


ASSUME CARE NOTE

RE: Virgie King
DOB: 05/26/1940
DOS: 10/10/2025
Windsor Hills
CC: Assume care.
HPI: The patient is an 85-year-old female; this is my first visit with her. She was seated quietly in her room in a recliner with no lights on. I asked her how she was doing and she was quiet and then she stated she felt like her chest was just full. I asked if she had had cough, any fever or chill. She had had an occasional cough nonproductive. No fevers or chills. She felt a little more tired than usual and, while she feels like her chest is full, she states she is not able to either cough anything up or blow anything out. Her appetite is fair. She has been drinking fluids. The patient has O2 that she uses p.r.n. and she had her nasal cannula placed in at 2 liters. I asked her if she had any breathing treatments, she has had those in the past, but she no longer has a nebulizer. The patient is on hospice, so I told her I would have them contacted to provide a nebulizer.
DIAGNOSES: Systolic CHF, DM II, HTN, polyneuropathy, MCI, anxiety disorder, depression, GERD, gout, insomnia, restless legs syndrome, allergic rhinitis, chronic pain syndrome and hypokalemia.
MEDICATIONS: Ativan 0.5 mg tablet one tablet q.i.d., Voltaren gel to left shoulder and arm b.i.d., guaifenesin 600 mg two tablets b.i.d., Norco 10/325 mg one tablet q.6h. SL, nitroglycerin p.r.n., triamcinolone cream 0.1% apply to affected areas b.i.d., gabapentin 100 mg one capsule t.i.d., omeprazole 20 mg two capsules q.d., allopurinol 100 mg one tablet q.d., Prozac 40 mg one capsule q.d., Norvasc 10 mg q.d., KCl 10 mEq two capsules q.d., Singulair one tablet h.s. and ropinirole 1 mg one tablet h.s.
DIET: Regular with thin liquid.
CODE STATUS: DNR.

HOSPICE: Traditions.
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PHYSICAL EXAMINATION:

GENERAL: Mildly obese female seated in her recliner. She appeared calm, but was a bit anxious about feeling congested.
VITAL SIGNS: Blood pressure 122/60, pulse 79, temperature 98.5 and respirations 18.
HEENT: EOMI. PERLA. Sclera clear. Nares patent. Moist oral mucosa. Corrective lenses in place.

CARDIAC: She has regular rate and rhythm without murmur, rub or gallop. Heart sounds are quiet.

ABDOMEN: Protuberant and nontender. Hypoactive bowel sounds.

RESPIRATORY: The patient is able to take deep inspiration at a normal rate. She has wheezing that is very specific in location and it just sounds as though her chest is tight.

SKIN: Warm, dry and intact with fair turgor.

NEURO: She is alert. She is oriented x2, has to reference for date and time. She appears a little anxious and I reassured her that I was going to address things with her and I would explain that to her when we were done.

EXTREMITIES: She has tight edema bilateral lower extremities from the dorsum of her feet up the pretibial area. There is no specific edema of both hands or arms.

ASSESSMENT & PLAN:
1. Chest tightness with wheezing noted and the patient is requiring O2 during the day. CXR AP and lateral for diagnoses of chest fullness with evident wheezing, impression is no acute cardiopulmonary disease. I reviewed it with the patient and explained it to her. She was pleased, yet did not understand why she had felt the way she did, but that has since resolved. She has a cough syrup in her room that she has taken and it contains guaifenesin and she stated she is now being able to blow some stuff up, so I told her that it is not to be taken any more than q.6h. as needed. I recommended that she let the staff keep it on the med cart and dose it to her.
2. Social. The patient then tells me after a bit that she is in a rest home, but has not been able to rest and she got here, so I asked her to tell me about that while she lived in Weatherford in a nursing home for two years and then came to Oklahoma City and she has been here three weeks, so she states she really has not been able to sleep and is just feeling out of sorts. I just let her talk and I told her all of what she was saying was understandable and so maybe just to give it some time.
3. DM II. A1c from 09/23 is 7.3. She has no diagnosis of DM II, but her A1c is in the diabetic category. We will speak with the patient about this next week and see if in the past there has been a DM II history, but maybe she is just no longer choosing to take medications.
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4. Anemia. H&H are 10.0 and 31.0.
5. Hypoalbuminemia. Albumin is 3.3. For right now, we will simply monitor as her total protein is WNL at 6.6. Remainder of CMP is WNL.

6. Lipid profile. TCHOL is WNL. The remainder of values are slightly higher than target range. The patient is on a statin and we will look at adjusting if needed.

7. Screening TSH, it is WNL at 1.99, no intervention required.

CPT 99345
Linda Lucio, M.D.
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