


ASSUME CARE NOTE

RE: William Hollis
DOB: 01/29/1950
DOS: 08/01/2025
Tuscany Village LTC
CC: Assume care.

HPI: The patient is a 75-year-old gentleman who has been in residence at facility since 04/01/2025. He was previously followed by Dr. Cooper. This is my initial visit with him. He is seated in his recliner, alert and engaging in the visit. I had been contacted earlier in the week regarding the patient having cough, he had no fever or chills, and the cough was secondary to viscous sputum that he was unable to expectorate. The patient tells me today that it has just been something stuck at the back of his throat, when he has expectorated that it is thick white. He has had no fevers or chills. No headache or chest discomfort. I had requested that he get Robitussin DM, but he states that he has not been given anything that he is aware of.
DIAGNOSES: Hemiplegia and hemiparesis following CVA, hyperlipidemia, hypertension, diabetes type II on insulin, gout unspecified, depression, slow transit constipation, BPH, ASCVD status post three-vessel CABG, and diabetic neuropathy.
MEDICATIONS: Allopurinol 100 mg q.d., alogliptin 25 mg one tablet q.d., ASA 81 mg q.d., atorvastatin 40 mg h.s., Colace one capsule h.s., diclofenac gel to affected areas q.12h., Cymbalta 30 mg q.d., gabapentin 400 mg one capsule t.i.d., Imodium 2 mg p.r.n. q.3h., insulin aspart sliding scale, Jardiance 25 mg one tablet q.d., Lantus 39 units h.s., Linzess 145 mcg capsule one with breakfast, melatonin 3 mg two capsules h.s., Protonix 40 mg q.d., Plavix one tablet h.s., Proscar 5 mg q.d., Senna two tablets q.d. p.r.n., Flomax one capsule q.d., and B complex one q.d.

DIET: Regular thin inconsistency level 7.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Gentleman seated in his room. He was in a chair at bedside, alert and properly groomed.
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VITAL SIGNS: Blood pressure 128/61, pulse 78, temperature 97.6, respirations 18, O2 sat 97%, and FSBS 157.

HEENT: He has male pattern hair loss. EOMI. PERLA. Anicteric sclera. He makes eye contact. Nares patent. Moist oral mucosa.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

CARDIAC: He had an occasional regular rhythm, but generally irregular rate without murmur, rub, or gallop. PMI nondisplaced.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
NEURO: He makes eye contact. His speech is clear. He can give information. Affect congruent with situation. He tells me that he has four daughters one who lives in Phoenix and three who are here in Oklahoma City, but they do not come to visit which he states is upsetting to him.

ASSESSMENT & PLAN:
1. Sputum occasional at h.s. I am prescribing Mucinex DM 400 mg one capsule b.i.d. and we will see if that provides any benefit and then he can also take p.r.n. as needed.
2. General care. He is current on labs and has no issues regarding his medications.

CPT 99345
Linda Lucio, M.D.
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