


ASSUME CARE NOTE

RE: Lynda Doye
DOB: 11/12/1943

DOS: 10/12/2025
Tuscany Village

CC: Assume care.

HPI: The patient is an 81-year-old female who was seen in her room, she was sitting up on her bed alert and I introduced myself, she understood and immediately told me that she wondered who her doctor was going to be and wanted me to know that she is never sick. The patient tells me that she has not been here very long; her admission date was actually 06/07/2025. The patient was limited in information that she could give about her own social life; where she was living, what she was doing prior to coming here and who if any are the people in her life who are supportive or serve as a power of attorney, she did not have that information.

The patient is followed by Psych Plus with last visit 09/09/2025; visit occurred at the previous PCP’s request. The patient was found to be calm, cooperative, in no distress without evidence of acute psychoses. No changes in medical treatment.

DIAGNOSES: Occlusion and stenosis of bilateral carotid arteries, paroxysmal atrial fibrillation, essential hypertension, hyperlipidemia, DM II, CKD, emotional lability, history of TIAs, and unsteady gait.

MEDICATIONS: Amlodipine 5 mg q.d., vitamin C 500 mg two tablets q.d., Lipitor 80 mg h.s. Eliquis 5 mg q.12h. on MWF, lisinopril 2.5 mg q.d., metoprolol 100 mg q.d., B12 100 mcg q.d., D2 2000 IU q.d., and zinc 220 mg one tablet q.d.

ALLERGIES: NKDA.

DIET: NAS regular with thin liquid.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient stated that she has never been married, has no children, tells me that her mother calls her daily and, when I asked her mother’s age, she stated 80 to 82 and then I asked her what her age is and she realized that they could not be the same age, but still insisted that her mother called her every day, she just is a different age.
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The patient states that she lived in an apartment for a long time by herself, she did work; she was a law firm clerical staff. As to smoking, she stated she does not smoke. As to alcohol, she stated that she was an alcoholic, but that she had quit about 10 years ago and she seemed very comfortable sharing that stating that it has made things so much better for her. She has a daughter named Jet and a son named Cash. When I asked her husband’s name, she could not recall. Frank Jeldy is listed as her emergency contact.

REVIEW OF SYSTEMS: She does not have a lot of teeth. When asked, the patient stated she has no difficulty chewing or swallowing. I then asked about continence of bowel and then bladder. She stated that she had no problem with either and I asked about wearing adult briefs, she stated that she did not and apparently does not wear underwear by her comment. Later, when I was doing the respiratory exam, there on the pad covering the middle part of her bed was relatively fresh light brown greenish stool and I pointed that out to her and she stated “oh! yeah! that happens all the time” so different than what she had told me initially.
PHYSICAL EXAMINATION:

GENERAL: Alert, pleasant female seated upright on her bed. She was engaging and talkative from the beginning.
VITAL SIGNS: Blood pressure 123/65 and pulse 65. The patient is 5’8” and no weight is available, but we will obtain it.

HEENT: Her hair is tousled. EOMI. PERLA. Her eyes are injected with no evidence of drainage or pruritus. Nares patent. Moist oral mucosa. Native dentition with missing teeth.

CARDIAC: She has an irregular rhythm at a regular rate. No murmur, rub, or gallop appreciated. PMI nondisplaced.

ABDOMEN: Slightly protuberant, nontender. Bowel sounds present.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. No evidence of SOB throughout the interview where she was quite talkative.

MUSCULOSKELETAL: The patient stayed sitting on her bed, moved her arms in a normal range of motion and appears to have good grip strength. I was able to get her stretch her legs out for a moment. No lower extremity edema.

SKIN: Bit dry, but intact. No bruising or breakdown noted.

NEURO: Orientation x2, person and place. She makes eye contact. Her speech is clear, but can be random at times going from one topic to another; she is redirectable. She was able to voice her needs.

PSYCHIATRIC: She appeared to be in a good mood throughout from the beginning and she was animated and pleasant throughout.
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ASSESSMENT & PLAN:

1. Cognitive impairment. It appears that she has some level of cognitive decline and given the history of TIAs, atrial fibrillation, and bilateral carotid artery stenosis those are contributing factors for vascular etiology of dementia. It does not appear that she has been treated for dementia. I will do an MMSE on visit within the next one to two weeks to assess baseline cognition and then we will consider starting either Aricept and/or Namenda.

2. Social. Frank Jeldy is her contact person, I will contact him; not sure of the relationship and get more information to help understand who this pleasant lady is.

3. Bowel incontinence. Get more information to see if the patient has stool leakage every day and, if so, there are some measures that can be done to at least help that; she is not currently on stool softeners, and we will go from there.

4. Hypertension. BPs and heart rates appear to be in good control since admit. No changes in medications therefore.

5. Hyperlipidemia. We will do a lipid profile. My question is does she need 80 mg of a statin given that she has got some unsteadiness on her feet, is there a contribution in that from the statin.

6. Iron deficiency. We will check a CBC and assess if it is iron, B12 or folate deficiency.
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Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

