


INITIAL EVALUATION
RE: Carren MacLemore
DOB: 
DOS: 

CC: Admit note.

HPI: The patient is a 76-year-old female admitted for skilled care at Tuscany Village on 08/06/2025. The patient was initially admitted to OUMC on 06/27/2025, with a history of plasma cell leukemia diagnosed 09/20/2024, status post chemotherapy with CyBorD and was continuing on multiple other chemotherapeutic agents along with dexamethasone. Her admission was due to evident disease progression with nausea and emesis, low back pain and right shoulder pain. On 06/06/2025, the patient was found to have right hydroureteronephrosis for which a stent was placed. The patient’s creatinine was 1.36, which is better than her typical baseline. On admit, the patient had hyponatremia with the sodium of 133, white count elevated at 13.11 and H&H low at 9.8 and 28.2.
PAST MEDICAL HISTORY: Multiple myeloma, hypothyroid, hypertension, hyperlipidemia, coronary artery disease status post three-vessel CABG (2013), and T-II DM.
PAST SURGICAL HISTORY: Left hip replacement, ankle arthroplasty, left hip arthroplasty, and right knee arthroplasty.

MEDICATIONS: Oxycodone with Tylenol 5/325 mg one tablet p.o. q.8h., magnesium glycinate 100 mg one tablet q.d.. KCl 20 mEq p.o. q.d., calcium carbonate 500 mg q.d., tramadol 50 mg q.6h. p.r.n., thiamine 100 mg q.d., Senna Plus one tablet p.o. b.i.d. p.r.n., Oysco 500 one p.o. q.d., Remeron 15 mg h.s., Toprol 25 mg q.d., levothyroxine 150 mcg q.d., Lasix 40 mg q.d. p.r.n., folic acid 1 mg q.d., Flonase nasal spray b.i.d., Zetia 10 mg q.d., Effexor XR 37.5 mg q.d., Biotin 1000 mcg p.o. q.d., Lipitor 40 mg h.s., ASA 81 mg q.d., allopurinol 300 mg q.d. and hydrocortisone 20 mg tablet q.d. x 21 days will be completed on 08/23/2025.
ALLERGIES: BENZHYDROCODONE WITH TYLENOL, LATEX, MILK, and SULFA.
DIET: Regular thin liquid.
CODE STATUS: Full code.

FAMILY HISTORY: Noncontributory.

SOCIAL HISTORY: She is married. Nonsmoker. Nondrinker.
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REVIEW OF SYSTEMS:
HEENT: Does not wear corrective lenses. Hearing adequate without hearing aids. No difficulty chewing or swallowing.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB with baseline activity.

GI: She is treated for dyspepsia. Continent of bowel.

GU: Has a urostomy tube and bag.

MUSCULOSKELETAL: She is weight-bearing, ambulates with standby assist and the use of a walker. A wheelchair is used for transport.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert and engaging, seated upright in her hospital bed.
VITAL SIGNS: Blood pressure 131/70, pulse 70, temperature 98.2, respirations 18, and O2 sat 97%.
HEENT: She has short combed gray hair. EOMI. PERLA. Nares patent. Moist oral mucosa.
NECK: Supple. Clear carotids.

CARDIOVASCULAR: She has a regular rate and rhythm without murmur, rub or gallop. PMI is nondisplaced.
RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to positioning. No cough. Symmetric excursion. No evidence of conversational dyspnea.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: She moves her arms in a normal range of motion. She is weight-bearing with use of walker. She is able to ambulate, but is doing so slowly. The patient comments that she feels like she is losing muscle mass from lying in bed more than she is doing therapy.

NEURO: Alert and oriented x 3. Clear coherent speech, understands given information and is able to voice her need.

SKIN: Warm, dry, and intact with good turgor.
PSYCHIATRIC: The patient is in good spirits, a very positive attitude and outlook.

ASSESSMENT & PLAN:
1. History of left hip pain and has had arthroplasty in that as well, x-ray was done on 08/14/2025, and it returns negative for any neoplastic change to include fracture.
2. Increased generalized weakness. I am going to speak with PT tomorrow about what further can be done to help the patient increase her activity.
CPT 99345
Linda Lucio, M.D.
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