


ASSUME CARE NOTE

RE: Sheila Brewer
DOB: 11/01/1959
DOS: 01/29/2026
Somerset AL

CC: Assume care.

HPI: A 66-year-old female seen in her apartment. She was seated in her wheelchair. She has an aide present from Synergy. The company has an aide that will see the patient six days out of the week for three to five hours each day. The patient has MS and in looking at her, it is clear that she is blind. She has a grain of her ocular lenses. She is also a veteran, so she is followed at the neurology clinic through the VA. The patient’s medications are generally through the VA. She has good insurance, so any other medications that are prescribed she gets through her insurance and as per our discussion today, the medications that are ordered which she wants, she is willing to forgo the VA and have them covered via insurance. 
PAST MEDICAL HISTORY: MS, the patient has been wheelchair bound for 40 years, the patient is blind x 10 years, anxiety, peripheral neuropathy, constipation, lower extremity edema, GERD, insomnia, and glaucoma.

PAST SURGICAL HISTORY:, C-section.

MEDICATIONS: Colace one q.d., vitamin D3 50 mcg q.d., Lasix 20 mg q.d., gabapentin 100 mg two tablets q.h.s., meloxicam 15 mg q.d., MiraLAX q.d., prednisolone acetate eye drops one drop t.i.d., and Refresh Tears one drop OU q.i.d. p.r.n.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient has three children. She is her own POA. She is divorced. The patient served in the Air National Guard for three years. She is a veteran.

DIET: Regular.

CODE STATUS: DNR.

REVIEW OF SYSTEMS: The patient has been blind for 10 years. She has been wheelchair bound for 40 years. Her appetite is good. She has a disordered sleep pattern. Despite having no lights on and being blind, she still sees light and that is an internal issue and she just cannot sleep. She is incontinent of bowel and bladder. She has a history of UTIs and chronic constipation. She has chronic left foot pain, lower extremity edema with the right greater than the left and she has a history of right lower extremity fracture that has healed. 
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PHYSICAL EXAMINATION:

GENERAL: The patient is seated in her manual wheelchair. She had a boot on her left foot.

VITAL SIGNS: Blood pressure 136/74, pulse 74, and weight not available.

HEENT: Her hair is groomed. She has milky ocular lenses bilateral, but she has eye movement - tracking the sound of my voice talking to her. Nares patent. She has native dentition in fair repair.

NECK: Supple with clear carotids.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to body habitus.

CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Distended and nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: Intact radial pulses. She has +1 to 2 pretibial edema to the ankle.

NEURO: The patient is alert. Her speech is clear. She voices her needs. She asks very prudent questions. She understands given information. She advocates for herself in an appropriate manner and she thanked me for being thorough. 

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Insomnia. Previously, the patient had been placed on Restoril and I am not sure of the milligram dosage, but it was brought up by Tosha and apparently the patient has had excessive drowsiness the next day and did not like how it interfered with her function, so that was discontinued. I told her this is in the same family as the Restoril is; however, Restoril is indicated for sleep. Xanax has multiple indications, anxiety primarily and it may help with her sleep, so we will give it a try and she is eager to try something new.
2. Panic attack. The patient states that she has had some low-grade anxiety that has now become like a panic attack and she does not know when it is going to happen and it just grips her and she would like to have something as needed as opposed to something all the time. So, I told her we would try the same drug that she is going to get for sleep, but in the lower dose that can be used as needed and she is in agreement with that. So, Xanax 0.25 mg q.6h. p.r.n. is ordered.

3. History of UTIs. The patient has had some pelvic discomfort, so UA with C&S will be obtained and for prophylaxis, I am going to start nitrofurantoin 50 mg h.s. and we will follow up with that.
4. Constipation. MOM 30 mL p.o. q.d. p.r.n. is made available and she is able to ask for it.

5. Lower extremity edema. The patient has TED hose, but cannot place them for herself, so I am writing for staff to place her TED hose on bilateral feet in the morning and take them off at h.s.

CPT 99345
Linda Lucio, M.D.
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