


ASSUME CARE NOTE

RE: Lea Anne Colvin
DOB: 10/25/1942
DOS: 09/25/2025
Windsor Hills
CC: Assume care.

HPI: An 82-year-old female seen in room. Staff had told me that she had a reddened periarea with really irritated appearing skin. There had been no bleeding or breakdown noted. When I spoke to the patient, she stated that her bottom did hurt and I told her that we are going to add some things to the treatment so that it would get better sooner and she was happy about that. Overall, the patient is in good spirits I saw her later propelling herself around in her manual wheelchair.
DIAGNOSES: COPD, chronic pain syndrome, hypothyroid, anemia, HTN, HLD, depression, history of TIA and CVA, and history of DVT with PE.

MEDICATIONS: Coumadin 2 mg one tablet Monday, Tuesday, Wednesday and Thursday, Coumadin 5 mg one tablet Friday, Saturday, and Sunday, and Coumadin 2.5 mg one tablet Monday, Tuesday, Wednesday and Thursday, D3 25 mcg one q.d., calcitriol 0.25 mcg one capsule q. Monday, Wednesday and Friday, Premarin vaginal cream q.a.m. MWF, Tylenol ES 500 mg two tablets t.i.d., MVI q.d., torsemide 20 mg one tablet q.d., levothyroxine 112 mcg q.d., pravastatin 20 mg h.s., and metoprolol 75 mg b.i.d.
ALLERGIES: PCN, TUBERCULIN, and PPD.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: The patient was well groomed. She was alert, pleasant and cooperative to exam.

VITAL SIGNS: Blood pressure 122/73, pulse 88, temperature 97.9, respirations 18, O2 sat 97%, and weight 232 pounds.

HEENT: She has short groomed hair. EOMI. PERRLA. Sclerae clear. She is bright eyed. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.
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RESPIRATORY: She has a good respiratory effort at a normal rate. Lung fields are clear. No cough. Symmetric excursion.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She has good neck and truncal stability in her manual wheelchair that she propels using feet and arms. No lower extremity edema.

NEURO: She is alert and oriented x2. She has to reference for date. Speech is clear. She can make her needs known, understands given information and she appeared to have appropriate affect to situation.

SKIN: Warm, dry and intact. Some senile changes but not remarkable.

ASSESSMENT & PLAN:
1. Anticoagulation to prevent recurrent CVA and history of TIA. INR is 1.52 and we will adjust Coumadin dose so that the routine 5 mg was given Friday, Saturday and Sunday will now be given Thursday, Friday, Saturday and Sunday and then the 4.5 mg Coumadin will be changed to Monday, Tuesday and Wednesday. PT/INR will be drawn one week after these changes are implemented.
2. Reddened peri and bottom area. I am adding Diflucan 200 mg one tablet on arrival and then another one in 72 hours and to clean dry area, to apply nystatin cream at h.s. and during the day nystatin powder.
CPT 99350
Linda Lucio, M.D.
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