


ASSUME CARE NOTE

RE: Edna Mae Hand
DOB: 05/18/1927
DOS: 02/05/2026
Sommerset AL
CC: Assume care.

HPI: A 98-year-old female who I am seeing for the first time. We went into her room. She is seated in her rocker and was quietly looking at me and the other staff member and then told us we could sit down and started speaking with her. She was actually pleasant and became animated. 
PAST MEDICAL HISTORY: Hypertension, hypothyroid, depression, cardiac arrhythmia with pacemaker, and osteoarthritis with chronic pain.

PAST SURGICAL HISTORY: Pacemaker placement, exploratory laparotomy with oophorectomy and appendectomy.

MEDICATIONS: ASA 81 mg q.d., Os-Cal one tablet t.i.d., Pletal 50 mg q.d., glucosamine/chondroitin one capsule b.i.d., levothyroxine 50 mcg q.d., lisinopril 10 mg b.i.d., meloxicam 15 mg at noon, MVI q.d., Tylenol ES 500 mg two tablets q.8h. for pain routine, Paxil 30 mg q.d., tramadol 50 mg one tablet at 6 a.m., B12 500 mcg one tablet q.d., vitamin C 500 mg one tablet q.d., and omeprazole 20 mg one tablet q.d. 

ALLERGIES: NKDA.

FAMILY HISTORY: Both parents are deceased. The patient has one son.

DIET: Regular.

CODE STATUS: DNR.

REVIEW OF SYSTEMS: The patient has a heart monitor and denies any palpitations or chest pain. She has no shortness of breath or cough. The patient has O2 in her room, but does not use it. She has a good appetite. No difficulty chewing or swallowing.
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MUSCULOSKELETAL: The patient states that she has some right hip and leg pain despite the Tylenol and tramadol that she takes. I suggested that we could increase the tramadol and I think she is agreeable to that. The patient states that she is sleeping through the night, but her appetite is good. No falls.

PHYSICAL EXAMINATION:

GENERAL: Petite older female seated comfortably in her chair. She is very engaging and I did ask her what her ethnicity was and she stated that she was an Indian and she said a Creek Indian and then she began telling me a little bit of history about the Creeks and another tribe that they were very similar in their beliefs and their practices so they consider each other their own. 

VITAL SIGNS: Blood pressure 124/66, pulse 80, temperature 96.8, respirations 16, and weight 111.8 pounds.

HEENT: EOMI. PERRLA. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

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

CARDIOVASCULAR: She has a soft systolic ejection murmur throughout the precordium. Regular rate and rhythm. Her pacemaker is palpable.

ABDOMEN: Soft and nontender. Bowel sounds hypoactive. No masses or HSM.

MUSCULOSKELETAL: She is thin. Generalized decreased muscle mass, but adequate motor strength. She can weight bear, but does not ambulate any distance without her walker. No lower extremity edema. Intact radial pulses. She has a good grip strength in both hands.

SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted.

NEURO: She is alert. She makes eye contact. Her speech is clear. She enjoys talking, it is sensible and sharing about her heritage. The patient has two sons that visit frequently and they are good support to her. She said she enjoys seeing them.
The patient is followed by Frontier Hospice. She has not had routine labs. She had a UA done in June 2024 and that is the most recent lab work that had been done. For right now, I will leave that alone, but I think if anything seems to change with her, then I will do lab work.
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