


ASSUME CARE NOTE

RE: Loretta Larkin
DOB: 07/31/1935
DOS: 02/18/2026
Rivermont AL
CC: Assume care.

HPI: A 90-year-old female seen for the first time. She has been in residence since 07/05/23 and no longer cares to go out for her medical appointment. She was initially quiet and with time became a little more relaxed and comfortable. I told her I just wanted to get to know her medical history and she would be the source of information for that. I asked her how she was feeling and if there were things that she wanted me to take notice of. The patient spent the interview seated in a side chair, she had her legs crossed, was quiet and at times seemed a little tense. She told me that recently she has been having nausea at nighttime. I asked her what she would do about it and she stated she would throw up and it was as recently as last night. I asked her if she got up and went to the bathroom and she then tapped the garbage can that was at her bedside and stated that it was here that she threw up. She is not able to identify anything in particular that is causing the nausea to include anxiety.
PAST MEDICAL HISTORY: HTN, depression, GERD, mild cognitive impairment, history of UTIs and new nighttime nausea with emesis.

PAST SURGICAL HISTORY: Cardiac ablation in 1996, bilateral cataract surgery with lens implants, bladder surgery in 1996, bone graft of the right radius secondary to hemarthrosis and left ankle fracture with surgical repair.

MEDICATIONS: Tylenol 500 mg two tablets h.s., Norvasc 5 mg q.a.m., Wellbutrin 150 mg q.d., Os-Cal one tablet q.d., citalopram 30 mg q.d., HCTZ 25 mg q.d., magnesium 500 mg one tablet q.d., melatonin 10 mg h.s., omeprazole 40 mg q.d., trazodone 50 mg h.s.

ALLERGIES: SULFA.

DIET: Mechanical soft, regular, thin liquid.

CODE STATUS: DNR.
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SOCIAL HISTORY: The patient is a widow after 63 years of marriage. She has a son who lives in Missouri, a daughter who is here in OKC which is the reason she moved from Mesa, Arizona to Oklahoma. POA is her daughter Cynthia and she has one child who passed away. The patient was a telephone operator for 25 years, a nonsmoker, rare social drinker.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient states that her baseline weight was at 156 pounds most of the time and knows that it has decreased and has no specific answer as to why.

HEENT: She wears corrective lenses. She has bilateral hearing aids that were in place. She has native dentition in good repair.

RESPIRATORY: She denies any cough or expectoration, but gets short of breath with activity and has to rest.

CARDIAC: She denies chest pain, but does have fluttering when she is active.

MUSCULOSKELETAL: Her last ER visit was because she fell, hit her head, required sutures and that was at the end of last year.

GI: She has no difficulty chewing or swallowing. She states that she occasionally has bowel accidents; for the most part, has control. She gets frequent nausea around 9 p.m.

GU: She has a history of several UTIs, has urinary leakage, wears Depends.

The patient’s MMSE is 22.

PHYSICAL EXAMINATION:

GENERAL: Petite female who is initially quiet and then seems to warm up and is cooperative, able to give information.

VITAL SIGNS: Blood pressure 122/69, pulse 78, temperature 98.9, respirations 19, O2 sat 95%, and weight 120 pounds.

HEENT: She has short hair. EOMI. PERLA. Nares are patent. Moist oral mucosa.

NECK: Supple with clear carotids. She wears corrective lenses. She did not have hearing aids in and seemed to hear without difficulty.

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

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

ABDOMEN: Flat and nontender. Hypoactive bowel sounds present.
MUSCULOSKELETAL: Moves her arms. Intact radial pulses bilateral lower extremities. She has no lower extremity edema.
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NEURO: She makes eye contact. She is initially guarded. It takes a while for her to seem to relax, but she keeps her legs crossed and she is seated up against the back of her chair. Affect seemed to relax with time. She gave a couple of brief smiles. She is oriented x2. She knew that it was February, was not sure of the date.

SKIN: Warm, dry and intact with fair turgor.

PSYCHIATRIC: I think that meeting someone new for the first time after being there for a few years that it was appropriate or acceptable and again she seemed to relax as time went on.
ASSESSMENT & PLAN:
1. General care. The patient has no lab work in her chart. So, I am ordering a CMP, CBC, lipid profile and TSH.

2. New diagnosis of nighttime nausea with emesis. Zofran 4 mg one tablet p.o. q.6h. p.r.n. I told her she just has to ask for the nausea pill if she feels she needs it.
3. Hypertension. Review of BPs shows good control and same for heart rate and in fact at times her BP is orthostatic. So, we will continue to monitor.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
