


ASSUME CARE NOTE

RE: Bobbie Harrison
DOB: 12/15/1961
DOS: 01/29/2026
Somerset AL

CC: Assume care.

HPI: A 64-year-old female seen in her apartment. Her apartment is crowded and the patient was seated with wet hair. She stated that she had taken a shower on her own and seemed very pleased with that. She became verbal right away and just continued talking and telling me about her chronic pain and that she has to take pain medication or else she just falls apart and she is followed by pain management physician. So, I was able to kind of redirect her and tell her I wanted to get just more of her history so that in the event she had other needs, I would know what they might be. 
PAST MEDICAL HISTORY: Fibromyalgia, migraine headaches, depression, HTN, anemia, peripheral neuropathy, GERD, constipation, and a history of a fractured right arm that is healed.

PAST SURGICAL HISTORY: The patient had cardiac ablation for atrial fibrillation with RVR and it was successful. She has had kyphoplasty on several vertebrae. She had a right wrist fracture which she wore a brace for.

MEDICATIONS: Amiodarone 200 mg one tablet b.i.d., Elavil 50 mg b.i.d., diltiazem CD 180 mg q.d., Cymbalta 60 mg b.i.d., Eliquis 5 mg b.i.d., FeS04 one tablet q.d., gabapentin 300 mg one tablet t.i.d., magnesium 400 mg q.d., Toprol 100 mg q.d., morphine IR 30 mg q.12h., Percocet 5/325 mg one q.8h., Protonix 20 mg q.d., and Fioricet one tablet q.8h. p.r.n. migraine.

ALLERGIES: BACTRIM.

SOCIAL HISTORY: The patient is a retired pharmacist stating that she worked the overnight shift and retired secondary to chronic back pain, retired at 57 years of age. The patient has been married twice. She states the first one was an alcoholic and the second one was a Norco addict and he would steal her narcotics. She is widowed. She has no children. Her brother is her POA. She was a smoker up until four months ago.
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She has an 80-pack-year smoking history. She has taken routine pain medication for the last 15 years. She is followed by the spine pain management clinic. She goes monthly for her pain medication refills. The patient states that her pain is all arthritis attributed to bulging discs.
CODE STATUS: Full code.

DIET: Regular.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient is right-hand dominant. She wears reading glasses. She has native dentition with many teeth missing or broken, but is able to chew and swallow without difficulty.

RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: No chest pain or palpitations.

MUSCULOSKELETAL: She uses a walker outside of her room; otherwise walks independently in her apartment. She states she gets short of breath with exertion. The patient sleeps at night. Denies napping during the day. She states that her sleep patterns become where she will fall asleep and then wake up and have difficulty getting back to sleep. The patient has some hair loss in the front part of her scalp. She does not know why it is there and had not been aware of it until recently. She states that she has got brothers who are all bald and is afraid she will be. 
GI: Good appetite. Continent of bowel.

GU: Incontinence of urine.

PHYSICAL EXAMINATION:

GENERAL: Chronically ill appearing female seated in her living room. She initially was up walking about and then sat down and then just began talking, sharing the history of her pain medication use and why it was indicated and then I was able to get in and ask directed questions and she was cooperative with that.

VITAL SIGNS: Blood pressure 121/76, pulse 73, temperature 97.2, respirations 18, O2 sat 94%, and weight not available.

HEENT: She has got long stringy hair and she does have thinning of the frontal part of her hair and it appears to be of white color, not gray so much. EOMI. PERRLA. Anicteric sclerae. Nares patent. She has a poor dentition, teeth missing and those she has some are broken off or worn down.

NECK: Supple. Clear carotids.
RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.
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CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present without distention or tenderness.

MUSCULOSKELETAL: She ambulates independently. She moves limbs in a normal range of motion. No lower extremity edema.

NEURO: She is alert. She is oriented to person and place. She has to reference for date and time and is quite talkative. She has to be redirected and while I was just starting to talk to her, she said she needed to interrupt me and wanted to know if I minded if she asked for Percocet, she got one while we were talking. She appears to be scattered, but she also then refocuses on the different art projects that she does and points to different containers that have art materials in them. 
ASSESSMENT & PLAN:
1. Chronic pain medication use, managed by the spine management pain clinic. She goes monthly so that will all be handled by them. I think the goal is just to monitor her safety in the apartment and at some point, lab just to check her liver and kidney function.

2. Atrial fibrillation. She is on amiodarone with good rate control, so continue with that and follow up periodically to check her BP and blood pressure.

3. Hypertension, managed with diltiazem.

4. Depression. Between the Elavil and the Cymbalta, it appears to be managed.

5. Anemia. The patient’s hemoglobin is 11.5, hematocrit normal at 36.3, MCV is macrocytic at 104 indicating that she likely needed B12 or folate, so I am discontinuing the iron and I am going to start her on a multivitamin. 
6. Elevated alkaline phosphatase at 241. This could be hepatic or bone in origin. I am not sure of the timing of her wrist fracture. The remainder of her LFTs are WNL, so we will simply follow that. 
7. Lower extremity edema. Compression hose are ordered and will be placed by staff in the morning and off at h.s. 

CPT 99345
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
