


ASSUME CARE NOTE

RE: Lawrence Jones
DOB: 09/30/1950
DOS: 09/12/2025
Windsor Hills Skilled Care
CC: Assume care.
HPI: A 74-year-old gentleman seen for the first time. He was in his room lying in bed. He was awake, made eye contact, how much he understood of what I said was difficult to ascertain.
PAST MEDICAL HISTORY: Displaced intertrochanteric fracture of right femur status post ORIF, colostomy with GI bleed status post hospitalization, interstitial cystitis with suprapubic catheter, moderate protein calorie malnutrition, iron deficiency anemia, chronic pain syndrome, BPH, and GERD.

MEDICATIONS: Sucralfate 1 g q.6h., ASA 81 mg q.d., Protonix 40 mg t.i.d., VESIcare 5 mg q.d., Remeron 7.5 mg, simethicone capsule 125 mg one capsule q.a.c. and h.s. and Eucerin lotion to feet q.d., gabapentin 300 mg b.i.d., thiamine 100 mg q.d., MVI q.d., and folic acid 1 mg q.d.
ALLERGIES: NKDA.

CODE STATUS: Full code.

DIET: Regular with thin liquid.

PHYSICAL EXAMINATION:

GENERAL: Older gentleman lying in bed. He kept his eyes closed, but when I asked questions, he would respond with a groan or grunt and when I asked if he understood what I was saying, he shook his head yes. 
VITAL SIGNS: Blood pressure 109/66, pulse 78, temperature 97.2, respirations 17, O2 sat 96%, FSBS 116 and weight 142.8 pounds.

RESPIRATORY: Anterolateral lung fields are relatively clear. No cough. Symmetric excursion. Decreased bibasilar breath sounds.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.
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ABDOMEN: The patient has a colostomy. Content is soft and brown stool. No evidence of blood. Abdomen with positive bowel sounds. No distention or tenderness to palpation.

MUSCULOSKELETAL: Dressing over his right femur incision site. There is no lower extremity edema. The patient can move arms. He has adequate grip strength to hold utensils or cup. He is a full transfer assist. He is weightbearing on his left lower extremity.

NEURO: Orientation to self. He can speak, but he is very quiet per staff and he will just say a few words at a time. He is cooperative to care, how much he understands of what is said, difficult to ascertain.

GU: Suprapubic catheter in place. Stoma side appears clean and tubing is secured.

SKIN: Excluding his surgical incision site of the right femur, his skin is intact, lower extremities, feet and ankles, skin is dry, but has Eucerin placed twice daily. No bruising of upper extremities and skin is intact.

ASSESSMENT & PLAN:
1. Status post ORIF for right femur fracture. As a result of a fall, pain is managed in PT will start. He appears stable. He was quiet and did not voice complaints.

2. Status post GI bleed. This occurred during hospitalization. I am told that the patient was transfused, but it is unclear how many units and we will search for hospital notes that support that. 
3. Chronic pain syndrome. Pain appears managed at this point in time. When asked if he was having pain, the patient did not respond and I asked him to say something if he was having pain and he looked at me did not say anything. So, I am assuming that his pain is adequately managed. Currently, he receives Tylenol ES one tablet q.12h. 

4. Colostomy care. Staff will monitor for evidence of blood in his output and continue with stoma caring securing of tubing. 
5. CBC review. This was obtained on 09/18/25 H&H are 9.7 and 29.2 which are low. Platelet count WNL and indices are WNL most likely acute blood loss anemia and we will monitor. 
6. CMP review. Creatinine is 1.34. The patient has a diagnosis of CKD.  We will look for comparison values to assess change in this baseline creatinine. Otherwise, remainder of the CMP values WNL. 
7. Screening A1c, it returns at 5.7 which is in the nondiabetic range. 
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