


ASSUME CARE NOTE
RE: Gladys Reed
DOB: 09/07/1930
DOS: 02/04/2026
Sommerset AL
CC: Assume care.
HPI: A 95-year-old female seen for the first time in her room. She was seated quietly and was engaging. She seemed a bit anxious and acknowledges much when asked. The patient is on BuSpar 7.5 mg b.i.d. I asked her if that it helped her she was not sure I suggested that we increase it to 10 mg twice a day and she asked if it would help her to chill out a little bit and I told her I thought it would. The patient commented on having a lot of pills that she takes in the morning. I told her we would review them and see what we can decrease and/or discontinue. She was agreeable to that one thing is she is on four different blood pressure medications. Her blood pressures are low end of normal to mid normal. She has not had any systolic greater than 125. The patient denies any difficulty with swallowing.
DIAGNOSES: HTN, HLD, anxiety disorder, dementia unspecified and CKD.
PAST SURGICAL HISTORY: The patient states that she was found on the floor at home taken to the hospital and from there went into surgery. She does not know what was done and states that she had incisions from like below her belly button and in zigzag pattern up to around her heart though in observing the skin on her abdomen with her permission. There was no evidence of surgical scars.
MEDICATIONS: Going forward these will be her medications EC ASA 81 mg h.s., Lipitor 10 mg h.s., BuSpar 10 mg b.i.d., Coreg 25 mg b.i.d., Flonase nasal spray two sprays per nostril q.d. order written for the patient to keep it bedside, Lasix 40 mg q.d., hydralazine 25 mg q.8h., Avapro 75 mg q.d., Namenda 10 mg b.i.d., D3 1000 IU q.d. and Zyrtec 10 mg q.d.
ALLERGIES: PCN. The patient does not know that she has ever had a reaction to it was in childhood.
SOCIAL HISTORY: The patient is a widow after 50 years of marriage. She has two children son Ben Reed who is POA and her daughter Charlene. The patient worked at Sears in personnel for 12 years. She stated it is a very good memory and nonsmoker and nondrinker.
DIET: Regular.

CODE STATUS: DNR.
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REVIEW OF SYSTEMS: The patient has been in residence for two years. States that she sleeps good; however, does have nocturia and asked about doing something for that. She has an okay appetite. The patient has independent ambulation with no falls since admit, a good appetite and her weight is stable. She states she watches her weight. Does not eat a lot at dinner and is physically active during the day. She denies any pain, acknowledges some anxiety and is receptive to increasing her BuSpar.
PHYSICAL EXAMINATION:
GENERAL: The patient is seated comfortably. She is engaging and alert, quite talkative.
HEENT: She has short hair. EOMI. PERRLA. Anicteric sclerae. Wears corrective lenses. Nares patent. Moist oral mucosa and native dentition in fair repair.

NECK: Supple with clear carotids.

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

RESPIRATORY: Normal effort and rate. Clear lung fields without cough and no noted SOB with speech.

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

MUSCULOSKELETAL: Intact radial pulses. She has bilateral compression hose on both lower extremities. The hose are cotton she pulls them down to show me her legs. There is no edema.

SKIN: However is dry and flaky and then on the dorsum of her feet even more so.

NEURO: She is alert and oriented x2. She was not sure of the date. Her speech is clear. She asked questions, understands given information and voices her needs. She would get a bit ahead of herself or ahead of the conversation. I told her that she appeared anxious and she stated that that happen to her frequently.

ASSESSMENT & PLAN:
1. Hypertension. The patient requests a consolidation on her medication. She felt like she took too many for one problem, which I would agree with she takes four of them with the fourth being Lasix, which treats both her edema and blood pressure point amlodipine is used up. We will DC that order and she has q. shift BP monitoring.
2. Anxiety. I am increasing BuSpar to 10 mg b.i.d. and will see how she responds. There is still room to increase to 40 mg if needed.
3. Medication review. I am discontinuing six medications some of them are repetition of others and then others are p.r.n. that she does not use.

4. Lower extremity edema. There is normalization of her lower extremities. I think it is combination of the compression hose and the Lasix. I think at this point we can decrease the frequency of Lasix to four out of seven days she will be receiving the 40 mg Monday, Tuesday and then Thursday and Friday. The goal after that will be to then decrease the dose to 20 mg on those same days. And hopefully the decreasing diuretic will improve her GFR.
CPT 99345
Linda Lucio, M.D.
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