


ASSUME CARE NOTE
RE: Linda Barnes
DOB: 07/26/1953
DOS: 05/29/2026
Windsor Hills
CC: Assume care.
HPI: A 72-year-old female who I am seeing for the first time. She was getting about the facility in her manual wheelchair that she propels without difficulty. She was cooperative when I spoke to her about seeing her and it was a pleasant visit with her. The patient has also been followed by psych services and appears stable with medication treatment.
DIAGNOSES: Type II diabetes mellitus, chronic pain syndrome, obesity, CKD, GERD, peripheral neuropathy, HTN, HLD, generalized osteoarthritis, anxiety disorder, paroxysmal anxiety disorder and major depressive disorder.
MEDICATIONS: Lantus 38 units h.s., 50 units q.a.m., NovoLog sliding scale, Zoloft 75 mg q.d., lisinopril 10 mg q.d., gabapentin 100 mg one capsule h.s., Pepcid 20 mg q.d., and Voltaren gel to affected areas p.r.n.
ALLERGIES: PCN.
DIET: Liberalized diabetic diet, regular texture, thin liquid.
CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: Obese female seated in her manual wheelchair. She was cooperative to being seen.
VITAL SIGNS: Blood pressure 122/70, pulse 91, temperature 96.9, respiratory rate 18, saturation 96%, FSBS 344 and weight 230.6 pounds.
HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. Native dentition with some teeth missing and fair condition.

CARDIAC: She has a regular rate and rhythm with a soft systolic ejection murmur. No rub or gallop.
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RESPIRATORY: Normal effort and rate with clear lung fields. No cough. No evidence of SOB with activity.

ABDOMEN: Protuberant, nontender and firm. Bowel sounds present.
MUSCULOSKELETAL: Intact radial pulses. Propels wheelchair with both feet and hands. Bilateral lower extremities have a taut +2 edema that is baseline and she states that some days it is more tight than it is today. She does not elevate her legs intermittently throughout the day. Her legs are in a dependent position after awakening until she goes to bed. There is no weeping noted. She has good muscle mass and motor strength. She is weight-bearing, can self-transfer and she has normal range of motion upper extremities, good grip strength, can hold a glass and utensils.

SKIN: Warm, dry, intact with fair turgor. No breakdown noted.

PSYCHIATRIC: The patient tends to look around with an air of guardedness, not generally confrontational, but she can be loud and directs it to whoever she seems to feel threatened by. She can be difficult to calm down.
ASSESSMENT & PLAN:

1. DM II. On 02/16/2026, A1c was 9.6 and she is due for a followup A1c this coming week and it is unclear if there were any adjustments in her Lantus at the time of her ________ A1c, so we will await results of the new A1c and then make adjustments in her insulin as need indicated.
2. Pain management. The patient states that she does not really have any pain, so low dose once daily gabapentin along with p.r.n. Voltaren gel and Tylenol seem effective for any myalgias/arthralgias.
3. Hypertension. Review of the past 30 days’ BPs, systolic range has been from 118 to 128 and diastolic range 67 to 74, so BP well-controlled on current 10 mg of lisinopril q.d. We will continue.
4. Anxiety disorder/depression. The patient is doing well on sertraline 75 mg q.d.; it is the only SSRI with indication for treating both anxiety and depression and seems effective for this patient.
5. GERD. Low-dose Pepcid is effective. The patient denies any exacerbations of GI distress.
6. Chronic kidney disease, unspecified. I am ordering a CMP as there is no baseline lab checking creatinine or GFR.
7. Hyperlipidemia. The patient has the diagnosis, is not receiving treatment with statin etc. I am checking a lipid profile and we will review results and make decisions about anything further needed.
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Linda Lucio, M.D.
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