


INITIAL EVALUATION
RE: Virgie King
DOB: 05/26/1940
DOS: 12/23/2025
Windsor Hills
CC: New patient.
HPI: An 85-year-old female seen in room. Her daughter was present. The patient is going to spend Christmas with her daughter who lives nearby. She also had some time earlier this week away with family and stated she had a really good time. Today, I was able to get information and the daughter listened in and I also told her if she had any questions or concerns she was welcome to ask.
PAST MEDICAL HISTORY: DM II, HTN, polyneuropathy, MCI, anxiety disorder, depression, GERD, gout, RLS, allergic rhinitis and chronic pain.
MEDICATIONS: Levsin 0.125 mg one tablet q.12h. p.r.n., TCM 0.1% cream to bilateral legs b.i.d., nystatin powder to peri-area q.d., Voltaren gel to right arm and shoulder b.i.d. until pain resolved, Lasix 20 mg q.o.d., Ativan 0.5 mg one tablet q.i.d., Norco 10/325 mg one tablet q.6h., Zyrtec 10 mg q.d., gabapentin 100 mg one capsule t.i.d., omeprazole 20 mg q.d., allopurinol 100 mg q.d., Prozac 40 mg q.d., Norvasc 10 mg q.d., KCl 10 mEq ER two capsules q.d., Singulair 10 mg one tablet h.s. and ropinirole 1 mg h.s.
ALLERGIES: NKDA.

CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: Obese female seated comfortably in her recliner with legs in a dependent position.
VITAL SIGNS: Blood pressure 117/62, pulse 75, temperature 97.3, respirations 18, O2 sat 95% and weight 226 pounds.
HEENT: Short groomed hair. EOMI. PERLA. Wears corrective lenses. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

CARDIAC: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.
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ABDOMEN: Protuberant and nontender. Hypoactive bowel sounds present. No masses.

MUSCULOSKELETAL: Intact radial pulses bilateral lower extremities. +2 edema on the pretibial and +2-3 on the dorsum of both feet right greater than left. She moves all limbs. She is able to weight bear and ambulate using her walker. She has a wheelchair for distance and she can propel it.
SKIN: Warm, dry and intact with fair turgor.

NEURO: She is alert and oriented x2-3. She knows it is December and close to Christmas. She was figuring out the day to the date and was correct with the 23rd. Affect congruent to situation. She makes her needs known, asks her daughter some questions and wanted to show me compression wear that she has for her legs that she has not been wearing.

ASSESSMENT & PLAN:
1. Bilateral lower extremity edema. I am increasing her Lasix to 40 mg q.d. for one week and then we will decrease to 40 mg MWF and KCl 10 mEq will be given q.d. for one week and then will be given on MWF for two weeks.
2. DM II. The patient’s A1c is 7.3 on her current medication. For right now, we will leave it as is and then after all the holidays are over, we will make some adjustments as needed. However, there are no diabetic medications insulin or oral listed, so this may be diet controlled and I will have to speak with her again later about that.

3. Anemia. H&H are 10.0 and 31.0 with normal MCV and MCH. We will follow up with the patient as to whether she has had a history of anemia; in the interim, her platelet count and WBC count are WNL.

4. Hypoalbuminemia. Albumin is 3.3 with a normal total protein of 6.6. Just encouraged her to eat more protein and talked about what that would include. Remainder of her CMP is WNL.

5. Hyperlipidemia. She has had as a diagnosis, however, she is not on any medication for same and her TCHOL is 184.9, HDL is 35; would like it to be greater than 40, triglycerides 164; should be less than 150, LDL 117; should be less than 100, so we will address with her whether she has ever been on a statin or would like to be on one or just modify her diet.
6. Screening TSH. It is WNL at 1.99.
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