


ASSUME CARE NOTE

RE: Marquis Grant
DOB: 01/03/1946
DOS: 10/10/2025
Windsor Hills
CC: Assume care.
HPI: A 79-year-old gentleman who I am meeting for the first time, he was out in the dining area between mealtimes and just visiting with someone. I was asked to see him because of complaints of pain on the right side of his chest. He was seated there comfortably, he was alert. I introduced myself and he was quiet and smiled. I asked him to tell me about what had been bothering him and he puts his hand across his right side and just states that it has been hurting and I asked for how long and he stated for a while now like a matter of several weeks to months. He denies any trauma. No change in how he sleeps or the activities that he is doing. I then asked to take a look at his area and he just pulls his jacket out and able to lift his shirt up and there on the lateral chest wall as well as going anteriorly on his abdomen there was evidence of ruptured vesicles that were trying to like scab or heal over with some pink and yellow slough and no drainage. No active vesicles at this time. He stated that the skin like when I was touching it he stated that that was just that hurt and I stated does it just feel tender and he stated yes and even clothes coming close to it hurts and then I was given a view of the topicals that were being put on there to try to make it better and nothing has worked to date.
DIAGNOSES: CKD with history of UTIs, DM II, overactive bladder, bullous pemphigoid, thoracic discitis, generalized muscle weakness, seborrheic capitis, glaucoma, HTN, scoliosis, GERD, major depressive disorder, insomnia, anxiety disorder, HLD, constipation and BPH.
MEDICATIONS: Tacrolimus to face, groin and underarm one time daily, triamcinolone cream to affected areas b.i.d., doxycycline 100 mg one tablet b.i.d., Novolin R sliding-scale, Januvia 50 mg q.d., mometasone apply to scalp q.12h. p.r.n., citalopram 10 mg q.d., MVI q.d., Tylenol 8 Hour one tablet b.i.d., metoprolol 25 mg q.d., ASA 81 mg q.d. and D3 50 mcg q.d.
ALLERGIES: SULFA, MILK and MILK PRODUCTS.
DIET: Regular.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Older gentleman who was pleasant and cooperative to being seen.
VITAL SIGNS: Blood pressure 152/83, pulse 72, temperature 97.4, respirations 18, temperature 98% and FSBS 233.
HEENT: He has long gray hair. EOMI. PERLA. Eyes are bit sunken. Nares patent. Moist oral mucosa.

CARDIAC: He has a regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

SKIN: He has evidence of ruptured vesicles on his right side into his belly and on the backside from about the shoulder to a little over midway down. There is no active drainage, no new vesicles and he states that the skin just feels a little tender. He has to be careful he states with showering because the water on it hurts. He avoids scratching his skin anywhere.

MUSCULOSKELETAL: The patient has manual a wheelchair that he propels himself around in. Moves arms in a fairly normal range of motion with good grip strength. He is weight-bearing for transfers and trace ankle edema, nothing significant.

NEURO: He is alert and oriented x2, has to reference for date. His speech is clear and he makes eye contact. He is just very comfortable to talk to and tells me that he is from Georgia and Tennessee, has an evident southern accent and seems to get along with people around him.

PSYCHIATRIC: While we talked about the skin issues, he seemed to take it in stride though he hopes that it heals quickly.

ASSESSMENT & PLAN:

1. Skin disorder diagnosed as bullous pemphigoid and treated with topicals. I am not sure who the treating physician is; whether it is a dermatologist, which I think is most likely and I will address that with him next time I see him.
2. DM II. A1c was last drawn 05/08 and it was 7.0, which is the high end of normal for his age, so he is just within target range. We will do a followup three-month A1c, pending that value we will determine what needs to be adjusted in his current medications.
3. Anemia. CBC shows H&H of 10.2 and 31.1. MCV mildly elevated at 95.7. MCH WNL. The patient is on an MVI, so we will consider whether B complex needs to be added.
4. Lipid profile. TCHOL is 127 with HDL and LDL within target ranges as are triglycerides. No treatment required.
5. Hypertension. Today’s systolic is elevated at 152. Review of the past month’s readings, that was the only reading that was 50 or greater, the next highest would be 138 and then diastolic ranges between 60 and 81. No changes in his BP med.

CPT 99350
Linda Lucio, M.D.
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