


ASSUME CARE NOTE
RE: Charlotte Calhoun
DOB: 12/22/1941

DOS: 04/29/2024
Mansions at Waterford AL

CC: Assumed care.

HPI: An 82-year-old female seen in her apartment, she was pleasant and able to give information. She brings up that she would like to have physical therapy. She had right hip replacement in February 2024 and she did go to SNF afterwards, but feels like she has still got a little bit to go to help her gait be stable. The patient was hospitalized at Mercy 02/18/2024, at that time with known chronic pain and adrenal insufficiency, which she have been diagnosed in January 2024, GERD, and sleep disturbance. Again, the proximity of her right hip replacement with falls, imaging showed a periprosthetic hip fracture, so a revision was planned. The patient had done SNF at Ignite after the initial hip surgery and she tells me that going back a second time it just was not as good and feels she did not receive adequate benefit. Her revision surgery was with Dr. Kathy Smith.

PAST MEDICAL HISTORY: Adrenal insufficiency, obstructive sleep apnea; does not use CPAP, osteoporosis, GERD, and polyarthritis.

PAST SURGICAL HISTORY: Appendectomy, bilateral cataract extraction with lens implants, cystoscopy with ureteroscopy, right hip hemiarthroplasty, left hip replacement, hysterectomy, and tonsillectomy. The patient has a history of anal cancer, it was resected and she had followup radiation therapy; both of those issues surgery and RTX led to the incontinence of bowel.

ALLERGIES: FENTANYL, LATEX, and PCN.

MEDICATIONS: Docusate q.d., Movantik 25 mg one q.d., MVI q.d., omeprazole 20 mg q.d., PEG powder b.i.d., Lyrica 75 mg b.i.d., D3 one capsule q.d., ASA 81 mg b.i.d., BuTrans patch 10 mcg q. week, and trazodone 100 mg h.s.

Echocardiogram on 02/18/2024 shows a normal LVEF of 65-70%, normal LV function, and non-rheumatic TR regurgitation.
CT of her pelvis showed bilateral hip replacement with anatomical alignment, otherwise unremarkable.
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SOCIAL HISTORY: The patient is a widow. She has two sons with son Kalen Lake and her brother Charles Gorbet serving as co-POAs. The patient is a full code. She was a bookkeeper, did not smoke or drink. The patient brought up how she ended up here is that she had lived with her brother and his girlfriend for three years and the girlfriend had helped with taking care of the patient and then end of September 2023, she had a fall, was hospitalized and when she got out of the hospital and SNF, they had moved all of her stuff here into the facility, there had not been a discussion of her moving and she stated that she was really hurt and angry, did not speak to them for several months and states that she had felt ready to get out of their way, she felt she was a hindrance to them and that she could get more help in a facility without being she felt bothersome to her brother, but the fact that they did it without talking to her about it was upsetting her.
FAMILY HISTORY: Her father had heart disease. Her mother died of tongue cancer; she was a heavy smoker. She has two living siblings, male and female who are in good health.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient uses a walker. She has not had a fall in a couple of months.

HEENT: She wears glasses. Hearing is good. She has native dentition in good repair.
GI/GU: She is incontinent of both bowel and bladder. She also has a history of chronic constipation.

NEURO: She sleeps in a recliner due to the ease of getting in and out. She reports poor appetite and has had weight loss. Pain has been addressed with the medications mentioned.

PHYSICAL EXAMINATION:

GENERAL: Petite female seen in room, she was pleasant and initially quiet, but then seemed to relax and gave information.
VITAL SIGNS: Blood pressure 122/61. Pulse 84. Temperature 98.0. Respirations 18. Weight 106.4 pounds.

HEENT: NCAT. EOMI. PERLA. Sclerae clear. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: She has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

SKIN: Warm, dry, and intact with good turgor.
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MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. She is able to get around using a walker, has not had a recent fall, but she states she has early fatigue and it takes longer to get where she wants to be.

NEURO: CN II through XII grossly intact. She makes eye contact. Her speech is clear, voices her knees and understands given information and is reasonable in the things that she is asking for.

ASSESSMENT & PLAN:

1. Weakness status post 02/2024 right hip replacement. She would like to have PT and OT, so order for Focus On Function to evaluate and treat.

2. Constipation. The patient states that despite the chronic constipation reported that if she takes too much stool softer, then she has diarrhea. She is scheduled for MiraLax b.i.d. routine and she would like to have that p.r.n., so order is written.
3. Review of her medications. She is on ASA b.i.d., she would like to have that decreased to once daily.

4. Electrolyte abnormalities. Last check two months ago, so CMP ordered.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

