


ASSUME CARE NOTE

RE: Ecter Lamb

DOB: 12/14/1942

DOS: 07/10/2025

Tuscany Village

CC: Assume care.
HPI: An 82-year-old gentleman is seen today for initial visit. He is in long-term care due to multiple medical issues, which he is not able to care for himself and there is not adequate family support to assist in his care. The patient is wheelchair-bound. He is able to propel and self-transfer. The patient was cooperative. He is able to give some information and acknowledges being frustrated with his chronic medical issues. He denies any recent falls. He states that he sleeps fairly well and that pain is managed.

DIAGNOSES: Morbid obesity, chronic lower extremity edema, history of lower extremity cellulitis recurrent, generalized senile debility, hypertensive heart disease with heart failure, peripheral vascular disease, chronic obstructive pulmonary disease, major depressive disorder, GERD, and BPH.

MEDICATIONS: Aspercreme patch placed q.a.m., removed h.s. to affected area, Biofreeze topical roll-on to right shoulder b.i.d., barrier protecting cream to peri-area a.m., h.s., and after brief change, DuoNeb q.i.d.; the patient administers as solution and nebulizer kept at bedside, testosterone cypionate 0.5 mL IM q. 21 days, Trelegy Ellipta MDI one puff q.d., Wellbutrin 150 mg tablet one p.o. q.12h., cranberry extract 425 mg capsule one p.o. q.d., MVI q.d., docusate 100 mg one capsule b.i.d., Pepcid 20 mg h.s., FeSO4 325 mg one p.o. b.i.d. a.c., Proscar one tablet q.d., gabapentin 300 mg one capsule h.s., glucosamine/chondroitin capsule one p.o. b.i.d., Flonase nasal spray two sprays q.d., probiotic one capsule q.d., linaclotide one capsule q.d. pre-meal, Claritin 10 mg one p.o. q.d., losartan 25 mg one p.o. q.d., Toprol 25 mg one tablet q.d., MiraLax 17 g q.d., oxycodone 15 mg one tablet q.6h. hold if sedated, KCl 10 mEq one p.o. q.d., spironolactone 50 mg one q.d., Flomax one tablet q.d., torsemide 20 mg one tablet q.d., and Xarelto 20 mg one tablet q.d.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Obese male seated in wheelchair, alert, but quiet.

VITAL SIGNS: Blood pressure 140/75, pulse 80, respirations 18, O2 saturation 92-95%, and weight 303 pounds.

HEENT: Conjunctiva clear. Makes eye contact. Nares patent. Moist oral mucosa. Native dentition in poor repair.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Lung fields are clear. Decreased bibasilar breath sounds secondary to body habitus. No cough. Symmetric excursion.

ABDOMEN: Obese. Hypoactive bowel sounds. No tenderness or masses to palpation.

EXTREMITIES: Intact radial pulses. No cyanosis of nail beds. Chronic lower extremity edema with compression wrap to right calf. He can move limbs in limited range of motion. Weightbearing for pivot transfer.

SKIN: Warm, dry, and intact. There is scattered purpura in various stages of healing.

NEURO: Makes eye contact. He is verbal, limited input into his history, is slow in his thought process and expression of same. Orientation x2.

ASSESSMENT & PLAN: General care. The patient is dependent on assist for 5/6 ADLs, requires ongoing long-term care placement given this to include nursing care as well as care in personal assist and supervision of safety in his own environment. We will follow up with labs at next visit. Again, this is initial contact with the patient and assuming care.
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