


ASSUME CARE NOTE

RE: Bonita Albaugh
DOB: 07/26/1948
DOS: 08/05/2025
Tuscany Village Skilled Care
CC: Assume care.
HPI: The patient is a 77-year-old female seen in her room for the first time. She is in a hospital bed. She was positioned where she stated that she was comfortable and watching Grey’s Anatomy. She tells me that she spends her days watching her programs of choice, it keeps her occupied and makes her happy. The patient had been in the long-term care section of Tuscany Village for some time, but her lower extremities became progressively weaker to where she was no longer able to weight bear and required a Hoyer lift for all transfers. The patient states that she has the funds to be in Skilled Care where she has improved care to include some physical therapy. She was pleasant, cooperative and able to give some information.
DIAGNOSES: Moderate protein-calorie malnutrition, non-pressure chronic ulcer of buttock, chronic pain management, constipation unspecified, unspecified depression, dysphagia, recent history of sepsis secondary to urinary tract infection, multiple sclerosis.
MEDICATIONS: Vitamin C 500 mg one tablet b.i.d., baclofen 20 mg one tablet q.8h. p.r.n., Biotene dry mouth wash 8 ounces x5 daily, brimonidine eye drops 0.2% one drop left eye b.i.d., folic acid 1 mg q.d., gabapentin 300 mg one capsule h.s., melatonin 3 mg h.s. p.r.n., metformin 500 mg one tablet 9 a.m., MVI one p.o. q.d., teriflunomide 14 mg one tablet q.d., thiamine 100 mg q.d., women’s probiotic one p.o. b.i.d., B12 1000 mcg one p.o. q.d. and vitamin D3 125 mcg capsule p.o. q.d.
ALLERGIES: No known drug allergies or adverse reactions.
DIET: Regular diet level 7 with thin liquid.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: Female resting comfortably. She made eye contact and was cooperative.
VITAL SIGNS: Blood pressure not available, pulse rate 72, temperature 97.1, respirations 16, O2 sat 96%, and weight 126.6 pounds.
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HEENT: Hair was combed back. EOMI. PERLA. Anicteric sclera. Nares patent. Moist mucosa. She makes eye contact when speaking. Her speech is clear. Carotids clear.

CARDIAC: She had a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. Decreased bibasilar breath sounds in part secondary to body position.

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

MUSCULOSKELETAL: She has poor muscle mass and motor strength of bilateral lower extremities. No lower extremity edema. She does not move her legs. Bilateral Upper Extremities: She has movement and grip strength. She has eating utensils that she brings out and shows me that are very lightweight with the handle being almost just like a Styrofoam material and she states that anything else is too heavy for her.

ASSESSMENT & PLAN:
1. Chronic kidney disease with urinary retention. The patient is followed by urologist, Dr. Katie Cunningham. She actually had an appointment with her today and the patient has a suprapubic catheter that staff are aware of checking and emptying q. shift. The patient also states that she gets Botox injections for her bladder; today was not the visit where that occurred.
2. Constipation. The patient states that she will request MiraLAX when needed. Otherwise, she has got a bowel pattern that appears to be fairly routine where she goes if not every day, every other day.
3. DM II. She is on monotherapy. We will look into her last A1c and, if greater than 90 days, we will then reorder her current one.
4. Pain management. Norco appears to work well for her and it is not used frequently.
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Linda Lucio, M.D.
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