


ASSUME CARE NOTE

RE: Susan Pearl

DOB: 07/25/1946

DOS: 07/10/2025

Tuscany Village LTC

CC: Assume care.
HPI: A 78-year-old female seen in room, she was in her pajamas sitting up on her bed, she was alert and very engaging. The patient wanted to talk about her stuffed animals and her dolls. She was random and tangential and redirection to answer questions was not successful. The patient had a recent fall without injury; when I brought it up, she did not want to talk about it and she was not able to give information.

DIAGNOSES: Cerebral palsy, Alzheimer’s type dementia, generalized anxiety disorder, hyperlipidemia, moderate intellectual disability, GERD, mood disorder, and senile debility.

DIET: Regular and thin liquids.

ALLERGIES: NKDA.

MEDICATIONS: Vitamin C 500 mg one tablet h.s., Os-Cal one p.o. h.s., Pepcid 20 mg h.s., Lamictal 12.5 mg q.d., Namenda 28 mg q.d., Remeron 7.5 mg h.s., pravastatin 20 mg h.s., Senna two tablets h.s., and Zoloft 12.5 mg every other bedtime.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated comfortably on her bed. She is alert and engaging.

VITAL SIGNS: Blood pressure 114/70, pulse 68, temperature 97.4, respirations 16, O2 saturation 93%, and weight not available; her last weight on 03/03/2025 was 111.2 pounds.

NEURO: She makes eye contact. She is verbal. She can be random, limited redirection. Affect: She appears calm, will smile on occasion and wants me to look at her doll collection. Not able to give information about her general health.

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

RESPIRATORY: Normal effort and rate. Her lung fields are clear without cough and symmetric excursion.
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ABDOMEN: Soft. Bowel sounds hypoactive, but present. No distention or tenderness.

MUSCULOSKELETAL: She repositions herself readily on the bed, did not observe weightbearing. She has no lower extremity edema.

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

PSYCHIATRIC: She appears to be in good spirits. She can readily get agitated if not going along with her direction.

ASSESSMENT & PLAN:

1. Assume care. This is initial contact with the patient. No change in current medications. On 12/05/2024, CMP ordered and shows hypoproteinemia, T-protein and ALB are 3.3 and 5.2 and we will check to see if the patient is on a protein supplement daily; if not, we will start one.

2. Hyponatremia. Sodium was 146. The patient did not show evidence of volume contraction; at that time, she was told to increase fluid intake and we will do a followup lab when seen next visit, a CMP will be ordered.

3. Hypocalcemia. Calcium is 8.1 we will look into for calcium supplement for the patient.

4. Hypokalemia. Potassium mildly depressed at 3.4. We will look at KCl 10 mEq two days weekly and then do a followup lab.
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