


ASSUME CARE NOTE
RE: Richard Lawson
DOB: 05/18/1951
DOS: 11/18/2025
Tuscany Village
CC: Assume care.
HPI: A 74-year-old gentleman who I am meeting for the first time today, he was in his manual wheelchair watching television in the day room. While talking to the patient, it became notable to me that he had movements of his hands left greater than right consistent with pill-rolling. I asked the patient if he had ever been told that he has Parkinson’s disease and the patient states that no one has ever told him, but states his father and his paternal grandmother both had Parkinson’s and he is wondered if he does not have the same. He also has several siblings to his knowledge none of them was diagnosed with Parkinson’s, but a couple of them died at young ages in their late 30s or early 40s. The patient told me that he has always wanted to see someone who would evaluate whether he does have Parkinson’s and see what they can do for him. When we did the review of systems, there were problems that the patient experiences that are common among the patients with Parkinson’s disease; constipation is prominent for him and he has started to have gait instability. He is in a wheelchair, but he used to be able to transfer himself from chair to bed or chair to toilet etc., without any problem and recently he started falling; he has had three falls in the past 10 days.
DIAGNOSES: Unspecified schizophrenia, unspecified dementia, IBS, BPH, with new issue of urinary leakage and primary osteoarthritis left knee and unspecified convulsions; has not had a seizure in some time. Bilateral ocular hypertension, major depressive disorder recurrent, left eye exotropia, hypertension, nicotine dependence, hyperlipidemia, gait instability; requires wheelchair, overactive bladder, difficulty controlling bladder, and chronic constipation.

PAST SURGICAL HISTORY: The patient denies having had surgery of any kind.

MEDICATIONS: Amitriptyline 5 mg h.s., Wellbutrin 100 mg q.d., dicyclomine 10 mg one capsule t.i.d., Aricept 10 mg two tablets h.s., dorzolamide eye drops one drop left eye b.i.d., fenofibrate one tablet h.s., folic acid 1 mg q.d., latanoprost eye drops one drop OU h.s., lisinopril 10 mg one tablet q.d., melatonin 5 mg h.s., oxybutynin 5 mg t.i.d., phenytoin 250 mg b.i.d., Miralax q.d., propranolol 40 mg b.i.d., Zocor 40 mg h.s., and trihexyphenidyl 2 mg one tablet q.d.
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ALLERGIES: NKDA.
DIET: Regular large portions, thin liquids. He gets a house shake twice daily and a snack at bedtime.

CODE STATUS: Full code.
The patient’s most recent ER visit was on 11/06/2025, post fall and diagnosed with a closed head injury, returned from ER same day with no medication changes.

Lab Work: The patient was recently tested for UTI on 11/05/2025, and was found to be negative. BMP showed an elevated BUN to creatinine ratio of 33.0 and a BNP that was WNL. CBC showed an H&H of 11.0 and 32.2. MCV elevated at 93.1, so slightly elevated. MCH WNL

SOCIAL HISTORY: The patient is single, has never been married and has no children. A smoker since, he states, the age of 7, currently smokes 10 cigarettes q.d. He states that he has not had alcohol in approximately 15 years. Prior to that, drank heavily. Work-wise, the patient worked construction maintenance work.

FAMILY HISTORY: Father had Parkinson’s disease as did paternal grandmother. He has a brother who has dementia and his mother had depression; she committed suicide when he was a 2-year-old.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient states that he has lost weight, but not sure how much and not sure of what his baseline weight is.

HEENT: He wears corrective lenses. His hearing is good, does not require hearing aids. Has native dentition.

CARDIAC: He denies chest pain or palpitations.

RESPIRATORY: He states that he occasionally gets short of breath, rare to have a cough and when he does, it is nonproductive.

GI: The patient states that constipation is common for him and, when asked when his last BM was, he stated that he thought it was 25 days and I told him that seemed impossible and he stated that it has been a while, but he cannot tell me how long and states that it is an ongoing problem for him.

GU: The patient has urinary incontinence that he states has just increased over time. He has been checked for UTI and negative and that was a couple of months ago. He is on a medication for OAB at low dose, he does not see benefit.
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MUSCULOSKELETAL: The patient gets around in a manual wheelchair that he propels. When I asked how long he has used a wheelchair, he stated that it has been about one year and the reason for using it is that his legs became weak and he was just unable to hold himself up for any distance. Recently, he has been having falls when he is trying to transfer himself from wheelchair to bed or wheelchair to toilet or vice versa, stating that he used to be able to do that without any problem and now he has been having as I stated falls.

PHYSICAL EXAMINATION:

GENERAL: The patient was seated in his wheelchair watching television in the day room. He was cooperative to being seen.
VITAL SIGNS: Blood pressure 134/74, pulse 65, temperature 97.4, respiratory rate 18, O2 sat 97%. The patient is 5’6” and weighs 156.2 pounds with a BMI of 25.2.
HEENT: He has full-thickness hair that was tousled. EOMI. PERLA. Anicteric sclera. Wears corrective lenses. Nares patent. Dry oral mucosa. Native dentition in somewhat poor repair. Nicotine odor about him.

NECK: Supple. No LAD. Carotids are clear.

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

RESPIRATORY: He has difficulty taking a deep breath and weak expiratory effort. No cough. No SOB with speech.

ABDOMEN: Soft without distention or tenderness. No masses. Bowel sounds present.
MUSCULOSKELETAL: He has intact radial pulses. No lower extremity edema. Moves his arms in a normal range of motion. He has good grip strength, was able to reach for and hold a coffee cup that was partially filled without any difficulty. Lower leg strength is adequate for propelling himself around. He is able to weight bear, but needs to hold on to something; otherwise, he falls as he has done so recently. He has no lower extremity edema. He has significant pill-rolling with both hands the left greater than the right and that went on throughout the interview. When I pointed it out, he stated he was aware of it and tries to stop it, but it just starts up automatically.

NEURO: CN II through XII grossly intact. He is alert, oriented to person and place. His speech, he mumbles and, when asked to be clear, he just tried, but his speech is shy of being fully articulate. He gives brief answers to basic questions. He has evident memory deficits primarily short-term. His affect is generally blunted, but he does make eye contact when speaking.

PSYCHIATRIC: He appears to be with somewhat bland affect that remains the same.

SKIN: Warm, dry, and intact with fair turgor.
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ASSESSMENT & PLAN:

1. Symptoms consistent with Parkinson’s disease or parkinsonism. The patient has a positive family history two generations; his father and his paternal grandmother and with the stigmata that I saw and what he talked about the chronic constipation and the new gait instability resulting in falls are consistent with Parkinson’s disease or parkinsonism. We will try to get evaluation at OU Neurology Clinic and see if that is even feasible. If not, we will consult with a local neurologist in private practice as to whether starting Sinemet is advisable for the patient.
2. Overactive bladder. The patient takes oxybutynin 5 mg three times daily with minimal benefit by his report. We will adjust the oxybutynin to 5 mg q.i.d. and monitor for a month; if there is no benefit, we will change to Detrol LA 2 mg b.i.d.
3. Chronic constipation. MOM has been changed to 30 mL routine on MWF and he will continue the q.d. p.r.n. and the patient has been on dicyclomine 10 mg t.i.d. routine with the known side effect of constipation. So, I am decreasing the dicyclomine, which apparently he receives for IBS. However, I think that it is probably the wrong treatment because if he had IBS he has got the constipation component, which is not treated with dicyclomine, but I am going to decrease it to once daily and we will see if there is an improvement.
CPT 99310
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

