


INITIAL EVALUATION
RE: Anna Faye Rose
DOB: 01/25/1946
DOS: 07/31/2025
Radiance AL

CC: New admit.

HPI: The patient is 79-year-old female seen in the AL apartment that she shares with her husband. They both moved in on 07/25/25. The patient was pleasant and cooperative. Initially, there was some hesitancy and with time, I came to see that I had to do with memory deficits. In talking, the patient did not know when they moved in and asked me if I knew and I gave her the date and, when I asked what prompted them moving into facility, she stated that it was the church group and that somehow her church friends came together and that is how they ended up here. She could not specify any event or accumulation of events that led to them being concerned. The patient states that prior to coming here they were living in their home apartment. She felt like they did okay. They had friends that would check on them and the person who is now her POA was also instrumental not only in them coming here, but them being able to be at home as long as they were. Throughout the interview, there was a lot of questions she could not answer or that she took a while to answer and she would kind of try to walk herself through an event or a timeline to then be able to give information.
PAST MEDICAL HISTORY: Cardiomyopathy, congestive heart failure, atrial fibrillation, major depressive disorder, lumbar DDD, mixed hyperlipidemia, mitral regurgitation, osteoarthritis of multiple joints, scoliosis, history of MI, which she does not recall and trochanteric bursitis bilateral and she stated that she was an avid walker before coming here and attributes the bursitis to that activity.
PAST SURGICAL HISTORY: Tubal ligation, skin cancer biopsies with treatment and those have been multiple and dental extraction.
MEDICATIONS: Protonix 40 mg q.d., Tylenol 650 mg q.8h. routine, amiodarone 200 mg b.i.d., Eliquis 5 mg q.12h., vitamin C 500 mg q.d., ASA 81 mg q.d., Lipitor 20 mg h.s., calcium 300 mg q.d., Restasis eye drops one drop OU b.i.d. p.r.n., docusate 100 mg one capsule b.i.d., FeSO4 tablet one q.d., Lasix 20 mg p.r.n. q.d., gabapentin 100 mg h.s., Claritin 10 mg q.d., Mag-Ox 400 mg q.d., Toprol 25 mg one-half tablet q.d., olanzapine 5 mg h.s., and Omega-3 fish oil 1000 mg q.d.
ALLERGIES: NKDA.
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DIET: Regular low-sodium diet.
CODE STATUS: We discussed DNR. The patient believes that there may have been a DNR signed in the past, but she is not sure where it is at and then she stated she is agreeable to a DNR being signed here.

SOCIAL HISTORY: The patient and her husband were living at home. They have been married 37 years by her calculation, they have no children and she is a retired social worker having worked with DHS and the OKC Disaster Relief Fund. She is a nonsmoker and nondrinker and is the pianist at the Methodist Church that she and her husband attend. The patient has designated Lacy Kelly as her power of attorney for both medical and financial.
FAMILY HISTORY: Her mother died secondary to dementia complications and her younger brother has dementia and she is not sure of what his current living situation is.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient’s baseline weight is about 136 pounds.
HEENT: She wears corrective lenses. Has some mild hearing deficit, but does not wear hearing aids. No difficulty chewing or swallowing. She has native dentition in good repair.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB except with vigorous walking, which she views as normal and rightly.
She can fatigue easily and it occurs randomly. She sleeps through the night. She has a good appetite and denies any untreated pain as to her last fall; she could not recall when that occurred, but states that it has probably been over a year. She is continent of both bowel and bladder and no significant UTI history. Positive neuropathy of both feet, which she rates is mild. She ambulates independently in and out of the apartment, has never required a walker, cane or wheelchair.

PHYSICAL EXAMINATION:

GENERAL: Older female who was cooperative and gave information as she was able, but acknowledged memory deficits.
VITAL SIGNS: Blood pressure 122/68, pulse 66, temperature 97.2, respirations 16, O2 sat 97% and weight 128.5 pounds.

HEENT: She has short tousled gray hair. EOMI. PERLA. Anicteric sclera. Wears corrective lenses. Nares are patent. Moist oral mucosa. Native dentition in fairly good repair.

NECK: Supple. Clear carotids. No LAD.
CARDIAC: She had a fairly regular rate and rhythm with an irregular beat and then resuming a regular rhythm. There was no murmur, rub or gallop noted. PMI nondisplaced.
Anna Faye Rose

Page 3

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.
ABDOMEN: Soft. Bowel sounds hypoactive. No distention or tenderness.

MUSCULOSKELETAL: Observed her ambulating in the apartment. She goes from sit to stand and vice versa without difficulty. Moves arms in a normal range of motion. Has good bilateral grip strength. Intact radial pulses. She has no lower extremity edema and her feet are in good repair.

SKIN: Warm, dry and intact with good turgor. There is no bruising or breakdown noted.

NEURO: CN II through XII grossly intact. She is alert, makes eye contact, is verbal. She is alert and oriented when seen to self and Oklahoma. The patient asked me what kind of facility this was and wanted to know if it was long-term care, which I reassured her that it was and, when I asked the reason for asking, she did not have anything to tell me.

PSYCHIATRIC: The patient overall was pleasant and cooperative. I think she appears conscious of her memory deficits and was also very helpful when I interviewed her husband and it is painfully clear to her the extent of his memory impairment. Her affect was congruent with situation and she was able to smile about a few things.

ASSESSMENT & PLAN:
1. Cognitive impairment. We will administer MMSE next week when the patient has had time to acclimate and rest up from the work of moving.
2. Advance care planning. The patient states that she has signed a DNR before, but does not know where it is at and knows that she also has an advance directive and when I explained what CPR entails, she stated that she did not want to have any of that stuff done, so she is agreeable to a DNR and I explained that it will uphold her expressed wishes in her advance directive.
3. Gait instability. The patient does not use a device at this time, but I am ordering Focus On Function to evaluate and treat her with both PT and OT and I explained to her it will help and overall strengthen her and make her gait safer, so that there is decreased risk of fall. She agrees with that and wants to have therapy.
4. Cardiac disease. She has atrial fibrillation, HTN, mitral regurg, so I am going to have her BP and pulse rate checked daily for the next 30 days and then we will make adjustments in cardiac medications as need is indicated.

5. Social. We will contact her POA Lacy Kelly in two weeks and review information received and any other information she may have to offer that will be of benefit for the patient’s care. Can wait until return.

CPT 99345 and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
