


ASSUME CARE NOTE
RE: Tony Strand
DOB: 01/31/1957
DOS: 09/08/2025
Windsor Hills LTC
CC: Assume care.
HPI: A 68-year-old gentleman seen in room. He was dressed and up out of bed. The patient is nonverbal and seated in his wheelchair. He made limited eye contact and unable to give information. He did cooperate with exam.
DIAGNOSES: Severe vascular dementia with BPSD, paraplegia, seizure disorder, senile debility, hypertension, dysphagia, lumbar degenerative disc disease with chronic low back pain, chronic constipation, bilateral lower extremity edema, major depressive disorder, recurrent, moderate, bipolar disorder with manic features and insomnia.
MEDICATIONS: Quetiapine 150 mg one tablet b.i.d., MiraLAX q.d., Norvasc 5 mg q.d., metoprolol 25 mg b.i.d., MDI of albuterol and Atrovent q.8h. p.r.n., KCl 20 mEq q.d., Senna one tablet b.i.d., Claritin 10 mg one q.d. and carbamazepine 200 mg one tablet q.i.d.
ALLERGIES: NKDA.
DIET: Pureed with liquids honey consistency. The patient receives Pro-Stat 30 mL q.d. with house shake t.i.d. after each meal.
CODE STATUS: Full code.
PHYSICAL EXAMINATION:
GENERAL: Well-developed, nourished gentleman seated upright in his manual wheelchair just staring straight ahead.
VITAL SIGNS: Blood pressure 134/69, pulse 85, temperature 97.3, respirations 16, O2 sat 99%, and weight 158.8 pounds.
HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa. Poor dentition.
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CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: It took some effort to get him to do deep inspiration, but he did eventually. He has a few scattered rhonchi mid lung fields improved with clearing of throat and/or cough.

ABDOMEN: Protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: He has fairly good neck and truncal stability seated in his wheelchair. He requires transfer assist, but can weight bear to assist and had no lower extremity edema.

ASSESSMENT & PLAN:
1. Anemia. H&H are 12.4 and 38.4 with normal MCV and MCH. WBC count slightly elevated at 9.34; no evidence of infection and slightly elevated platelet count of 357; no intervention required.
2. Hypoalbuminemia. Albumin is 3.2 and total protein is 6.0. Pro-Stat was started thereafter and we will do a followup in two months.
3. Hypocalcemia. Calcium is 8.2. I am ordering TUMS chewable 750 mg b.i.d. and we will do followup labs after 60 to 90 days.
4. Thyroid function. TSH was drawn at 2.85. The patient is not on thyroid replacement therapy, so WNL.
5. DM II screening. A1c is 5.4 in a patient without diabetic treatment.
6. Lipid profile. The patient is not on a statin. TCHOL is 147.8 with an HDL and LDL of 46 and 80; all values WNL.
CPT 99310
Linda Lucio, M.D.
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