


ASSUME CARE NOTE
RE: Mary Glass
DOB: 12/12/1937
DOS: 05/14/2025
The Harrison MC
CC: Assume care.
HPI: An 87-year-old with advanced unspecified dementia who is now in memory care for approximately six weeks. I had followed the patient for a period of time when she was in AL, then she was seeing her community-based physician. The patient’s unspecified dementia has led to placement in memory care where she appears to be doing quite well. She can be seen out in the day area with other residents just sitting at the same table and talking and staff report that she is compliant with care, comes out for activities and family have been supportive.
DIAGNOSES: Advanced unspecified dementia, paroxysmal atrial fibrillation, HTN, HLD, and hypothyroid.
MEDICATIONS: Coreg 6.25 mg b.i.d., Zyrtec 10 mg q.d., Welchol 625 mg t.i.d., diltiazem 180 mg q.d., Eliquis 2.5 mg b.i.d., levothyroxine 88 mcg q.d., lisinopril 10 mg q.d., Namenda 10 mg b.i.d., Remeron 15 mg h.s., Zoloft 50 mg q.d., and trazodone 50 mg h.s.
ALLERGIES: Multiple, see chart.
DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient is well-groomed, seated in dining area after dinner just looking around, appeared comfortable.
VITAL SIGNS: Blood pressure 135/73, pulse 83, temperature 97.5, respiratory rate 18, and weight not available.
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RESPIRATORY: She had normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

CARDIAC: She had a regular rate and rhythm without murmur, rub or gallop.

MUSCULOSKELETAL: She ambulates independently. Moves limbs in a normal range of motion. No lower extremity edema.
NEURO: She made eye contact when I spoke with her and I explained to her that I would be taking care of her medical needs here and that Dr. Schank is not able to come into the facility. She was quiet and had no comment. She made eye contact when I spoke to her. She was pleasant, stated a few words that were clear and appropriate in content. Her orientation is x1, occasionally x2. She had no recollection of who I was that I had previously followed her. Staff report that she can make her needs known and she is redirectable.
ASSESSMENT & PLAN:
1. Pill dysphagia. Staff report that the patient is having increased difficulty swallowing one specific medication Welchol and it is not able to be crushed and that there are other medications that the patient had been able to swallow is no longer able to swallow them. So, order written to discontinue Welchol and a medication crush order on meds where it is appropriate.

2. Hypertension. The patient will have her BP check daily for the next two weeks, we will follow up and evaluate. She is on three different BP medications and we will assess whether we can consolidate that.

3. Social. I spoke with her daughter/POA Jackie Harrison and she actually requested that I follow her mother now and it is no longer feasible to take the patient out for appointments.
CPT 99345 and direct POA contact 10 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

