

ASSESSMENT & PLAN:
1. Vascular dementia at this point stable. In the past, there were behavioral issues where she would become agitated easily that it would take a bit for her to regroup that with time has decreased and so, we will watch and asked staff next visit whether there has been any refractory behaviors.
2. Hyperlipidemia. The patient is on lipid lowering agent and we will order a lipid profile as there is not one in chart.
3. Insomnia. I asked her if this is a problem. She states with her sleeping pill that she sleeps a lot better.

4. Iron deficiency anemia. CBC is ordered.
5. Full code. This will be addressed in follow up visits.

6. Advance care planning. I spoke with the patient regarding DNR and explained to her what it means that simply in the event of that she is found without respiration or heartbeat and it is clear that she is passed. She wants intervention like CPR and intubation. She states that she has been doing well and as long as we keep taking care of her the way that we have then she is okay with the other she stated. I told her that DNR in no way affects ongoing care and that would continue and she was satisfied with that. So, DNR form is completed and placed in chart, order written.

CPT 99345 and advance care planning 83.17

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
