


INITIAL EVALUATION

RE: ________ Adams
DOB: 10/23/1942

DOS: 12/26/2025
Rivermont AL

CC: New admit.

HPI: An 83-year-old female seen in room, had daughter present who assisted in information given.

PAST MEDICAL HISTORY: Recent cerebral infarction with sequelae of increase in cognitive impairment and increase in major depressive disorder. Other diagnoses are chronic systolic and diastolic CHF, rheumatoid arthritis, paroxysmal atrial fibrillation, asthma, major depressive disorder, chronic pain syndrome, atherosclerotic heart disease, and mild cognitive impairment.

PAST SURGICAL HISTORY: The patient had LASIK of both eyes and also has had bilateral cataract extraction, tonsillectomy, and deviated septum repair. She has pacemaker placement and cardiac ablation, cholecystectomy, appendectomy, total abdominal hysterectomy, cervical lamination with fusion; she states that she has had four surgeries on her cervical spine, bilateral total knee replacements, and lumbar spinal fusion of L2 and L3.

MEDICATIONS: Norvasc 2.5 mg q.d., Eliquis 2.5 mg b.i.d., ASA 81 mg q.d., budesonide, formoterol inhaler two puffs b.i.d., hydrocodone 10/325 mg one tablet q.3-4h p.r.n., BuTrans transdermal patch to be changed q. Tuesday, Coreg 6.25 mg b.i.d., B12 1000 mcg q.d., digoxin 125 mcg one tablet q.d., Cymbalta 60 mg two tablets q.d., Entresto 24/26 mg one tablet b.i.d., fenofibrate 145 mg q.d., latanoprost OU h.s., Protonix 40 mg q.d., spironolactone 25 mg b.i.d., and KCl 10 mEq ER one tablet b.i.d.

DIET: Regular NAS.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient is married. Her daughter Trina is her POA and was present. The patient is a retired seamstress. She had two children, but her son passed away. She is a nonsmoker and nondrinker.
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REVIEW OF SYSTEMS: Her baseline weight is 150 to 160 pounds. She wears glasses. She has native dentition. She has difficulty swallowing bread, so she avoids bread and/or similar products, otherwise swallows without difficulty. She has occasional nausea that comes on from nowhere is resolved with treatment. She sleeps through the night. She has good appetite and states her pain is treated; the source is the poly rheumatoid arthritis. The patient wears corrective lenses. In end of January was the last time she walked independently, she has a wheelchair that she now uses and states it has been in use to some degree for the last four years. Her last fall was here in the facility on 12/17/2025, no injury.

PHYSICAL EXAMINATION:

GENERAL: The patient was seated in her apartment. She was pleasant and cooperative.
VITAL SIGNS: Blood pressure 122/48. Pulse 80. Temperature 97.0. Respirations 17. O2 saturation 98%. Weight 120 pounds.

HEENT: NCAT. EOMI. PERLA. Anicteric sclera. No lymphadenopathy. Oropharynx clear.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

MUSCULOSKELETAL: Intact radial pulse. She has good neck and truncal stability seated in her wheelchair. She has no lower extremity edema.

SKIN: Warm, dry, and intact with good turgor.

NEURO: She is alert, makes eye contact and soft-spoken, but clear speech and defers to her daughter for information if she is not sure; daughter kind of interferes with mother speaking at times. The patient is aware that I have to fill for her transdermal patch and, when I told her that I would be doing it today, she thanked me and the patient does need assist with 4/6 ADLs. On 12/17/2025, the patient fell in her room and she landed on the floor hitting her head, she was sent to the emergency room because she is anticoagulated. She returned with no new orders.

ASSESSMENT & PLAN:
1. Chronic systolic and diastolic CHF. She is appropriately treated. We will find out who her cardiologist is and if she will continue to follow with them and if not, then I will write for her cardiac medications.

2. Paroxysmal atrial fibrillation. The patient is on ASA and Eliquis for atrial fibrillation anticoagulation, we will keep track of her falls and, if exceeds benefit from these anticoagulants, decreasing them by perhaps stopping Eliquis and leaving her on ASA. We will address should it come to that.
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3. Chronic pain syndrome. I am filling her transdermal patch in the morning, it will be sent to me and then she will have it placed as per usual. It is actually placed q. Tuesday.

4. Anemia. Baseline labs were drawn, so I would have them to review and did so with family. H&H are 11.1 and 34.7, so they are decreased, but not at a significant level and looking at the MCV and MCH, the MCV is macrocytic whereas the MCH is toward the higher end of normal limits. Given this, we will start a B complex vitamin and folate rather than doing blood work for her B12 level.

5. Thrombocytopenia. Her platelet count is 142. I have no previous labs for comparison and family was not sure if this has been a previous issue, but she has no bleeding or bruising in excess.

6. Hypoproteinemia. T-protein is 5.3 and albumin is 3.4 both low. Recommend a protein drink Monday, Wednesday, and Friday, but ideally to start daily for the first two to three weeks and then can go MWF.

7. Digoxin level WNL at 1.80 with good rate control by review of heart rates. Screening TSH drawn, it is WNL at 1.04.

8. Cognitive impairment. The patient’s MMSE score of 19 places the patient in the mild cognitive impairment category. We will just be cognizant of help that she may need or questions that she is not asking.

CPT 99345 and direct POA contact 45 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

