


ASSUME CARE NOTE

RE: Edward Tubbs
DOB: 07/27/1932
DOS: 09/23/2025
Tuscany Village
CC: Assume care.

HPI: A 93-year-old gentleman seen for initial visit. He was in his room seated in his wheelchair just working out little things on his bedside table. The patient was pleasant and cooperative to being seen. He is a bit hard of hearing, so I had to talk quite loud, but when he understood, he was able to give coherent answers to questions. The patient was admitted to the facility on 05/01/2025 coming from his home where he lived alone for the past 33½ years. The patient has been widowed since that time. The patient states he has two sons; one was killed in a car accident, the other one served in the marines and states that when he came back from his military service that he just was not the same and he is out using drugs and alcohol and states that he does not keep in touch with him. The patient states that he had friends who helped him get into the facility here and he is appreciative of the help that he receives. The only complaint was that his bed has a bad mattress and he wanted to know what could be done about that.
On 09/09/25, the patient was seen by INTEGRIS Health Orthopedics Department and diagnosed with a closed nondisplaced fracture of the lateral malleolus of left fibula. Routine healing was opted for with followup scheduled. The patient is weightbearing as tolerated on his left leg and PT for strength and endurance was ordered.

DIAGNOSES: Gait instability which has led to multiple falls; he requires a manual wheelchair, multiple fractures of ribs and a left fibula fracture also due to a fall, chronic pain, dry eye syndrome, hyperlipidemia, generalized weakness, and glaucoma.

PAST SURGICAL HISTORY: Will be discussed with the patient later.
MEDICATIONS: D3 25 mcg q.d., Omega-3 1200 mg q.d., lidocaine patch to affected area, MiraLAX q.d., Ocuvite one capsule q.d., Systane eye drops OU q.4h. p.r.n., timolol eye drops OU q.d., tramadol 50 mg q.4h. p.r.n., B12 250 mcg q.d., and vitamin C 1000 mg q.d.
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ALLERGIES: NKDA.

DIET: Mechanical soft, thin liquid.

CODE STATUS: Full code.
SOCIAL HISTORY: The patient was married, but has been widowed 33½ years, two sons one who is passed away and one with whom he has little contact secondary to son’s lifestyle of drinking and drug use. He also has grandchildren in California that he does not see.

FAMILY HISTORY: Noncontributory.

PHYSICAL EXAMINATION:

GENERAL: Elderly gentleman who is well developed and nourished with a smile on his face and cooperative.

VITAL SIGNS: Blood pressure 113/61. Pulse 70. Temperature 98.0. Respirations 18. O2 sat 97%.
HEENT: He has male pattern baldness. EOMI. PERLA. Wears corrective lenses. Nares patent. Moist oral mucosa. The patient wears full dentures.
NECK: Supple. Carotids clear.

RESPIRATORY: He has a normal effort and rate. Clear lung fields with decreased bibasilar breath sounds secondary to body habitus.

CARDIOVASCULAR: He had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Obese and nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: Intact radial pulses. He has bilateral lower extremity edema from distal pretibial to ankle at +1. He moves his arms in a normal range of motion, propels his manual wheelchair. He is able to weight bear for transfers.

NEURO: He is alert and oriented x2, person and place. He makes eye contact when speaking to you. His speech is clear. He is able to express his need. He can give information; the caveat is he is very hard of hearing and does not have hearing aids, so we have to speak quite loudly and, if he understands, he is able to give information. Cranial nerves II through XII are grossly intact.

PSYCHIATRIC: He appears to be in good spirits, taking things in stride. He acknowledged that there are some things that he would like to have addressed; his bed mattress is uncomfortable, but states that he is seeing people here that are worse off than him, so for that he remembers to be grateful.
SKIN: Warm, dry and intact. I did not see any bruising or breakdown noted. There are areas of dryness on his feet which he also acknowledges.
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ASSESSMENT & PLAN:
1. Initial contact with elderly gentleman. He was pleasant, noted to be very hard of hearing, in a manual wheelchair that he can propel and he was recently seen at INTEGRIS Orthopedics Department for a closed nondisplaced fracture of his left fibula. He was receiving PT for strengthening and conditioning.
2. Anemia. Per CBC on 05/12/2025, H&H are 12.2 and 35.9 with macrocytic indices and we will start the patient on a B12 vitamin. Remainder of CBC was WNL.

3. BMP review. All values are WNL. We will follow up with the patient regarding any needs to include PT and what gains he may have made.
CPT 99310
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
