


INITIAL EVALUATION

RE: Phyllis Wilson
DOB: 11/24/1934
DOS: 02/04/2026
Sommerset AL
CC: New patient.

HPI: A 91-year-old female seen in her apartment, which was overflowing with decor and very feminine. The patient came in to the living room she smiled and she seemed to be a little tentative, but as the interview went on she relaxed and was very engaging. I had been told earlier that the patient takes pain medication and frequently asked for it beyond what is prescribed and has a history of using sleep aids.
DIAGNOSES: HTN, HLD, GERD, lower extremity edema, chronic pain, disordered sleep pattern, eczema, depression/anxiety, and chronic stomach pain.

PAST SURGICAL HISTORY: TAH, C-section x1, and cholecystectomy.
MEDICATIONS: TriCor 140 mg one q.d., Lasix 40 mg q.d., Norco 10/325 mg one tab t.i.d., hydroxyzine 25 mg one h.s., metoprolol 25 mg b.i.d., Tylenol ES 500 mg two tablets b.i.d., Protonix 40 mg q.d., KCl ER 10 mEq q.d., Crestor 10 mg two tabs h.s., Zoloft 50 mg q.d., and triamcinolone cream 0.1% to scaling skin b.i.d.
ALLERGIES: PCN.
CODE STATUS: DNR.

DIET: Regular.

SOCIAL HISTORY: The patient is separated from her husband and states that he is the one that wants the separation, she does not. She has one biological daughter from a previous marriage and her current husband has his daughter that he brought into the marriage and this daughter has two grandchildren and she considers them her grandchildren as well. The patient is a nonsmoker and nondrinker. She is a hairdresser by profession. She is retired.
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ROS:
HEENT: The patient is hard of hearing. She wears a hearing aid in her right ear. She is deaf in her left ear. She has her own teeth that are in good repair. No difficulty chewing or swallowing. Her vision is good. She does wear reading glasses. Otherwise does not require them.

Cardiac: She denies chest pain or palpitations. She is appropriately treated for HTN.

Respiratory: She denies any shortness of breath or cough.

GU: No recent UTIs. Occasional urinary leakage but generally continent of urine.

GI: Continent of bowel.

Musculoskeletal: She ambulates independently. She had a fall in her apartment two weeks ago, no injury.

Abdomen: The patient states that despite taking Prilosec she still has burning and pain in her abdomen and cannot relate it to any specific food, fluid, time of day, etc., and states that she will go between constipation and diarrhea.
Neuro: The patient sleeps well through the night. She however is dependent on sleep aid to do so and she does not view her routine use of Norco as a dependency.
PHYSICAL EXAMINATION:
GENERAL: Well-developed and nourished female comes out in a caftan and her hair was done. She looked around and made brief eye contact initially that was engaging.
VITAL SIGNS: Blood pressure 135/72, pulse 68, temperature 97.1, respirations 16, and weight 124 pounds.

HEENT: Full thickness hair that is groomed. EOMI. PERRLA. Anicteric sclerae. Nares patent. Moist oral mucosa. She had no makeup on and her skin looked healthy.

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

RESPIRATORY: She had a normal effort and rate. Clear lung fields. No wheezing, rales or rhonchi. No SOB with speech.

ABDOMEN: Soft, mildly protuberant, and nontender. Bowel sounds present.

MUSCULOSKELETAL: Ambulated independently. Moving her arms in a normal range of motion. She has trace pretibial edema. Intact radial pulses.
NEURO: Initially a bit cautious and was forthcoming with her chronic pain medication use and the need for a sleep aid for long-standing insomnia. She was oriented x2 to 3. Speech was clear. She was limited in information that she could give, ask questions. Affect again was slightly blunted.
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ASSESSMENT & PLAN:
1. Insomnia. The patient is not currently using anything for sleep. We will try trazodone, which I told her I will start with 50 mg two tabs to be given at h.s. equal 100 mg and I will follow up to see if it was too much or not enough and if more as needed then will increase it to 150 mg.
2. Chronic pain. We will leave the Norco at 10 mg t.i.d. and if she complains of additional pain Tylenol or another NSAID will be used.
3. Anemia. On 06/10/2025, H&H was 9.2 and 28.8 with normal indices. She did not know if she had had anemia like this previously.

4. CMP. BUN elevated at 27 with a GFR of 31. Otherwise normal CMP.

5. A screaming TSH elevated at 5.06 with a normal T4. We would not start thyroid medication as the TSH is only higher than baseline or the high end of normal by 6/10s of a point and would recheck before considering giving levothyroxine.

6. Abdominal discomfort, which is more consistent with reflux despite the 40 mg of Protonix q.a.m. and will give TUMS 500 mg two tablets at h.s., which is also good for her bones and will follow up.

7. Psoriasis. Instructed the patient to apply the triamcinolone morning and evening routinely to her scaly red areas, which I explained that it will get better with consistency of treatment.
8. Depression. After we have gotten her sleep pattern a little better normalized then will look at increasing her Zoloft from 50 mg to 100 mg.
CPT 99345

Linda Lucio, M.D.
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