


INITIAL EVALUATION

RE: Glenna Yeager
DOB: 08/07/1954

DOS: 09/17/2024
Featherstone AL

CC: New admit.

HPI: A 70-year-old female was seen in room, she is pleasant and cooperative, able to give information. The patient is from Spencer, Oklahoma where she had her healthcare at a community center and she kept up on top of her medical issues. The patient has a daughter who lives in this area and felt that her mother needed an eye on her and got her in here. The patient did know that she was going to be moving in until her daughter brought her here. She stated she felt like she was doing fine on her own at home, understands her daughter is concerned, but upset that no one had talked to her about it prior to the move in. She is aware what her medications are and states that some of them are being given routinely and wants to have that clarified. The patient is also very hard of hearing, so she sat right next to me during our interview, so that she could hear me. I noted her sitting around at mealtime with other residents and then during free time just sitting and interacting with other residents; she seems to be very social.

PAST MEDICAL HISTORY: Alzheimer’s disease, hyperlipidemia, chronic pain, hypothyroid, chronic seasonal allergies, very hard of hearing, Crohn’s disease, history of CVA, overactive bladder, and unspecified asthma.

PAST SURGICAL HISTORY: Bowel resection secondary to small bowel obstruction, lymph node resection bilateral neck, cholecystectomy, and total abdominal hysterectomy.

MEDICATIONS: IBU 400 mg q.h.s. and we will add a q.a.m. dose routine, levothyroxine 25 mcg q.d., oxybutynin ER 15 mg q.d., Lipitor 10 mg h.s., Flonase nasal spray two sprays q.d., and HCTZ 12.5 mg q.d.

ALLERGIES: CODEINE, AMOXICILLIN, SULFA, PENICILLIN, and BENZYL ALCOHOL (RUBBING ALCOHOL).

DIET: Regular.
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CODE STATUS: Full code.
SOCIAL HISTORY: The patient is widowed, which is why her daughter was now concerned about her. She has a daughter who lives here in Oklahoma City and a son who passed away. The patient is her own POA. She worked in restaurants and for her church. The patient is a nonsmoker and nondrinker.
FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Does not know her baseline weight, but states that she is about what she normally weighs right now.

HEENT: She wears reading glasses. She has full dentures that were not in place when I was talking with her. She has bilateral hearing aids, but does not wear them, they are uncomfortable. She denies difficulty chewing or swallowing.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: Occasional cough. No expectoration. Occasional shortness of breath.

GI: Good appetite. Continent of bowel. Denies dyspepsia.

GU: She has some urinary leakage. No significant UTI history. She does wear adult briefs and wants to make sure that I order her Prevail pads.

MUSCULOSKELETAL: She has a history of chronic pain, managed with IBU, currently takes it at h.s. only and says that she thinks she should also take it in the morning and I told her we can arrange that. She had a fall 12/23, where she fractured her right shoulder, displaced her left ankle without fracture, and has an ankle brace that she wears occasionally if it is bothering her.

SKIN: She denies any history of skin cancers or eczema.

PHYSICAL EXAMINATION:

GENERAL: Alert, pleasant female, cooperative.
VITAL SIGNS: Blood pressure 115/66. Pulse 72. Temperature 98.1. Respirations 18. O2 saturation 96%. The patient weighs 139 pounds. She is 5’3”. BMI is 24.7.

HEENT: Her hair is thick, cut short, and well groomed. EOMI. PERLA, Anicteric sclera. Nares patent. Moist oral mucosa. Edentulous.

NECK: Supple. Clear carotids. No LAD.

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

RESPIRATORY: Normal effort and rate. Clear lung fields without cough.

ABDOMEN: Soft, protuberant, nontender. Bowel sounds present.

MUSCULOSKELETAL: Ambulates independently. Moves limbs in a normal range of motion. She has no lower extremity edema.
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SKIN: Warm, dry, and intact with good turgor.

NEURO: CN II through XII grossly intact. Oriented x2, has to reference for date and time, can voice her needs, has sense of humor. Affect congruent with situation. She is pleasant and cooperative.

ASSESSMENT & PLAN:

1. Chronic pain management. IBU 400 mg q.a.m. and h.s. routine.

2. Constipation. MiraLax 17 g h.s. routine ordered.

3. Urinary incontinence. Prevail adult briefs are ordered at the patient’s request.

4. Hypothyroid. Levothyroxine 25 mcg q.d. and a TSH is ordered.

5. Hyperlipidemia. Lipitor 10 mg h.s. is ordered.

6. Social. We will contact her daughter and let her know that mother has been seen and if she has any questions, it would be an appropriate time to ask.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

