


ASSUME CARE NOTE

RE: Christopher Snodgrass

DOB: 08/22/1976

DOS: 10/17/2025
Windsor Hills
CC: Assume care.

HPI: A 49-year-old gentleman who I am meeting for the first time, he was in his room lying in his hospital bed watching television, he was awake and made eye contact. After introducing myself and just telling him that I wanted to kind of learn about him and see what needs to be done that has not been done. The patient was a bit sullen initially and then just started talking some sharing about the fact that he just lies in the bed all day and has lost the ability to walk due to not doing anything. He asked me if there was a possibility of getting an electric scooter that that would change his world, which I am sure he would; however, I told him it is not an easy feat to accomplish to get Medicare to cover the cost. I had talked to the facility nurse, she came in and told him that there are wheelchairs that he can use and he can be transported out onto the unit and then maybe PT can work with him too, then propel the WC. The patient is status post a CVA, which left him with left side hemiplegia and fortunately he is right-hand dominant. The patient then just started talking about his wife and he tells me that she died about four months ago. He states that he got a call that she was in a car accident and was being taken to the ER, he did not hear anything further until four days when one of his children; he has two 14 and 16, told him that they were going to be disconnecting life support. He stated he was shocked and stated what has happened in the past four days and he did not talk about it any further. The patient had labs that were recently done and I reviewed them with him and he was receptive and listened.

DIAGNOSES: Status post CVA with left side hemiplegia occurred 08/17/2021 and it was after that event that he was then brought to Windsor Hills. Hereditary and idiopathic neuropathy, anxiety disorder, Parkinson’s disease with dyskinesia, GERD, diabetes mellitus type II, COPD, HTN, and major depressive disorder.

MEDICATIONS: DuoNeb q.6h. p.r.n., Coreg 3.125 mg one tablet b.i.d., Lantus 26 units h.s. and 30 units q.d., NovoLog sliding scale, hydroxyzine 25 mg h.s., Pataday eye drops OU q.d., Senna one tablet q.d., Prevagen one capsule q.d., Triad to peri-area, simethicone 125 mg t.i.d., Symbicort two puffs b.i.d., albuterol HFA two puffs q.4h. for wheezing p.r.n., Norco 5/325 mg one tablet q.6h., MiraLax q.d., Lexapro 5 mg three tablets q.d., Tums 500 mg one tablet b.i.d., KCl 20 mEq two tablets q.d. and Mirapex 0.75 mg one tablet q.d.
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ALLERGIES: GABAPENTIN, KETOROLAC, BACTRIM, and TRAMADOL.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient lying initially quietly, but he became engaged and told me about his condition and his concern and sadness that he feels he is just going downhill and spends his day just lying in bed. He was a bit resistant when I talked to him about getting up into the manual wheelchair and being out in the day area for activities at least one meal daily and that the socialization is important, he has been isolating himself in his room. He was quiet, but did not resist.
VITAL SIGNS: Blood pressure 155/85, pulse 85, temperature 98.2, respirations 20, O2 saturation 93%, weight 239 pounds, and FSBS 289.

HEENT: He has long hair, facial hair as well. Wears glasses. EOMI, PERLA. Nares patent. Moist oral mucosa.

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

RESPIRATORY: Anterolateral lung fields are clear. No cough and symmetric excursion.
ABDOMEN: Distended but soft, nontender. Bowel sounds present.

MUSCULOSKELETAL: He moves his right arm, his left arm and leg are immobile and he has flexion contractures of both hands and feet. Palm of his left hand is soft and smooth, but intact and the plantar surface of his left foot is also soft and intact.

SKIN: Warm and dry. No bruising, abrasions, or breakdown noted.

PSYCHIATRIC: Initially, a bit sullen. I think it is reasonable that he is frustrated and a bit angry that his life is confined to lying in bed in a room by himself day in day out; to that extent, I am writing that he has to get up for a meal at least once daily and attend at least two activities a week that is what we are going to start and then build on that. I am also going to talk to the DME person in our group to see what can be done to help get him an electric wheelchair.

ASSESSMENT & PLAN:

1. Disordered sleep pattern. The patient can get to sleep, but then wakes up and is restless for a while and it just takes a while before he falls asleep, so melatonin 5 mg two tablets at h.s. and Ativan 1 mg h.s., which is primarily for his anxiety.

2. Anxiety disorder. BuSpar 7.5 mg b.i.d. for three days, then we will increase to 12.5 mg b.i.d.

3. Potassium use. The patient has an order for KCl 20 mEq and no diagnosis of hypokalemia history, but he receives the 20 mEq two tablets q.a.m. and I am changing that to the current order of two tablets put on Monday, Wednesday, and Friday only, the remaining four days of the week it will be just two tablets q.d. We will follow up with a potassium check on 10/31.

4. Anemia. CBC 09/03/2025 shows an H&H of 10.9 and 34.6 with normal MCV, MCH, and platelet count low at 159.
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5. Hypoalbuminemia. CMP review shows an albumin of 3.3 and total protein is 6.4 just on the edge of low end of normal.

6. Hypocalcemia. Calcium is 8.2; then, I believe it was there that Tums 500 mg b.i.d. was started.

7. DM II. On 06/17/2025, A1c was 7.5 a little higher than desired; it should be 7.0 or below and I am ordering a quarterly A1c.

8. Social issues. I do not know if his children have come to visit him or who his POA is, so we will try to find out and see if I can speak with someone regarding the patient.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

