


ASSUME CARE NOTE
RE: Jeanne Fisher
DOB: 03/07/1951
DOS: 08/07/2025
The Radiance AL
CC: Assume care.
HPI: A 74-year-old female in residence since 06/25/2025, is seen for initial visit today. The patient has multiple chronic medical issues and the acute issue that she is dealing with is cough and room air hypoxia with the initiation of O2 per nasal cannula at 2 liters. The patient utilizes a walker to get around and has the O2 canister attached to the walker. Today, I observed her sitting in the day room engaged in playing card games for several hours in the afternoon and she seemed to be enjoying herself. When we were done talking, it was dinnertime and she stated that she was going to go looking for the table where her people were. Staff state that she is easy-going and compliant, does not ask for a lot, but when offered help will take it. The patient was somewhat limited in information that she could give and she attributed it to her decrease in memory.
DIAGNOSES: Atrial fibrillation on Eliquis, hyperlipidemia, hypertension, GERD, room air hypoxia on O2, history of depression and recent history of psychoses, Alzheimer’s dementia and history of alcohol dependence now in recovery.
PAST SURGICAL HISTORY: She has had several breast surgeries, was having difficulty explaining why she had to have them and stated that there was a sheet in her chart that had more information explaining it.

MEDICATIONS: Eliquis 5 mg b.i.d., Effexor 75 mg q.a.m., Namenda 5 mg b.i.d., galantamine 8 mg b.i.d., trazodone 50 mg h.s., olanzapine 10 mg 8 p.m., losartan 50 mg q.a.m., amlodipine 10 mg 8 p.m., omeprazole 40 mg q.d., Pepcid 20 mg h.s., vitamin D3 25 mcg q.d., Crestor 20 mg h.s., trazodone 50 mg h.s., and DuoNeb b.i.d.
ALLERGIES: Initially, listed as NKDA. The patient today relates that she has a PENICILLIN allergy.
DIET: Regular.
CODE STATUS: Full code.
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SOCIAL HISTORY: The patient is divorced. She has two children. Her son William Fisher resides in San Diego and is her power of attorney and her daughter lives in New York. She is a retired teacher; favorite grade was second grade and taught for 30 years. The patient has very limited history of smoking cigarettes. She acknowledged alcohol abuse and is a recovering alcoholic.

FAMILY HISTORY: Positive for alcoholism and states that part of why she quit drinking was looking at her own family, her parents.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient states that over the past year she has gained 70 pounds and is unclear as to what caused it.

HEENT: She does wear reading glasses. Does not wear hearing aids. She states her hearing is adequate. She has native dentition. Denies difficulty chewing or swallowing.

CARDIAC: She denies chest pain or palpitations. She does have blood pressure and her heart rate and BP are monitored daily.

RESPIRATORY: She is new to using oxygen at 2 L per nasal cannula. When I asked how long she has been using it, she stated that she thought it was about four years; I will have to clarify that.

GU: The patient is continent of bladder. Denies recurrent UTIs.

GI: Denies abdominal pain and is continent of bowel. Denies constipation.

MUSCULOSKELETAL: The patient uses a walker, states that she has been using it for about six months, could not tell me when her last fall was. The patient states that she has bilateral shoulder pain greater on the left than the right and she is left-hand dominant. She states the pain is around the shoulder, but then goes down into the arm stopping about midway before the elbow and that just it is muscle ache. She also does have similar, but less intense right upper extremity pain. She has not tried anything topical, uses Tylenol p.r.n. and it helps somewhat. Sleep: She has no problem falling asleep and staying asleep. Appetite: She states is too good. Pain Management: Apart from what was addressed with her arms, she denies having any additional musculoskeletal pain.
NEURO: The patient acknowledges a decline in her memory both short and long-term. She states she is still able to express how she feels and is not someone who asks for a lot of help, but takes it when it is offered.

PHYSICAL EXAMINATION:

GENERAL: Mildly obese female observed in a couple of hour-long card game, she appeared to be concentrating and then was agreeable to come and speak with me.
VITAL SIGNS: Blood pressure 138/64, pulse 96, temperature 97.3, respirations 18, O2 95% and weight 199.5 pounds.
HEENT: She has thick long dark hair. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD.
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CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: She has a normal effort and rate. Lung fields are clear. No cough and symmetric excursion. The patient had O2 in place per nasal cannula the duration of her visit with me. She was verbal without any evidence of shortness of breath and I walked with her out from the office I was in to the dining area and she was able to keep good pace without evident SOB. The patient has croup type cough that just happens intermittently, it is nonproductive and she states there are times when it starts up and it takes a while to get it to stop and she is conscious of it when it happens around other people.

ABDOMEN: Protuberant. Nontender. Hypoactive bowel sounds. No masses.

SKIN: Warm, dry and intact with fair turgor.

EXTREMITIES: Bilateral Lower Extremities: She has 2+ taut edema on her right lower extremity from knee to ankle and +1 on the left.
NEURO: She is alert, oriented to self and Oklahoma. She is slow in giving responses having to think things through. Her speech is clear. She acknowledges her memory deficits and can be easily confused.
ASSESSMENT & PLAN: 
1. Intermittent cough. She stated that she was started on antibiotic recently, does not know what it was and unable to determine by looking at order. I am adding a Medrol Dosepak for inflammation and explained that to her and encouraged her to continue with her O2, which she is good at doing and then she has DuoNeb breathing treatments q.6h. p.r.n. and is able to ask for them.
2. COPD. Again, the breathing treatments, the O2 at 2 L per nasal cannula with her sats generally being in the mid 90s. Today, her O2 sat was 95%.
3. Hypertension. Her blood pressures are being recorded next week I will look at her daily BPs and see if there can be any adjustment in her antihypertensives, perhaps decreasing the number and/or the frequency of dosing.
4. Alzheimer’s dementia. Next week, I am going to administer an MMSE and will go from there.
5. Psychoses. This was mentioned by the PA. I do not have any supporting medical information regarding that. She will remain on the olanzapine for now.
6. General care. Next week, we will review her labs with her and what treatment if any is being given for any abnormalities.
7. Social. I will contact her son William who is her POA next week.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

