


INITIAL EVALUATION
RE: Norma Turner
DOB: 05/01/1933
DOS: 02/16/2026
Rivermont Memory Care
CC: New admit.
HPI: A 92-year-old female seen in Memory Care, her husband is also being admitted, he was present while I was speaking with her, she did the talking for herself. There is some information in the patient’s chart, the rest is dependent on her being able to give information.
PAST MEDICAL HISTORY: Dementia with an MMSE of 12, which indicates moderate dementia, hypertension, GERD, osteoporosis, hyperlipidemia, decrease in her auditory acuity bilateral and uterovaginal prolapse.
PAST SURGICAL HISTORY: The patient had surgery for right side sialadenitis.

FAMILY HISTORY: The patient’s father died from cardiac disease; she does not recall his age and her mother she does not recall her cause of death or age at death.

SOCIAL HISTORY: The patient could not recall how long she and her husband have been married. Their wedding date was 06/08/1951, so that would be 74 years at this time. They had three children, one who is deceased. They have a son Dave who lives in Crescent, Oklahoma and their daughter Melinda Barrett who resides in Norman is their POA. The patient was a smoker; does not remember how long or how many packs she smoked a day. She denies any ETOH use in quite some time. The patient has a PhD from OU and is a professor of Community Health, retired. Before moving to Memory Care, the patient and her husband resided in Rivermont Independent Living. She was not able to tell me what prompted the move from IL to MC.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient’s baseline weight is 120 pounds. She states that usually she has a good appetite, it is declined recently and she knows that she has had some weight loss.

HEENT: She wears glasses and upper partials that fit properly. No difficulty chewing or swallowing.
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GI: She does have a hiatal hernia and GERD. She has occasional incontinence of bowel. Denies constipation. She denies any dyspepsia or abdominal bloating. No constipation. She is generally continent of bowel, has had a rare occasion of incontinence.
GU: She has urinary leakage with occasional incontinence and does not recall if and when she had a UTI. She has mixed urinary incontinence; does not recall when she had a UTI.
MUSCULOSKELETAL: She ambulates independently. Denies any falls. Denies swelling of extremities and no specific arthralgias or myalgias. Moves limbs in a normal range of motion. Denies any recent falls. Denies any leg swelling.
SKIN: She denies rashes, easy bruising or breakdown.

PSYCHIATRIC: She denies depression or anxiety.

PHYSICAL EXAMINATION:

GENERAL: The patient is well-groomed, sitting upright, quiet, but responded to questions.
VITAL SIGNS: Blood pressure 164/81, pulse 62, temperature 97.6, respirations 18, oxygen saturation 97%. She is 5’3” and 116 pounds with BMI of 20.5.
HEENT: Short groomed hair. EOMI. PERLA. Anicteric sclera. Wears corrective lenses. Nares patent. Moist oral mucosa. Dentures well fitting. Slightly dry oral mucosa.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Flat. Nontender. Bowel sounds present and normal. No tenderness to palpation.

MUSCULOSKELETAL: Intact radial pulses. She ambulates independently. No lower extremity edema. Moves arms in a normal range of motion. She went from sit to standing and vice versa on her own.

NEURO: CN II through XII grossly intact. Her affect initially is stern, she seems to relax with time. She would make intermittent eye contact. Speech was clear. Her vocabulary is quite good. She did not smile during the interview. She makes eye contact, is quiet, but did answer questions when asked and affect was guarded throughout the interview.

SKIN: Warm, dry, and intact. No bruising or breakdown noted. Skin is clear. There is no noted bruising or breakdown.
PSYCHIATRIC: Affect again somewhat stern or guarded. She seemed to relax toward the end of the interview. When I began talking with husband, wife kept her eye on him and when it was apparent he was not able to answer questions or he would just start rambling, she would intervene and give what information she could recall. When the interview was over and she stood up and looked around, it was clear that she was confused about where she was at and what she should do.
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ASSESSMENT & PLAN:
1. Hypertension. We will monitor her BP b.i.d. for the first two weeks and make adjustments in her losartan. She currently has an elevated BP; some of that could be anxiety related and we will look at her BPs and after two weeks make any adjustments in medication as needed. Today’s BP is elevated. I am ordering b.i.d. BPs for the next two weeks and we will make adjustments in her BP medication as needed.
2. Sensorineural hearing loss. Decrease in auditory acuity. The patient defers hearing aids and states that she has gotten along up to this point. I told her that if she does not understand what was stated it is okay to ask staff to repeat. The patient defers hearing aids, so staff has been made aware they need to speak loud to her and at least look at her when they are talking to her.
3. GERD with hiatal hernia. The patient has not been on a PPI or Pepcid etc. and she has appeared to do well without it. She denies being cautious about her diet. We will monitor her weight on a weekly basis for the next four weeks and then go monthly. She had 4-pound weight loss over the course of less than two months and acknowledged that her appetite had decreased. When I asked if that was related to knowing that they were leaving Independent Living and coming to Memory Care, she stated no.
4. Hyperlipidemia. We will order a lipid profile to see whether there is an indication for any medication should she desire.
5. Age-related macular degeneration. This was diagnosed by her previous PCP and she has seen an ophthalmologist, is not on any medication for this. I will address whether her daughter wants to have them take Eye-Vite or something similar.
6. Mixed incontinence. We will follow for now and see how things go and let her know that if she has any symptoms of urinary discomfort to let us know so that we can treat it sooner than later.
7. Social. I did place a call to her daughter/POA Melinda Barrett and left my contact information so at some point I hope to hear from her and hopefully we will be able to talk to her at some point.
8. General care. CMP, CBC, lipid profile and TSH are ordered and will review those labs when available and address any abnormalities.
9. Senile frailty. Physical therapy and occupational therapy are ordered for both and she stated she was agreeable to that.
10. Dementia. Her dementia has not been categorized, but her MMSE score is 13/30, which is indicative of moderate cognitive impairment. It is consistent with deficits in memory, attention and orientation. The patient has not been treated with any dementia medication to date and I will speak with her daughter about this.
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Linda Lucio, M.D.
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