


INITIAL EVALUATION
RE: Mary Metzinger
DOB: 02/07/1934
DOS: 08/14/2024
Rivendell AL

CC: New admit.

HPI: A 90-year-old female who has been in residence since 08/09/24. She is seen today in the apartment that she shares with her husband. I spoke with the patient initially. She was pleasant and cooperative. She is more talkative and able to give information.

PAST MEDICAL HISTORY: Unspecified dementia moderate without behavioral issues, hypertension, CKD IIIA, gait instability with history of falls, B12 deficiency, and peripheral neuropathy/

PAST SURGICAL HISTORY: Bilateral cataract extraction and hysterectomy.

MEDICATIONS:  Norvasc 5 mg q.d., vitamin C 250 mg MWF, ASA 81 mg q.d., D3 50 mcg q.d., B12 500 mcg q.d., docusate 50 mg q.d., Aricept 10 mg h.s., Mag-Ox 250 mg q.d., Toprol 50 mg one-half tablet q.d., Lyrica 75 mg h.s., MVI q.d., tolterodine 2 mg b.i.d., and PreserVision one capsule q.d.

ALLERGIES: NKDA.

SOCIAL HISTORY: She and her husband were living at their home prior to moving here and it was their kids that prompted the move here. They have been married 68 years. Six children, five boys and a daughter having lost their youngest son. She was a substitute teacher, nonsmoker and nondrinker.

FAMILY HISTORY: She is unaware where anyone biologically had dementia.

DIET: Regular.

CODE STATUS: She has an advanced directive, but a DNR form is completed and placed in chart.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She does not know what her baseline weight is.

HEENT: She wears reading glasses. She has bilateral hearing aids that she wears daily and native dentition in good repair.

RESPIRATORY: No cough, expectoration or SOB.

MUSCULOSKELETAL: She ambulates independently. Denies falls, but previous notes from PCP indicate that she has frequent falls. She denies chest pain or palpitations.

GI: She denies any significant dyspepsia. She is continent of bowel.

GU: She has some urinary leakage. She wears an adult brief, but denies full incontinence. Appetite is good. Denies pain and reports sleeping through the night.

NEURO: She acknowledges that she does have memory deficits. 
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed, and cooperative.

VITAL SIGNS: Blood pressure 134/58, pulse 51, temperature 97.8, respirations 16, and weight 162 pounds that compares to 04/19/2024 weight 160 pounds, so she has actually gained 2 pounds. Height 5’5” and BMI 27.
HEENT: She has short combed hair. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa. Native dentition, good repair.

NECK: Supple. No LAD and clear carotids.

RESPIRATORY: Normal effort and rate. Her lung fields are clear. She had no cough. Symmetric excursion.

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

ABDOMEN: Slightly protruberant and nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. Observed her go from sit-to-stand without difficulty and ambulated across the living space without difficulty. She was steady and upright.

NEURO: CN II through XII grossly intact. She is alert and oriented to person and place. She did not know exactly the day or the date. She did not seem bothered by that and she was generally appropriate. Affect was generally blunted and she would ask her husband a question where he would give him information when he asked, but they seem very comfortable with each other.

SKIN: Warm, dry and intact with good turgor.

PSYCHIATRIC: No evidence of mood disorder or dysphoria.

ASSESSMENT & PLAN:
1. Dementia unspecified without behavioral issues. We will give time to orient and see what their level of activity is outside of the room and hopefully, we will see that they continue to get along without any issues between them.
2. Gait instability. Right now, I asked her if she thought therapy would be of help for her. She does not seem to think that that is an issue at this point in time. So, we will not order it, but simply follow.

3. Dry eye syndrome. The patient request two eye drops. So, order is written for Systane eye drops two GTTS OU b.i.d. routine and cyclosporine eye drops 0.05% one drop per eye q.12h. routine.

4. General care. CMP, CBC and TSH is ordered and will be reviewed next week.

5. Advance care planning. She has an advanced directive indicating no heroic measures. Explained that a DNR order would need to be completed to uphold those requested wishes and she is fine with that.

6. Constipation. The patient is requesting something as she has no p.r.n. So, I am writing for MiraLax q.d. p.r.n.

CPT 99345, advance care planning 83.17 and direct family contact 15 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
