


INITIAL EVALUATION
RE: Mayme Joan Lambdin
DOB: 04/30/1930
DOS: 03/11/2025
Rivermont AL
CC: New admit.

HPI: A 94-year-old female admitted to facility on _______ from Rivermont IL where she had been in residence for years. The patient was married in 1950. Her husband passed away in 2008. They had two daughters; one who lives in Newcastle and the other one in Guthrie and are involved in her life and she told me about one of her daughters who recently lost her husband and her 43-year-old unmarried daughter who travels a lot with her work will be living part-time with her mother to help keep her company. The patient was a nonsmoker and nondrinker. She worked as a secretary 32 years in an elementary school system. The patient states she was one of seven, grew up in a farming family and everyone has lived fairly long life.
PAST MEDICAL HISTORY: Atrial fibrillation, DM II which is a new diagnosis; the patient states she was never told that she is diabetic, hyperlipidemia, depression, GERD, history of lower extremity edema, HTN, visual deficit left eye and history of COVID. The patient states she was told that after having had COVID immunization that there was evidence of some cardiac effect to the negative.

PAST SURGICAL HISTORY: TAH and a Whipple procedure which she explained as to decrease the acid that she had as reflux that was several years ago and the patient states that she went to see an eye doctor thinking she needed eye surgery because of a problem with her left eye and in exam, it turned out she had had a CVA of the ophthalmic artery and he explained it was a stroke to her eye and she states now about eight years out she is having some visual return.
MEDICATIONS: Rosuvastatin 5 mg h.s., Jardiance 10 mg q.d., duloxetine 20 mg q.d., apixaban 5 mg q.12h., KCl 20 mEq q.d., omeprazole 20 mg q.d., Ocuvite q.d., Toprol 100 mg q.d. with parameters when to hold, Mag-Ox q.d., Claritin 10 mg q.d., lisinopril 25 mg q.d., Lasix 40 mg q.d., Refresh Optive eye drops one drop OU t.i.d., Flonase nasal spray q.d., D3 400 IU q.d., and Os-Cal one tablet q.d.
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ALLERGIES: NKDA.

CODE STATUS: Advance directive after speaking with the patient; she agrees to DNR and states that she thinks that her two daughters would also state the same.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient’s baseline weight is 160 to 165 pounds.

HEENT: She wears corrective lenses. She has good hearing. She does not require hearing aids. Native dentition with two crowns. She ambulates with the use of a walker and, when her right knee is bothering her badly, she has a motorized scooter that she will use. The patient’s last fall was approximately three weeks ago at home. She just had a misstep, landed on the right side where she bumped the corner of her eye and cheek bone and there is resolving bruising evident. The patient states that she is continent of bowel and bladder. She does wear an adult brief, she states just in case like when she stands up and states she had discovered them only about three months ago.
MUSCULOSKELETAL: The patient has a bad right knee that she had been encouraged to have a knee replacement many years ago and she kept putting it off and now she states that she wants to have it fixed. The orthopedist told her that it is too late. So, she states she has bad arthritis in it and it hurts to bend. So, she does not want to use anything other than the walker.
NEURO: The patient states that she does have some nerve pain related to her knee and that is why she takes one of her medicines which is Cymbalta.

PSYCH: She states that she did have some depression after her husband died, but feels that that has been resolved. Her appetite is good. She sleeps through the night. She states occasionally she will have a night where it is difficult getting to sleep, but that will pass and she is a woman of faith.

PHYSICAL EXAMINATION:

GENERAL: The patient is very alert and cooperative.

VITAL SIGNS: Blood pressure 125/69, pulse 71, temperature 97.6, respirations 18, O2 sat 98%, weight 167 pounds, and height 5’4”.
HEENT: She has short groomed hair. Right eye with normal movement. Left eye appears smaller in size and she has limited lateral movement and with decreased visual acuity. Nares patent. She has native dentition in good repair. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.
CARDIOVASCULAR: She has a regular rate with an irregular rhythm. No murmur, rub, or gallop noted.

ABDOMEN: Slightly protuberant and nontender. Hypoactive bowel sounds present. No masses.
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MUSCULOSKELETAL: Intact radial pulse. No lower extremity edema. She moves arms in a normal range of motion. The patient is weightbearing and ambulatory in room without the use of a walker, but she limps favoring her right leg with a limited flexion at the knee. To palpation of the knee, there is no evidence of effusion. She goes from sit to stand and vice versa without assist and operates her electric scooter without difficulty and uses it only for longer distances.

NEURO: CN II through XII grossly intact. She is alert and oriented x3. Speech is clear and coherent. The patient’s mentation and cognition for her age are very good. Her MMSE score was 26 indicates mild cognitive impairment not clearly evident when speaking to the patient.
PSYCHIATRIC: Affect is congruent to situation. She makes eye contact. She smiles appropriately and clearly still sees and finds joy in her life and looks forward to what comes next. She is also realistic stating that she knows that she is at a place in her life where she is closer to the end of it than the beginning, but that does not seem depressive to her.
SKIN: Warm, dry and intact with good turgor. She has a faint yellow green bruise on the right lateral cheekbone. Skin is intact. Conjunctiva is clear. No evidence of abrasion.

ASSESSMENT & PLAN:
1. DM II. Again, the patient states she was not told she was diabetic until just recently on admission here and this had not been reviewed with her, did not know she was on medication for same. I told her we would get an A1c, see where it lies and that the numbers indicating diabetes vary with the patient’s age and that may not have been taken into consideration.
2. Advance care planning. The patient states that she wants to be DNR, understands what it indicates and states she does not want anything to be done to her before she goes to meet the Lord.
3. Painful right knee, unclear if there has been imaging. She takes Tylenol for pain and did not bring it up as a discussion and seems to benefit with Cymbalta. I will review this with her next week to see if we can optimize pain management.
4. Hypertension. We will monitor BP and heart rate in light of atrial fibrillation and different medications that she is on.

5. Depression. It seems to be addressed with Abilify as well as the Cymbalta.

6. Social. Family will be contacted and discuss the above with any issues addressed that they have.
CPT 99345 and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
