


ASSUME CARE NOTE
RE: Harold Hoover
DOB: 11/29/1960
DOS: 09/17/2025
Tuscany Village
CC: Assume care.
HPI: A 64-year-old gentleman, met for the first time today, he was cooperative spending time with me going through his history and how he is doing at this time. When I first encountered him, he very loudly let me know that he was hard of hearing and that I would have to talk really loud for him to be able to communicate. He also has a small whiteboard that he pulled out and that is how I then asked him questions to which he did respond. Regarding his hard of hearing, he stated that social work has told him that they will work on obtaining hearing aids. He has not heard anything from them, so I told him I would look into that for him.
DIAGNOSES: Polyarthritis with arthropathy, chronic left shoulder pain, hypertension, and hard of hearing.
MEDICATIONS: Albuterol MDI two puffs h.s., fenofibrate 160 mg q.d., losartan 100 mg q.d., meloxicam 15 mg q.d., Namenda 10 mg q.d., Omega-3 1000 mg q.d., omeprazole 40 mg q.d., propranolol 10 mg q.d., Seroquel 100 mg h.s., simvastatin 20 mg h.s., and topiramate 25 mg q.d.
ALLERGIES: NKDA.
DIET: Regular with thin liquid.
CODE STATUS: Full code.
Recent x-rays, 08/20/2025, chest x-ray AP and lateral showed no acute cardiopulmonary disease, normal chest x-ray. The patient was hospitalized 07/25/2025, for cellulitis with the subcutaneous involvement of the left forearm. The edema extended to the deep fascia with areas of loculated fluid. The patient was treated with IV antibiotic and debridement of the area involving the ulnar aspect of the proximal left forearm with a sinus tract leading to the skin surface.
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The patient had a head CT, showed no acute intracranial process. Imaging of C-spine showed no acute fractures, vertebral body height maintained and he had a mild compression deformity at T1. There was also imaging of his left shoulder, which he has a history of chronic pain. There were cystic lucencies with bony sclerosis and cortical irregularity that was compatible with chronic rotator cuff arthropathy and his hospital diagnoses were left forearm abscess and marked with MRSA and pyogenic arthritis of the left shoulder status post I&D. The patient did go to a local SNF for six weeks to complete IV antibiotic as well as start therapy. CBC during this time showed an H&H of 8.5 and 26.9, normal platelet count. BMP WNL with creatinine of 1.08 and magnesium of 1.82.

SOCIAL HISTORY: The patient has been married three times; two of his ex-wives, he states, reside within this facility. He raised six children; two were his and four were one of his ex-wives. At this time, he has little contact with any of them. He states that they have essentially disowned him and he does not understand why. Prior to coming here, the patient resided at the Charles Atkins Community Center here in Oklahoma City. The patient is a retired construction worker. He also served in the National Guard for four years. He is a one pack per day smoker. He states he has to use his nebulizer at night.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: He states his weight has been steady.
The patient is very hard of hearing and currently has no hearing aids and reportedly that is being addressed by social services. The patient has full dentures that fit properly. He denies difficulty chewing or swallowing. He does wear corrective lenses.

MUSCULOSKELETAL: The patient was in a manual wheelchair that he propelled. He is weight-bearing and ambulates for short distances. He had a fall two days ago stating that he rolled out of bed landing on the floor bruising his left upper cheek and there is evidence of it. He reports chronic right knee pain.

PHYSICAL EXAMINATION:

GENERAL: The patient was alert, cooperative, able to give information and readily voiced his need i.e., for me to speak loudly and offered me the whiteboard, which I used and that improved communication.
VITAL SIGNS: Blood pressure 132/79, pulse 70, temperature 97.0, respiratory rate 17, and O2 sat 98%.
HEENT: EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. Dentures in place and properly fitting.

NECK: Supple. Clear carotids. No LAD.

CARDIAC: He had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.
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RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

ABDOMEN: Soft. Bowed sounds present. No distention or tenderness.
MUSCULOSKELETAL: He has good neck and truncal stability seated in his wheelchair, propels his manual wheelchair without difficulty, self-transfers. No lower extremity edema. Good bilateral upper extremity grip strength. There is tenderness to palpation of his shoulder, which I saw when I kind of touched his shoulder and he flinched.

NEURO: He is alert and oriented x 2. He had to reference for the date. His speech is clear. He voices his needs. He is very hard of hearing, which affected communication, but he was able to make his point and once we used the whiteboard and he read what I was asking, he was able to answer without difficulty. Affect congruent with situation.

SKIN: Warm, dry and intact with good turgor. There is a resolving bruise on the upper left zygomatic arch from when he fell out of his bed, but the skin is intact.
ASSESSMENT & PLAN:
1. The patient who is very hard of hearing and hearing aids are being looked into through social work, I will contact them and see what the status is. In the interim, I encouraged the patient to just continue carrying the whiteboard with him so that he people could write what they were trying to say to him.
2. Nicotine dependence. I am going to bring the use of either patches or gum to help him taper down if he is interested; if not, he will continue to smoke.
3. Recent anemia in July, when hospitalized. We will check a CBC to assess where he is at now as well as a CMP to assess his total protein and albumin.
4. Polyarthritis with arthropathies. The patient’s pain is well-managed with his Norco. which is p.r.n. and he does not excessively ask for it.
5. Vascular dementia, which is a new diagnosis as of 07/29/2025. I am going to, at our next visit, administer an MMSE to assess severity.
6. Major depressive disorder. He appears stable at this point in time. Continue on his SSRI and anxiety disorder also appears to be well-managed.
7. COPD. He uses his MDI primarily in the evening, states that it helps him to breathe better when he goes to bed. He also has obstructive sleep apnea and we will clarify the use of CPAP.
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Linda Lucio, M.D.
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