


ASSUME CARE NOTE

RE: Janice Majors
DOB: 12/05/1934
DOS: 01/29/2026
Somerset AL

CC: Assume care.

HPI: A 91-year-old patient seen in her room. She was very pleasant. Her room is very well appointed. She had a tea set on a coffee table and we commented on that which she seemed pleased about. The patient after talking to her about her history and asking about any current issues, she brought up that she felt like she had a scab on her bottom and irritation around her anus and stated that she thinks she has got hemorrhoids as well. The patient tends to have more constipation than not, so I told her we would also address that. Overall, the patient was very pleasant and able to give information.

DIAGNOSES: Atrial fibrillation, CAD, CHF, HTN, HLD, hypothyroid, macular degeneration, and anemia unspecified.

PAST SURGICAL HISTORY: Two-vessel CABG, cholecystectomy, pacemaker placed x 2, hysterectomy, right ankle fracture with ORIF and Dr. Anderson at INTEGRIS is her cardiologist.

MEDICATIONS: Amiodarone 100 mg b.i.d., Lipitor 40 mg h.s., Eliquis 2.5 mg b.i.d., levothyroxine 50 mcg q.d., metoprolol 25 mg b.i.d., Remeron 7.5 mg h.s., FeS04 one tablet q.d. a.c., Debrox ear drops two drops per ear twice weekly, vitamin D 3000 IUs q.d., Refresh Tears OU two drops q.d., and liquid gel ophthalmic solution thin strip to each eye h.s.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient is divorced. She was a homemaker and then became a realtor and worked as one for many years. She has three children. POA is daughter Vicki D.

CODE STATUS: DNR.

DIET: Regular.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient states that her weight was generally in the mid 130s, believes that it has decreased at this time stating that it is currently 126 pounds. 

HEENT: She wears corrective lenses. Hearing is adequate without hearing aids. She has a permanent bridge. No difficulty chewing or swallowing.
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RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: Denies chest pain or palpitations.

MUSCULOSKELETAL: The patient uses a walker. She states that she had a fall that landed her in the hospital and as a result her family said “can’t live by yourself” so she is in AL and is okay with that.

GI: Good appetite. No dyspepsia. Continent of bowel. She has had constipation as an issue.

GU: She has some urinary leakage, but for the most part is continent.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed, very pleasant, alert and conversant.

VITAL SIGNS: Blood pressure 129/65, pulse 60, temperature 97.1, respirations 16, and weight 122 pounds.

HEENT: Her hair is groomed. EOMI. PERRLA. Anicteric sclerae. Nares patent. Moist oral mucosa. She does wear corrective lenses.

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

CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She ambulated independently in her apartment. Her walker is for when she leaves the apartment. No lower extremity edema. She moves arms in a normal range of motion.

RECTAL: She has visible external hemorrhoids that are thrombosed and the perianal area is red. The skin is chafed. She is not obese and not incontinent of urine. On the right buttocks, she does have some crusting area. No redness or warmth around it and no evidence of bleeding.

NEURO: Alert and oriented x 3. Clear coherent speech. She voices her need. She understands given information.

SKIN: Generally warm, dry, and intact.

ASSESSMENT & PLAN:
1. External hemorrhoids. Preparation H cream is ordered that is to be placed on her bottom a.m. and h.s. I have written she can keep it at bedside and do it herself and she is in agreement with that. 
2. Red peri area with a crusting area. Calmoseptine barrier cream to be applied a.m. and h.s. and after each BM to peri-rectal area and on the crusting lesion and can keep at bedside. 
CPT 99350
Linda Lucio, M.D.
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