


INITIAL EVALUATION
RE: Peggy Snodall
DOB: 12/31/1937
DOS: 10/15/2025
Rivermont MC
HPI: The patient is an 87-year-old female who was admitted to facility after arriving in Oklahoma City from a Memory Care Unit in Arizona where she lived. The patient was seen in her room which was well organized. She was alert and pleasant and her niece Julia Lee was her name who is the POA for medical, asked if she could be present and so she was. Staff reports since her admit, the patient has been engaging, coming out for meals, observing activities and then participating in some and staff reports she is overall cooperative and pleasant. Prior to admission, there had been a face-to-face by the nursing staff with the patient just to assess her appropriateness for admission to Memory Care and her MMSE score was in the mid 20s which would put her at mild cognitive impairment and then I was informed that during the interview the patient had by the computer that she was looking at a clock that gave date and time and some other information, so she used that in answering questions. When that was brought up with her present, she just laughed about it. 
DIAGNOSES: Cognitive impairment – severity to be determined, benign positional vertigo, hypothyroid, hypertension, eczema/psoriasis, gait instability – uses a walker, hard of hearing – uses hearing aids, and polyarthritis.

PAST SURGICAL HISTORY: Right hip replacement, bilateral cataract extraction, right breast lumpectomy for breast cancer and status post radiation treatment in 2010.

MEDICATIONS: ASA 81 mg one p.o. q.d., ketoconazole shampoo apply to scalp two times weekly, levothyroxine 25 mcg q.a.m., losartan/HCTZ 50/12.5 mg one p.o. q.d., memantine 5 mg b.i.d., metformin 500 mg one tablet q.d., B12 1000 mcg q.d., and betamethasone lotion 0.05% b.i.d. to affected areas.

ALLERGIES: PENICILLIN and TETRACYCLINE.

SOCIAL HISTORY: The patient is a widow after being married approximately 50 years. They had no children. The patient is a nonsmoker and nondrinker. She worked in daycare taking care of children from baby she said to small children and she loved all the age groups.
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The patient is originally from Downers Grove, Illinois, and has been in Arizona greater than 20 years and stated that she loved it there, so leaving was difficult, but she has her niece who is her POA here in Oklahoma. The patient sustained a fall in June 2023, fractured her right hip and from there, family made the decision that she needed to go to memory care as she required more care than she was able to provide for herself and her cognition had declined. The patient is the youngest of six children and most of them lived into late age, several into their late 90s.
DIET: Regular with thick liquid.

CODE STATUS: DNR.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient states her baseline weight is 110 to 120 pounds.

HEENT: She wears reading glasses. She has bilateral hearing aids which were in place during interview and native dentition in good repair. Denies any difficulty chewing or swallowing. The patient denies dyspepsia and is continent of bowel.

RESPIRATORY: She denies cough or recent URIs and no SOB.

CARDIAC: No chest pain or palpitations and states blood pressure is generally well controlled.

MUSCULOSKELETAL: She states she has arthritis of both hands and both knees which limit her walking duration and she has been using a walker for a couple of years. The patient denies any falls. 
GU: The patient is continent of urine and cannot recall having a UTI. 

PROCEDURES: The patient had an MRA of the brain that showed a left-sided anterior communicating artery aneurysm. Neurosurgical consult was obtained and there is a hold on any surgical intervention. This was done on 03/03/2023. There were also found new non-acute small cortical infarcts left frontal and parietal lobes and new extensive cortical siderosis in both cerebral hemispheres left greater than right and several chronic micro-hemorrhages suggestive of cerebral amyloid angiopathy and moderate generalized cerebral atrophy greater than expected for age.

PHYSICAL EXAMINATION:

GENERAL: Pleasant female, seated calmly, appeared comfortable during interview.

VITAL SIGNS: Blood pressure 131/68, pulse 80, temperature 97.1, respirations 18, O2 sat 95%, height 5’5”, weight 140 pounds, and BMI 23.3.
HEENT: She had short well groomed hair. EOMI. PERRLA. Nares patent. Moist oral mucosa. Native dentition in good repair. Bilateral hearing aids in place.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: She had a good respiratory effort. Lung fields were clear. No cough. Symmetric excursion.
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CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness. There is mild protuberance.

MUSCULOSKELETAL: The patient is solid. She has good muscle mass and adequate motor strength. I observed her ambulating with her walker. She seemed comfortable. She did not appear to have any difficulty maneuvering it and she leaves it nearby when she is seated or involved in other activities. When we were done with the exam, she got up and reached forward, she said “I never go anywhere without this.” She has good bilateral arm range of motion and strength of fine motor dexterity of both hands. Bilateral knees – there were no effusions and mild crepitus bilaterally.

SKIN: Warm, dry and intact. Good turgor. I did not see psoriatic lesions on the skin around her head and neck and her scalp which I did not go through will be checked privately.

ASSESSMENT & PLAN:
1. Multi-infarct dementia. The patient continues to acclimate to facility, appears to be doing well and has good family support and we will just give her time to get to know other residents and acclimate to the schedule. I reassured her that any questions or concerns she has, she can go to staff or ask to speak to the DON or ADON.

2. HTN. The patient will have daily BP checks prior to being given her blood pressure medication until we see what the pattern is and if required, then she can be dosed.
3. History of DM II. Continue with metformin as scheduled. We will check an A1c to see where we were at. 
4. Hypothyroid. We will check a TSH.

5. Polyarthralgia. The patient has Tylenol 325 mg. She was receiving one q.4h. routine at her previous facility. Her POA seemed to frown on that and I asked the patient if she was okay with asking for it if needed and the other option would be to give it scheduled morning, afternoon and bedtime and she seemed comfortable with that. I reassured her that if she needed more, she could ask for it. 
6. Aneurysm of anterior communicating artery with left side projection. Now we know that it is there. There was consult with NES, decision for no intervention and will just let the patient carry on with life as is. 
7. Social. The patient’s niece Julia sat in through the exam and interview. She did interject with information or comments to the patient and afterwards asked some understandable questions.
CPT 99345 and direct POA contact 30 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
