


INITIAL EVALUATION
RE: Rebecca Franklin
DOB: 01/28/1955
DOS: 02/07/2025
Radiance Memory Care
CC: New admit.
HPI: A 70-year-old female in residence since 02/04/2025; Friday, 02/07/2025 is my first visit with the patient. She was observed walking independently up and down the hallways and then I was able to get her to at least stand still for a few minutes and I told her that I was her doctor. The patient made eye contact, but was easily distractible otherwise and has notable severe expressive aphasia. The patient is not able to give information and there is limited medical information in chart. The information that follows is from a chart review. Memory care staff have told me that the patient is generally quiet, she will sometimes just randomly start talking in a low tone voice and when staff call her by name she will respond, but it is all nonsensical. She is cooperative to care including medications. She seems comfortable around other residents including sitting next to someone at mealtime and no significant behavioral issues to date.
PAST MEDICAL HISTORY: Severe late-onset Alzheimer’s dementia, severe expressive aphasia, generalized anxiety disorder, major depressive disorder and hyperlipidemia.
PAST SURGICAL HISTORY: Bilateral blepharoplasty, excision of basal cell carcinoma from right upper eyelid, breast reduction, bilateral cataract extraction and exploratory laparotomy.
MEDICATIONS: Seroquel 50 mg 8 a.m., noon, 6 p.m. and 10 p.m., citalopram 20 mg h.s., Lipitor 40 mg q.d., D3 50 mcg q.d. and lorazepam 1 mg q.6h. p.r.n.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.
SOCIAL HISTORY: The patient was living at home with husband prior to admission to Radiance. Nonsmoker and nondrinker.
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REVIEW OF SYSTEMS: Deferred as the patient unable to contribute.

PHYSICAL EXAMINATION:

GENERAL: The patient observed walking up and down the halls in MC and stopped when I approached her to try to talk with her and she was cooperative to exam.
VITAL SIGNS: Blood pressure 124/77, pulse 94, temperature 97.3, respirations 18 and weight 160.5 pounds. She is 5’6” and her BMI is 25.9.
HEENT: She has short cut hair that was a bit disheveled, but it was clean. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. Appears to have native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD.

CARDIAC: She has a regular rate and rhythm. No murmur, rub or gallop noted. PMI nondisplaced.

RESPIRATORY: She does not follow direction for deep inspiration, but lung fields appear clear. No cough. Symmetric excursion. No evidence of SOB with continual ambulation.

ABDOMEN: Soft. Bowel sounds hypoactive. No distention or tenderness.

MUSCULOSKELETAL: She has good muscle mass and motor strength. Ambulates independently at a fair pace. Arms tend to just primarily hang at sides. She has no lower extremity edema. She moves arms in a normal range of motion and she has good grip strength; observed her going from sit to stand and vice versa and she does so without any difficulty.

SKIN: Warm, dry and intact. No bruising, skin tears or evidence of rashes.

NEURO: The patient is alert. She makes eye contact. Very short attention span, verbal, but nonsensical with occasional clear words that are random. Oriented to self occasionally; other time, when I called her by name, she just kept walking and when I was face to face and called her by name, she did not respond. No evidence of agitation and no reported aggression since admit and affect was primarily blunted and a few times she made direct eye contact with me and gave a slight smile. The patient appears comfortable. She is alert and disoriented, which is her baseline. Unable to express needs, likely does not understand what is said to her or what is going on around her and occasionally staff is able to get her to slow down and follow directions.

Recent labs include BMP with creatinine mildly elevated at 1.09 with a GFR of 55; otherwise, values WNL. CBC WNL. TSH WNL at 2.07. Lipid Profile: TCHOL 278, HDL 71, LDL 176 and unclear if these values are with or without a statin. Review of blood pressure readings prior to admission are all normotensive; systolic ranging from 110 to 130 and diastolic ranging from 60 to 64.
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ASSESSMENT & PLAN:
1. Severe late-onset Alzheimer’s dementia. Hopefully, when I am able to speak with husband, would like information regarding when diagnosed and the course of progression noted at home that led to need for placement in MC and would also like information on family history of cognitive impairment.
2. On review of the one note in her chart, Seroquel was added to her medications about a month ago and it was noted to have significant improvement in her overall symptoms/behavior. The patient’s symptoms are more notable and exacerbated in the morning prior to her 8 a.m. Seroquel dose taking effect.
3. Generalized anxiety disorder. I have not had enough time with the patient to assess this. She did not appear to be agitated, but did have some fussiness and again short attention span, which just may be her baseline, hope to get more insight into that this coming week. She has not had any behavioral issues related to situations that could be anxiety provoking such as being in a group such as at mealtime, but she does seem to engage and walking at her own pace where she has no one around her. We will monitor the frequency of needed p.r.n. lorazepam. I have educated staff on the use of this medication and not being shy about using it if she does appear agitated and I went over with case scenarios with them.
4. Major depressive disorder. She is up in the mornings and about most of the day. She was receptive when I approached her and I touched her forearm and is again directable, but has to be repeated.
5. Severe expressive aphasia. We will speak to husband about any preceding neurologic event resulting in this. We would also like to know how he communicates with her at home.
6. Hyperlipidemia. She is on a low dose statin with elevated numbers. For now, we will leave as is until I speak with her husband to see whether he wants to be more aggressive about this.

7. Weight. Her weight on 12/23/24 was 158 and she is currently 160.5 pounds, so a 2.5-pound weight gain. The patient’s BMI is 25.9, so just a little above her target weight range. We will continue to follow with the amount of ambulating that she does; I do not know that this will be an issue.

8. Social. I contacted the patient’s husband on the number provided by the DON, there was no phone number on the face sheet, but on dialing this repeatedly it shows that user is busy, so I was not able to make contact with him. We will try to do so again this coming week and we will have DON look into the phone number that I was provided making sure that it is correct.

CPT 99345 and social attempts to contact POA/husband 10 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
