


ASSUME CARE NOTE

RE: Ira Mackey
DOB: 06/14/1932
DOS: 04/17/2025
Rivermont AL

CC: Assume care.

HPI: A 92-year-old gentleman who has been in AL since 09/23/2020. I am asked to assume his care. The patient was seen in his apartment and I was told prior to seeing him that there is a heavy odor of urea in the room despite the patient having timely change of his adult briefs. He has no complaints of dysuria and his last UTI was 10/20/24. The patient was napping, lying in his bed and when I went in, he did awaken, remained lying in bed, but was cooperative. It was clear that he had memory deficits affecting the information given. Staff reports that he is pleasant and cooperative to care. He comes out for dinner. He will occasionally make his needs known. 
PAST MEDICAL HISTORY: Hyperlipidemia, hypertension, iron deficiency anemia, and DM II.

PAST SURGICAL HISTORY: Right hip ORIF.

MEDICATIONS: Norvasc 2.5 mg q.d., ASA 81 mg q.d., Lipitor 20 mg h.s., Zyrtec 10 mg q.d., Tylenol 325 mg two q.6h. routine, and FeS04 tablet q.d. 
SOCIAL HISTORY: The patient is a widower. He states that he was married to the first wife 15 years and the second wife four years; we will verify that with family. He has two children – a daughter, but there is no son listed. The patient’s POA is his brother Don Mackey. The patient was a smoker for approximately 50 years, acknowledged alcohol use, but did not quantify. When asked his occupation, he said he worked in the oil patch.

DIET: Low-carb diet with one can Glucerna three times daily.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: He does not know his baseline weight.

HEENT: He wears glasses. He has full dentures. He hears without hearing aids. No difficulty chewing or swallowing.
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RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: He denies chest pain or palpitations.

GI: He is incontinent of bowel.

GU: Incontinent of urine.

MUSCULOSKELETAL: The patient no longer ambulates either with assistive device or an independent. He has a wheelchair that he can propel. His last fall was about a year ago. He was using a cane at that time.

NEURO: The patient was awake and made eye contact. His speech was relatively clear. The content at times I was not sure that it was valid. He was just able to give bits of information. His affect was slightly blunted and his orientation was to self and Oklahoma.

PSYCHIATRIC: He appeared in good spirits. He did not appear uncomfortable physically or otherwise.

PHYSICAL EXAMINATION:

HEENT: EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa. Dentures were secure in their fit.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

CARDIAC: He had an irregular rhythm at a regular rate without murmur, rub, or gallop.

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

MUSCULOSKELETAL: He was able to reposition in bed. I did not observe him sitting up. He has fair muscle mass and motor strength. No lower extremity edema.

ASSESSMENT & PLAN:
1. General care. CMP, CBC, TSH and A1c are ordered and we will review at next visit.

2. Urea odor heavy in room. Zinc 220 mg one p.o. b.i.d. to help neutralize that odor hopefully is ordered and will be started at least by next week. 
3. Social. I will contact his brother/POA Jean Mackey and go over additional history especially as regards to his cognition.
CPT 99345
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
