


ASSUME CARE NOTE

RE: Jerry Gaines
DOB: 08/26/1942
DOS: 01/15/2026
Tuscany Village
CC: Assume care.

HPI: An 83-year-old gentleman seen in room for H&P. He is alert and cooperative. The patient was very engaging, did require redirection as he was tangential. 
PAST MEDICAL HISTORY: Hypertensive heart disease, atrial fibrillation, prostate cancer, CKD stage IIIB, and nonrheumatic mitral valve prolapse.

PAST SURGICAL HISTORY: The patient states dental surgery is all that he has ever had.

MEDICATIONS: Eliquis 2.5 mg b.i.d., metoprolol 12.5 mg q.d.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient has never been married. He has no children. He lived at home with his mother and had a medical event that his friends then told him that he needed to go where he would have somebody that could help him rather than waiting for his friends to notice he was missing and that issue was spell of atrial fibrillation where he felt short of breath and uncomfortable. The patient has two sisters; one lives in Tulsa, the other in Arizona and she is his POA. He states that they both keep in contact with him. The sister who is his POA is Susan Gaines-Palm.

FAMILY HISTORY: Denies history of heart disease, diabetes or dementia.

CODE STATUS: DNR.

DIET: Regular with thin liquids.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s baseline weight is 120 pounds. He states that he is usually there or few pounds under. He states his appetite is good.
Jerry Gaines
Page 2

HEENT: He wears readers. He has native dentition. His hearing is good. He does not wear hearing aids.

RESPIRATORY: He denies cough.

CARDIOVASCULAR: Again he brings up the issue of atrial fibrillation, but denies any chest pain, rapid heartbeat or shortness of breath.

MUSCULOSKELETAL: He can ambulate independently for short distances. When he is out on the unit, he is encouraged to use a walker. He states his last fall was about three to four weeks ago and no injury.

GI: Denies dyspepsia. He has a good appetite. He is continent of bowel. Denies constipation.

GU: Continent of urine.

PSYCHIATRIC: He denies depression or anxiety.

PHYSICAL EXAMINATION:

GENERAL: Pleasant older gentleman seated comfortably in his room. He was alert and engaging.

VITAL SIGNS: Blood pressure 119/74, pulse 67, temperature 97.6, respirations 16, O2 sat 98%, height 5’6”. He weighs 125.4 pounds with a BMI of 20.2.

HEENT: He makes eye contact. Affect congruent to situation. Moist oral mucosa.

NECK: Supple. Native dentition in fair repair. No LAD. Nares patent.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: Regular rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: The patient is ambulatory. He has a walker that he generally uses, but often will go without it. He has had no falls. He moves arms in a normal range of motion. Good grip strength. No lower extremity edema.

NEURO: He is alert and oriented x2. He has to reference for the date. Speech is clear. Ask appropriate questions and appears to understand given information. He does repeat himself some evidence of short-term memory deficits. 
SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. General care. The patient has not had lab work since his admit. So, I am ordering CMP, CBC, TSH and A1c. 
2. Medical. The patient states that he is followed by Dr. Latimer at Mercy Hospital for his atrial fibrillation.
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