


ASSUME CARE NOTE
RE: Ruby Dillon
DOB: 06/23/1947
DOS: 06/23/2025
Carnegie Nursing Home
CC: Assume care.
HPI: A 78-year-old female observed in the dining room seated at a table with other female residents. She appeared to be comfortable and was receptive to being seen. The patient was seated quietly in her manual wheelchair that she is able to propel. She has a history of a right wrist fracture and, when I asked her about her right wrist, it was clear that she could still use it and it did not seem painful with motion.
DIAGNOSES: Advanced vascular dementia, hypertension, GERD, osteoarthritis and atrial fibrillation on anticoagulant.
MEDICATIONS: Coreg 25 mg q.12h., valsartan 160 mg q.d., Eliquis 2.5 mg q.12h., Protonix 40 mg q.d., Celebrex 100 mg q.d. and ASA 81 mg q.d.
ALLERGIES: NKDA.
DIET: Regular with thin liquid.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: The patient was seated quietly in her wheelchair. She was quiet, but cooperative.
VITAL SIGNS: Blood pressure 145/96, pulse 81, temperature 97.4, respirations 20 and O2 sat 98%.

NEURO: She is alert and oriented x1. She is verbal, but limited speech content with me today. Affect was appropriate to situation.

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

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

Ruby Dillon

Page 2

ABDOMEN: Soft and nontender. Bowel sounds present.

SKIN: Warm, dry and intact with fair turgor.

MUSCULOSKELETAL: She had good neck and truncal stability in her wheelchair. Did not observe her propelling it. Generalized decreased muscle mass, fair motor strength and no lower extremity edema.

GI: Abdomen is soft. Hypoactive bowel sounds without distention or tenderness.
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