


ASSUME CARE NOTE
RE: Shirley Ellis
DOB: 10/11/1935
DOS: 07/15/2025
Rivermont AL
CC: Assume care.
HPI: The patient is an 89-year-old female in residence since 07/09/25. She was verbal when seen and focused on feeling tired and that was a daily issue. She stated that she would sleep and wake up and after a short while would want to go back to sleep. There have been no recent changes in her medications. She does have a history of UTIs and atrial fibrillation. She was taken to NRH ER on 07/07 due to elevated heart rate and subsequent fatigue and lightheadedness and discharged with pain of back and right lower extremity and to follow up with PCP. The patient had been living in Rivermont IL prior to move into AL. On admission, her daughter and son-in-law were present and involved in the initial admission meeting. Today, I saw the patient alone in her room. She was in her recliner, had a blanket around her and did talk, tried to give information stating that she just did not remember a lot of things, but she did emphasize the fatigue. Later, when I spoke to her daughter/POA Kara, she told me that yesterday she had gone out of the facility with a friend to visit someone else that they knew and then she was taken back to her home to look around and see if there was anything she needed, she ended up per daughter’s assessment really worn out, which I would agree with. In reviewing medical history, the patient was limited in information she could give, but did try.
DIAGNOSES: History of congestive heart failure, atrial fibrillation, peripheral neuropathy, depression, GERD, hyperlipidemia, recurrent UTIs with chronic E. coli colonization, iron-deficiency anemia, and allergies.
PAST SURGICAL HISTORY: Four-vessel bypass, hysterectomy, cholecystectomy and pacemaker placement.
CURRENT MEDICATIONS: ASA 81 mg h.s., Zyrtec 10 mg q.d., Plavix q.d., calcium carbonate with D b.i.d., Coreg 25 mg b.i.d., FeSO4 one tablet b.i.d., Lasix 20 mg q.d. p.r.n. with KCl 10 mEq b.i.d. p.r.n., gabapentin 100 mg two capsules b.i.d., Remeron 7.5 mg h.s., MVI q.d., Protonix 40 mg q.d., rosuvastatin 40 mg h.s., Entresto one tablet b.i.d., CranCap 300 mg b.i.d., D-Mannose one tablet b.i.d. and Keflex 250 mg q.d.
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MEDICAL ALLERGIES: She has more adverse reactions. The allergy is SULFA. The adverse reactions are to amoxicillin, Norco, Levaquin, Ativan, oxycodone/acetaminophen, Cipro and Ambien.

DIET: Healthy Heart.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient is widowed approximately three years. She has two daughters; one passed away a year ago in a Memory Care Unit at the age of 66 with early-onset vascular dementia. Her other daughter lives locally and is in a caretaker role with her mother. The patient worked in Civil Service at Tinker, a nonsmoker and nondrinker and she was physically active walking daily. The patient had lived with her daughter and then moved to Independent Living and due to evidence that she needed assistance, has been moved to AL on 07/09 and following her ER visit on 07/07.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: Baseline weight the patient states is 120 pounds.

HEENT: She wears reading glasses. Has bilateral hearing aids and with them in is still hard of hearing. She has native dentition. Denies difficulty chewing or swallowing.

CARDIAC: She denies chest pain or palpitations. She does have atrial fibrillation and relates having a large increase in her alertness and energy level. She does not correlate it to her heart, however.

RESPIRATORY: She denies any cough expectoration and does have SOB depending on unknown factors as she sees it.

GI: She has good appetite, continence of bowel. Denies constipation.

GU: She has some urinary leakage with nocturia and wears adult brief, is not on medication for urinary urgency. She does have E. coli colonization per her daughter and is on three UTI prophylaxis medications, which the daughter feels have kept her mother from having a UTI and ending up in the ER or hospital.
The patient complained of recent leg pain; she states it is just hard to get her legs going. The patient uses a walker and acknowledges that she has had some falls and then points out in her room the wheelchair present and states that she thinks it is new. I explained to her this was provided by hospice for her safety for distance travel. She listened and was quiet.
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PSYCHIATRIC: She stated she was not sure if she had some depression and stated that maybe, but she does not know how to tell, but states that she is tired of feeling the way she feels. Currently, she denies any hallucinations, has not shown any delusions and general care. She has had a decrease in her appetite. She does not generally eat breakfast, will eat some lunch and dinner; unclear if there has been weight loss as we have just the admission weight.

PHYSICAL EXAMINATION:

GENERAL: The patient was resting in her recliner. She was napping, did awaken and participated in interview, but repeatedly brought up the fatigue and wanting to sleep.

VITAL SIGNS: Blood pressure 104/77, pulse 122, temperature 97.5, respirations 17, O2 sat 96% and weight 122 pounds.
HEENT: Short hair that is well groomed. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple with evident carotid pulses.

CARDIAC: An irregularly irregular rhythm. I was unable to determine rate. There was no murmur, rub or gallop noted. PMI is nondisplaced.

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

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

MUSCULOSKELETAL: She weight bears. She ambulates with a walker. She has trace bilateral lower extremity edema from the knees to the ankles. Moves her arms in a normal range of motion. She is right-hand dominant and able to grip glasses and utensils. She has had an increase in gait instability.

SKIN: Warm, dry and intact with good turgor. No breakdown. She does have a residual red bruise about the size of a pea on her right cheek and the remainder of her skin is warm, dry and intact.

NEURO: CN II through XII are grossly intact. She makes eye contact. Her speech is clear. She is able to give limited information and she acknowledges that her memory does not work as well as it used to. She is alert and oriented to self and Oklahoma.

PSYCHIATRIC: She was interactive. Affect congruent with situation. However, for the most part, it was somewhat blunted. She did not laugh and only smiled a couple of times.

ASSESSMENT & PLAN:
1. The patient with heart failure both systolic and diastolic. Her cardiologist is Dr. Schoeffler and at this point she states that she will see him later this year, but recently started on hospice, so we will see how that goes. She will continue with current medications as prescribed.
2. Hyperlipidemia. She is on Crestor. Lipid profile is ordered and we will assess whether this can be discontinued.
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3. History of FeSO4 anemia. CBC ordered to see if we can discontinue her daily iron supplement.

4. Atrial fibrillation, irregularly irregular rate on beta-blocker with some orthostasis. We will have her BP and heart rate check daily and we will look at medication-wise what can or should be done.

5. Depression. The patient is on Remeron 7.5 mg. I think it is feasible to increase it for some antidepressant benefit and/or change to another antidepressant, which I think would be more beneficial.

6. Sleep disorder. She states that she can get to sleep, but staying asleep that is the problem. She does take melatonin 7.5 mg q.d. I am going to increase that to 10 mg at 7 p.m. and we will monitor over the next couple of weeks if there is a benefit; if not, then either trazodone or a low-dose Restoril may be tried. I do acknowledge that it has been noted she has sedation with lorazepam; unknown what dosage that was.

7. Social. Spoke to her daughter and then separately her son-in-law about all of the above. The daughter is very involved and has comments about things that she agrees with and not, so we will just see how the patient is benefited by some changes and then we will go from there.
CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
