


ASSUME CARE NOTE

RE: Betty Carroll
DOB: 05/25/1934
DOS: 01/29/2026
Somerset AL

CC: Assume care.

HPI: A 91-year-old female seen in her apartment. She was cooperative and able to give information. 
DIAGNOSES: Dementia unspecified, HTN, GERD, lower extremity edema, and myalgias.
PAST SURGICAL HISTORY: Bilateral hip replacements and bilateral cataract extraction.

MEDICATIONS: Coreg 6.25 mg b.i.d., Parafon 500 mg one tablet b.i.d., FeS04 one tablet q.d., Lasix 40 mg q.d., lisinopril 10 mg q.d., omeprazole 40 mg q.d., KCl 20 mEq q.d., Rexulti 1 mg at 6 p.m., Zoloft 100 mg q.d., tramadol 50 mg b.i.d., and trazodone 150 mg h.s.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular mechanical soft.

SOCIAL HISTORY: The patient previously lived at Southwest Mansions in Independent Living for about a year and then moved here to AL as it was clear she needed increased help. The patient is widowed and divorced. She has been married twice. The patient has one daughter - her daughter Donna who is her POA who was present when the patient was seen. The patient was a nonsmoker and nondrinker and she did work. She was a longtime custodian in the Moore School District. 
REVIEW OF SYSTEMS: She wears corrective lenses. Her hearing is good without hearing aids.
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She has native dentition; however, she only has teeth in the front both on the top and bottom; otherwise is missing her teeth. She ambulates with a walker. Her last fall was about two months ago and she hurt her hip; this was on 11/17/25. The patient had a fall this morning. She did tell me that when I asked about any recent falls, she got out of bed to go to the bathroom and caught her leg on a part of the door and so she had a skin tear and there was a lot of bleeding and she went back to bed after the bathroom and when staff came in to wake her up, saw blood all over the floor and were concerned and checked on her and cleaned it up. So, her abrasion was cleaned and dressed. She has a good appetite. She sleeps good through the night and her pain is arthralgias, primarily the hip on occasion. 
PHYSICAL EXAMINATION:

GENERAL: Petite female seated in her apartment. She was well groomed, alert, talkative and quite sassy. Her daughter was present who is a younger version of her mother and able to give information and we were all laughing about the different comments the patient made.
VITAL SIGNS: Blood pressure 154/73, pulse 72, temperature 97.1, and weight 111.2 pounds.

HEENT: Hair groomed. Corrective lenses in place. Nares patent. Moist oral mucosa. EOMI. PERRLA. Anicteric sclerae.

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

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

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

MUSCULOSKELETAL: Intact radial pulses. I did not observe ambulation. She has fair motor strength for her age, but generalized decreased muscle mass.

NEURO: She is oriented to person and place. She has to reference for date and time. Her speech is clear. She will give information about herself and she will tell you what she thinks about things and her affect is very bright.

ASSESSMENT & PLAN:
1. Fall. She fell this morning, was not using her walker, just got out of bed with no light on and there are multiple little things that could have prevented the fall, but staff will follow up on her abrasion.

2. Hypertension. Her BP is a little high today. Next visit, I will look at her BPs. 
3. Pain. When I asked the patient specifically about muscle pain, she stated she did not have any and so we will continue the Parafon as it seems to be effective.
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4. Right hip pain. I reviewed this with the patient. Essentially, her right hip prosthesis is intact and well aligned. No evidence of fracture or dislocation. However her pain source would be attributed to a nondisplaced right superior pubic ramus fracture. It is commented that it is likely old and she has an old left inferior pubic ramus fracture. So that may be part of what the discomfort is and we will just follow it. It does not stop her from ambulating. She got up and walked around with her daughter and did not appear uncomfortable.

5. Anemia. Last H&H on 09/20/25 was 8.9 and 28.8 with macrocytic indices which iron will not benefit and MVI with B12 and folate is more indicated.

6. Hypocalcemia. Calcium was 8.3. Tums 500 mg twice a day would be appropriate.

7. Hypoalbuminemia. T protein 5.5 and albumin 3.3. She has protein drinks and her daughter said she used to always drink them and told her that she needed to start drinking them again. 
8. Renal insufficiency. Creatinine is 1.70 with BUN of 29. I told her that she needs to continue drinking water and again the creatinine is likely secondary to age. 
CPT 99345, direct POA contact and questions 30 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
