


INITIAL EVALUATION
RE: Joann Mitchell
DOB: 06/20/1937
DOS: 02/17/2026
Rivermont AL

CC: New admit.

HPI: An 88-year-old female seen in apartment that she shares with her husband. Their granddaughter was present and she assisted in giving information. The patient was seated comfortable. She looked around. She did try to answer question, but her recollection was poor and she was very limited in information she was able to give, but she was fine with either her husband or granddaughter giving information.
PAST MEDICAL HISTORY: Alzheimer’s dementia, HTN, GERD, peripheral neuropathy, muscle spasms, picks at skin creating small open areas, choledocholithiasis with elevated LFTs and chronic back pain.

PAST SURGICAL HISTORY: Fusion of the thoracic spine, bilateral cataract extraction, cholecystectomy, TAH and left knee arthroscopy.

MEDICATIONS: Aricept 10 mg h.s., hydromorphone 2 mg one tablet b.i.d., losartan 50 mg one tablet q.d., meloxicam 15 mg one tablet q.d., Namenda 5 mg one tablet b.i.d., omeprazole 20 mg one tablet q.d., tizanidine 2 mg one tablet q.8h. p.r.n., triamcinolone cream 0.1% apply topically b.i.d. to sites on skin where she has picked, gabapentin 100 mg t.i.d., and Bactroban 2% apply topically to bilateral arms.

ALLERGIES: LIDOCAINE.

DIET: Regular with thin liquids.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient has been married to Mr. Mitchell as a second marriage for 47 years. She has three daughters that she brought into the marriage. Her daughter Kathy Boll resides in North Carolina; she is her POA. The patient is a nonsmoker, rare social drinker. The patient had lived in Kansas with her husband. They had also moved to Nebraska and then from there came to Oklahoma and they have been in Oklahoma two weeks. The patient also worked for 20 years as a secretary and an assistant at the Community Hospital in Hiawatha.
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FAMILY HISTORY: Her mother had dementia passing due to complications of dementia.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight is 150 pounds per her husband and she refuted that.

HEENT: She wears corrective lenses. She has native dentition. Nares patent. Denies difficulty chewing or swallowing and states that she hears without difficulty or use of hearing aids.

RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: No chest pain or palpitations.

MUSCULOSKELETAL: She ambulates with a recommended walker which she often will go without using. Her gait is unstable. She will hunch over or lean. Her husband states that she has had an increase in her frailty over the last several months. The patient reports that she has recently had a stroke in her right eye; as to what medical care she had, she really could not tell me, so that information I will try to get; however, it was clear that she could not see when I did the finger test in front of her right eye with her left eye cup.

GI: She does have some reflux. She is continent of bowel. Denies constipation.

GU: She does have a history of UTIs.

PHYSICAL EXAMINATION:

GENERAL: Pleasant elderly female seated comfortably on a couch that I shared with her. She was pleasant and cooperative.

VITAL SIGNS: Blood pressure 128/76, pulse 78, temperature 98.0, respirations 18, O2 sat 98%, height 5’4”, and weight 147 pounds.

HEENT: Her hair is groomed. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.
NECK: Supple. Clear carotids.
She informed me of a stroke in her right eye and I had her cup her left eye and then I did a finger test putting four fingers in front of her right eye at a fair distance and she guessed that she saw one finger. So, I put it down, gave her a break and then came back up and I had two fingers and she stated she could not tell. She stated it may be three or four and it was actually the two. I repeated it and she still could not tell me how many fingers that I had shown.
RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. No evidence of SOB with speech.

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

ABDOMEN: Slightly protuberant, but soft and nontender. Hypoactive bowel sounds. No masses or HSM.
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MUSCULOSKELETAL: Intact radial pulses. She has trace lower extremity edema. I did not observe weightbearing. She has good grip strength of both hands. Not observed weightbearing or gait. The patient has been using her husband’s walker and states that she feels comfortable using it. It does appear to be tall for her. So, I am recommending that we have PT work with her and assess what type of walker she would do best with; a Rollator or a non-rolling walker and then work with her on how to use it properly. We will see if we can get Medicare to cover the walker; if not, family will have to purchase.

NEURO: The patient makes eye contact. Her speech is clear. She gives what information she can. There is significant decrease in short-term memory. Her affect is congruent with situation. She smiles. She is pleasant. CN II through XII grossly intact with the exception of ophthalmic nerve down the right eye where she has either a significant blurring or a loss of vision of the right eye; with fingers raised at a close proximity to her right eye with her left eye covered, she could not tell me how many fingers I had raised. She could tell me though when her left eye was uncovered. The patient is oriented x2, she has to reference for the date, she does know the year.

SKIN: Warm and dry, but scattered on both arms, on her neck and upper back and then her lower extremities like the ankle and distal leg, there are scattered multiple areas where she has picked at her skin and there are small scabs. She does not know whether they are all itching, none of them hurt. She states that they just come up and so she tries to get them to go away, has not been successful with that. They end up lasting longer and she has scar formation scattered on her arms and her legs and on her upper back. She has now started getting these kinds of raised areas that she is picking at. There is no redness, warmth or tenderness to any of the sites and I am told that what I am seeing is a significant improvement after the use of Bactroban on all these areas. So, we will continue with that.

ASSESSMENT & PLAN:
1. Alzheimer’s dementia. We will have the DON administer the MMSE, so we can see where she is on the spectrum. I think she will need prompting and redirection for a while until she gets into a rhythm here.
2. Hypertension. She has losartan daily. We will monitor BP and heart rate and make any adjustments as needed in her medication.

3. General care. I am ordering CMP, CBC, TSH and a screening A1c as there are no labs available and we will address anything that is unusual or abnormal.
4. Social. I will contact her POA sometime in the next week just to let her know that she has been seen and if there are any questions, she can ask.

CPT 99345 and direct family contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
