


INITIAL EVALUATION

RE: Nancy Wilson

DOB: 09/20/1942

DOS: 01/28/2026
Sommerset AL

CC: New patient.

HPI: An 83-year-old female seen in her room she was pleasant and cooperative. The patient was able to give information. She was polite and for the most part able to give information and when she had difficulty would say so.

PAST MEDICAL HISTORY: Hypertension, renal insufficiency, anemia unspecified, chronic low back pain, hyperthyroid with a history of thyroid storm, dementia unspecified, dry eye syndrome and allergic rhinitis.

PAST SURGICAL HISTORY: Bilateral cataract extraction, tonsillectomy and adenoidectomy.

MEDICATIONS: Toprol 50 mg two tablets q.d., propylthiouracil 50 mg two tablets q.d., vitamin C 500 mg one tablet q.d., vitamin D3 1000 units one tablet q.d., Refresh tears two drops OU t.i.d., Aricept 5 mg h.s., simethicone 125 mg one tablet t.i.d. a.c., lidocaine patch to right hip q.a.m. off at h.s., BuSpar 5 mg b.i.d., and Flonase nasal spray OU q.d.

SOCIAL HISTORY: The patient moved from Connecticut to Oklahoma in 10/25. She has no husband or children. She worked for 48 years as a secretary for an insurance company. She has a 60 pack years smoking history, quit in 04/2025. Nondrinker.

FAMILY HISTORY: Her mother died of cancer unknown type. Father died of polymyositis.

REVIEW OF SYSTEMS: She has chronic left hip pain post surgery. She uses a walker to get around. The patient’s hip pain is the result of slipping off the curb in 2025. The patient has good sleep through the night and good appetite and notes some memory loss. Her left lower extremity she now drags it some when she is walking and this is pointed out by her POA who was in the room. The patient did not seem taken them back by that nor did she know that that is what it look like to others. She has early satiety when she eats which leads to her and not completing her meals.
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She acknowledges that she has had weight loss. She states her high weight was normally 135 pounds, her current weight is 102.6 pounds per staff. The patient also has a history of UTIs was hospitalized 10/25 for urosepsis and has poor oral hygiene and the POA makes this an issue as the patient’s oral care is inadequate and she does not agree to going to see a dentist though she has a lot of dental caries and that has been evident by imaging that the POA has with her. The patient has an advanced directive but no DNR.

PHYSICAL EXAMINATION:
VITAL SIGNS: Blood pressure 124/63. Pulse 62. Weight 102.6 pounds but the patient’s prior weight being 135 pounds.

ASSESSMENT & PLAN:
1. Weight loss. BMI is 18.2 so she falls in the underweight category, we will see what the patient’s weight is next week and if she has continued weight loss we will look at an appetite stimulant unless she is able to take a protein supplement daily. Her total protein and albumin were WNL. On 01/02/26 T-protein was 6.1 and albumin 3.7 so those were normal.

2. Dental hygiene concerns these are clearly voiced by the POA. The patient lives in but did not seem move to do anything, has not been cooperative with going to the dentist so that is going to be an issue between the two of them.

3. Hyponatremia. Sodium was 135. We will recheck this next month.

4. Anemia. H&H were 11.3 and 34.0 with normal MCV, MCH, and platelet count. We will follow for now.
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