


ASSUME CARE NOTE

RE: Neola Stephens
DOB: 01/13/1942
DOS: 04/17/2025
Rivermont AL

CC: Assume care.

HPI: The patient is an 83-year-old female in residence at Rivermont since 11/22/2024. I am seeing her today for the first time to assume care as her physician. The patient was alert and verbal. She was able to give information. She has a sense of humor, a little bit of a dry wit. Staff reports that she is fairly independent, but cooperative to care. She also has taken some of the older AL females and spends time with them teaching them different card games and they seem to enjoy that as well as the fact that some of them have cognitive impairment and Ms. Stephens is very patient with them. 
PAST MEDICAL HISTORY: Early onset Alzheimer’s dementia with MMSE 23/30 on 12/31/2024 which is also mild cognitive impairment, major depressive disorder, hyperlipidemia, B12 deficiency, GERD, and DM-II.

PAST SURGICAL HISTORY: Appendectomy and hysterectomy.

MEDICATIONS: Tylenol ER 650 mg q.d., Lipitor 10 mg h.s., B12 injection 1000 mcg q 8th of the month, Aricept 10 mg 9 p.m., losartan/HCT 100/25 mg one p.o. q.a.m., metformin 750 mg ER q.a.m., Actos 40 mg q.d., Prilosec 20 mg q.a.m., PEG solution p.r.n., and KCl 20 mEq q.a.m.

ALLERGIES: QUININE, ASA and PCN.
SOCIAL HISTORY: Prior to moving to Rivermont, the patient was living in her home alone. She is married. Her husband resides at the Ardmore VA Center. The patient has two sons. Her oldest son David is her POA. Professionally, the patient was a nurse for 15 years and after that went into the banking business. She was occasional ETOH user and nonsmoker.

FAMILY HISTORY: There is no one that she is aware of who has cognitive impairment.

DIET: Low-carb diet, soft texture.

CODE STATUS: Full code.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She does not recall her baseline weight. She does not know what her weight is right now, but knows she has not lost any since she has been here.

HEENT: She wears glasses. She has native dentition. She does not require hearing aids. No difficulty chewing or swallowing.
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RESPIRATORY: No cough, expectoration or SOB.
CARDIAC: No chest pain or palpitations. BP well controlled.

MUSCULOSKELETAL: She had a fall about four months ago. She stubbed her foot stepping down a step as she was leaving a restaurant. Fortunately, no injury, but she remains independently ambulatory.

GI: No digestive issues. She is continent of bowel and denies constipation.

GU: Denies urinary incontinence and does not recall having UTI in the last several years.

SKIN: She denies any bruises, blistering or eczema, etc. 
PHYSICAL EXAMINATION:

GENERAL: The patient is alert, makes eye contact. She has sense of humor and is cooperative.

VITAL SIGNS: Blood pressure 130/72, pulse 73, temperature 97.9, respirations 18, O2 sat 98%, and weight 152 pounds.

HEENT: Short groomed hair. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

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

CARDIOVASCULAR: She had an irregular rhythm at a regular rate without murmur, rub, or gallop. 
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Observed her ambulating independently. She is steady and upright. She has somewhat slow pace. No lower extremity edema. Intact radial pulses.

NEURO: CN II through XII grossly intact. She makes eye contact. Her speech is clear. She is able to answer some questions. There do appear to be some memory deficits preventing answering other things. Affect is congruent to situation.

SKIN: Warm, dry and intact with good turgor. No noted bruises, abrasions or breakdown.

ASSESSMENT & PLAN:
1. Late onset Alzheimer’s dementia with MMSE showing mild cognitive impairment. Again, I encouraged her to do things for herself as she is able and let people know when she needs help and really told her that it was a really good thing that she is working with some of the other women here. She states she enjoys it and she wants to be able to play the card games that she is teaching them. 
2. DM II. The patient is due for quarterly A1c. So, it is ordered. Her last A1c on current medications was 6.9 and that was December 2024. 
3. General care. We will speak with her POA son David next week and review more the patient’s history and DNR since there is not one in her chart. She does have a medical POA and we will clarify status. 
4. Hyperlipidemia. We will order a lipid profile.

5. B12 supplementation. I am ordering B12 level to see how much longer it is necessary for that. 
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