


INITIAL EVALUATION
RE: Doris Jones
DOB: 11/17/1936
DOS: 07/24/2025
Radiance MC
CC: New admit.

HPI: An 88-year-old female admitted to facility on 07/11/25 from OU Autumn Life Geri-Psych where she was inpatient from 06/03/25 to 07/11/25. The patient had lived at home with Ancillary Services assisting in her care. She then went into a facility as family realized that she needed more care than she was able to get even with home health and senior care, so she went to Mansions at Waterford, was found inappropriate for their facility, then admitted to Jasmine Estates which is all Memory Care. There she seemed to settle in and then aggressive behaviors started up and continued despite medical treatment and then was transferred to Geri-Psych. On discharge from Autumn Life, Jasmine Estates was not willing to have the patient return to their facility, thus admission to the Radiance Memory Care Unit. On her first evening in the facility, one of her three daughters who lives locally came and got her and took her into the AL portion of the building for dinner and then from there took her out for a meal stating that she did not really eat enough of the AL dinner as she did not like it and when the patient did return about two plus hours after that, there was now another sister with them. I did spend some time speaking with the daughters regarding when the patient is admitted to a facility leaving the first night is not a good thing. It does not help them to acclimate and explained that to them and they were receptive. The medical history following is obtained from the patient’s daughter Elizabeth Morris.
DIAGNOSES: Major neurocognitive disorder due to Alzheimer’s disease, behavioral and psychological symptoms of dementia, major depressive disorder, psychosexual disorder, mixed hyperlipidemia, insomnia, peripheral vascular disease, history of bladder cancer with urostomy, and B12 deficiency.

PAST SURGICAL HISTORY: Bladder cancer with subsequent surgical removal of her bladder and urostomy is placed. Compound right ankle fracture with ORIF and this was secondary to an MVA in 2008. Bilateral cataract extraction.

ALLERGIES: NKDA.
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MEDICATIONS: ASA 81 mg q.d., Lipitor 20 mg q.a.m. – will be changed to h.s., cyanocobalamin IM 1000 mcg/mL 1 mL q. week, D3 1.25 mg one tablet q. Saturday, fluoxetine 40 mg q.d., melatonin 3 mg h.s., and risperidone 1 mg 5 p.m.

SOCIAL HISTORY: The patient is widowed. She has three daughters: Elizabeth Morris who lives locally and is her POA for health issues; Jackie Hill, a daughter who lives in Casper, Wyoming; and Kayleen Jones, a daughter who lives in Austin, Texas. The patient was a grade school teacher for close to 40 years. She was living in Buffalo, Wyoming, up until 01/24/25 when she was relocated to Oklahoma City due to the patient’s inability to care for self safely in Wyoming. The patient was not on any medications and she was placed in a rental home by daughter Liz. She had home health services and is part of a senior program where they provided intermittent nursing and social care for the patient. When it was evident that living at home despite all that secondary assist was just not feasible for the patient, she was initially placed in the Mansions at Waterford in the Independent Living Program and that did not last long. She was found by the Mansions to be inappropriate for IL and they recommended Memory Care and so she was taken to Jasmine Estates where as time went on, aggressive behavior surfaced and they were not able to manage her and thus transfer and admit to OU Geri-Psych at Autumn Life. The patient was widowed in 2003, a nonsmoker, occasional social drinker, and POA states that the patient has always had manic behavior but not been formally diagnosed or treated. 
FAMILY HISTORY: Negative for dementia or any neurologic diseases. There is a family history of hypertension and cardiac disease. Family believes that she has had untreated hypertension for many years. 
DIET: Healthy heart diet.

REVIEW OF SYSTEMS: 
CONSTITUTIONAL: The patient has a history of chronic UTIs, has not been on prophylactic therapy. Bladder cancer diagnosed in 2013 and as there was no metastatic disease, did not require chemotherapy or radiation therapy.

HEENT: The patient used to wear prescription glasses, quit wearing them and had a refractive exam about five years ago and her vision was found to be 20/20. She does not require hearing aids since her hearing is quite good and she has native dentition. Denies difficulty chewing or swallowing.

RESPIRATORY: No history of COPD or asthma.

CARDIAC: History of hypertension. Family felt that it was untreated for many years. She denies chest pain or palpitations.
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MUSCULOSKELETAL: She ambulates with the use of a cane. Often she will just be seen walking independently. She has not had any falls since admission to facility and denies that it is a common occurrence.

GI: Denies dyspepsia. She can be toileted, but has recently had some bowel incontinence.

GU: History of frequent UTIs and has a urostomy in place that daughter had cared for when the patient was living independently.

NEURO: No history of seizure, syncope or vertigo.

PSYCHIATRIC: The patient acknowledges some occasional depression. Daughters all acknowledge that the patient has always had manic behavior, but not been diagnosed or treated. Noted cognitive changes beginning about two to three years ago, but in retrospect those changes had actually been going on longer than that. 
PHYSICAL EXAMINATION:

GENERAL: Elderly female, observed sitting in the day room just watching other residents.

VITAL SIGNS: Blood pressure 142/74, pulse 68, temperature 97.5, respirations 18, and O2 sat 95%.

HEENT: She has long gray hair, wearing a floppy hat. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.

RESPIRATORY: Normal effort and rate. Her lung fields are clear. No cough. Symmetric excursion. No conversational dyspnea.

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

ABDOMEN: Protuberant and nontender. Hypoactive bowel sounds. No masses, tenderness or distention.

MUSCULOSKELETAL: The patient today was using a cane to walk around; other times she ambulates independently, moving limbs in a normal range of motion. She has good grip strength. Intact radial pulses. Lower extremity left leg 2 to 3+ edema with this extending the length of the calf, ankle and dorsum of the foot. The right lower extremity is 1+ edema of the calf and ankle and no edema of the dorsum of right foot. She gets around fairly well. She does not appear uncomfortable.

NEURO: CN II through XII grossly intact. She is alert, oriented to self, thinks she is in Oklahoma but is not sure. Soft spoken, clear speech. She can voice her need and she is receptive to being helped. Affect congruent with situation. She does not seem too distressed about things.

PSYCHIATRIC: She seems to blend in with the other residents and is redirectable.

Doris Jones

Page 4

ASSESSMENT & PLAN:
1. Neurocognitive disorder related to Alzheimer’s dementia. The patient is acclimating to facility. Family involved. To date, there are no behavioral issues. She is on a couple of psychotropic without any evidence of sedation or secondary side effects. 
2. Hypertension. I am having her blood pressure checked daily and we will assess need for BP medication. 
3. Bilateral lower extremity edema left greater than right. I am starting Lasix 40 mg q.d. x 7 days, then will decrease to 20 mg q.d. as the patient tolerates. 
4. B12 deficiency, currently receiving IM injections weekly. I am ordering a B12 level to determine the need for ongoing treatment. 
5. Advance care planning. I have left voicemail with daughter/medical POA Liz and we will discuss DNR with her.

CPT 99345 and advance care planning 83.17

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
