


ASSUME CARE NOTE
RE: Joan Grimes
DOB: 05/09/1931
DOS: 04/03/2023
Jefferson’s Garden AL
CC: Assume care.
HPI: A 91-year-old seen in room sitting quietly watching television, was engaging when I came in, quite verbal; however, it was random and tangential. The patient has a wheelchair in her room that she utilizes, told me that she cannot stand or get in it by herself, but then she can make it go by pushing on the wheels. I am also told that she has a tall walker and she is able to walk using that with PT standby assist. She also has wounds to both heels and a lateral medial component of her left foot and that is managed by Universal Home Health who follows the patient. We reviewed her most recent A1c on 03/07/2023, it was 9.3 quite different from her last A1c, which was in May and 6.4. Most recently, she has had two UTIs, so insulin was increased to 15 units. She is also on Januvia. We will follow up on her FSBS. She has no behavioral issues and family remain active in her care. The patient had an ER visit on 04/01/2023, due to emesis on Friday and Saturday. She was started on nitrofurantoin for UTI on 03/27/2023 and in ER, she was prescribed Keflex 500 mg t.i.d. for 10 days and so nitrofurantoin will be discontinued.
DIAGNOSES: DM II, dementia without BPSD, gait instability requires WC, HTN, polyarthritis, CAD, GERD, HLD, history of UTIs, orthostatic hypotension and restless legs syndrome.
MEDICATIONS: Allopurinol 100 mg q.d., ASA 81 mg q.d., Eliquis 2.5 mg b.i.d., Lasix 20 mg q.d., Januvia 25 mg q.d., levothyroxine 25 mcg q.d., losartan 50 mg q.d., Toprol 25 mg q.d., Protonix 40 mg q.d., NaCl 1 g tablet one-half tablet b.i.d., MVI q.d. Effexor 75 mg q.d., and zinc q.d.
ALLERGIES: BENZO, SULFA and CODEINE.
DIET: Regular.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: The patient seated comfortably in recliner. She was verbal off the bat.
VITAL SIGNS: Blood pressure 104/82. Pulse 65. Temperature 98.8. Respirations 19. Weight 168.2 pounds.
HEENT: Hair is short and groomed. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: She had regular rate and rhythm without MRG. PMI nondisplaced.

ABDOMEN: Full. Nontender. Bowel sounds present. No masses.

RESPIRATORY: Normal effort and rate. Lung fields clear without cough and symmetric excursion.

EXTREMITIES: Intact radial pulses. She moves her arms about as she speaks. Bilateral Lower Extremities: No LEE. She has dressings in place over bilateral heels and the lateral aspect of right and left foot. Weight-bearing was not observed. She requires assist to stand.

NEURO: CN II through XII grossly intact. She is oriented to person and Oklahoma. She references things as though they were occurring now like being at home and preparing meals for her family.

PSYCH: She does not appear agitated or distressed.
ASSESSMENT & PLAN:
1. UTI. New antibiotic Keflex. Today is day #3, so an additional week of treatment time. Organism is Enterococcus faecalis.
2. DM II. A1c 9.3. We will monitor FSBS with the increased Lantus of 15 and continue with Januvia at 25 mg. The increase in Lantus is from 7 units q.a.m. to now 15 units.
3. Pain management. The patient denied any pain and we will continue with p.r.n. Tylenol and the patient is capable of asking for medication. She does receive Biofreeze to affected joints.
4. Dementia. It has been sometime since I have spoken to the patient, but she clearly has had progression. She is pleasantly demented, does not appear distressed and so just reminded her to call for help for anything that she needs as opposed to trying to get up on her own, which is I think my concern for her.
5. Renal insufficiency. BUN and creatinine were 26 and 1.46 when reviewed 07/11/2022, and sodium was hyponatremic at 133. We will order a six-month BMP.
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