


ASSUME CARE NOTE

RE: Judith Turner
DOB: 11/16/1942
DOS: 09/24/2024
Rivendell AL

CC: Assume care.
HPI: An 81-year-old female who has been in residence since 03/06/2023. She states that she has a variety of outside physicians, but she does not have one in the facility, so she requested to be seen. The most current issues are the patient’s focus on having a UTI. She had a UA that was ordered by her outside physician and the results returned contaminated, so unable to assess. She would like to have that redone as she is convinced that she has a UTI, but then when I asked what are the specifics that make her think that, it was very vague. At baseline, the patient has a psychiatric history that includes anxiety, depression, and schizophrenia as reported by family. The patient did not bring up anything apart from the first two diagnoses. The patient has a small dog – a Chihuahua – that is running around the room and so she is distracted and I later then observed her walking around the hallways using her walker at a slow steady pace for exercise.

PAST MEDICAL HISTORY: Anxiety, depression, rheumatoid arthritis, osteoporosis, OAB, hypertension, and asthma/COPD.

PAST SURGICAL HISTORY: Left knee replacement, total abdominal hysterectomy, appendectomy, cholecystectomy, tonsillectomy, and cataract extraction of one eye, but she cannot remember which.

CURRENT MEDICATIONS: Fosamax 70 mg q. week, Azo-D-mannose 500 mg one capsule t.i.d., BuSpar 5 mg t.i.d., Os-Cal q.d., Klonopin 0.5 mg h.s., clonidine 0.1 mg 8 a.m. and 8 p.m., diltiazem 240 mg 8 a.m. and 2 p.m., Cymbalta 60 mg q.d., Lasix 20 mg q.d., DuoNeb q.i.d., Mag-Ox one q.d., melatonin 10 mg h.s., meloxicam 7.5 mg q.d., methotrexate 12.5 mg q. 7 days, Singulair q.d., olanzapine 10 mg q.d., PEG solution q.d., KCl 10 mEq b.i.d., prednisone 5 mg MWF, PreserVision b.i.d., probiotic q.d., Zoloft 25 mg q.d., Systane eye drops OU b.i.d., Flomax q.d., Trelegy Ellipta q.d., D3 2000 IUs q.d., B6 100 mg q.d., and Voltaren gel q.i.d. to the affected joints.

ALLERGIES: Multiple, see chart.
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SOCIAL HISTORY: Prior to admit here, the patient was living in her home in Norman. She had two sons: one Jerry Don passed away, so no longer living. Son Greg is a nurse, unclear where, but is POA. She is divorced, worked with GM through her career in car assembly. 

FAMILY HISTORY: Her mother had depression. She has a sister who has anxiety and severe osteoarthritis and a brother who has rheumatoid arthritis.

CODE STATUS: Full code.

DIET: Regular.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She states she is at her baseline weight.

HEENT: She wears glasses sometimes. She states that they make it hard to read. She hears adequately without hearing aids. She is able to chew food without difficulty. Denies any dysphagia.

RESPIRATORY: She states sometimes she gets really short of breath, but for the most part gets by with her O2 at 2 liters per NC.

CARDIAC: She denies chest pain or palpitations.

MUSCULOSKELETAL: Chronic pain is managed.

GU: She has urinary leakage which is relatively new. I asked her if she was having any pain with urination, any low back pain or pelvic pain, and she denied.
GI: She denies dyspepsia, but she is also having some incontinence of stool that is also new.

NEURO: Sleep – she states that she takes something for sleep, so she has no problem with that.

PSYCHIATRIC: She is evasive about it, can give information and I just need to clarify that and I told her that I was going to do so and she did not have a response.

PHYSICAL EXAMINATION:

GENERAL: The patient is seen in room. She was alert, wanted to be seen, but just kind of moving all around the room. Someone was not cleaning her bedroom and then the dog running everywhere, but finally got things settled down. The patient just starts talking randomly and if I am more specific, she tries to give answers, but memory deficits or what she says – poor memory –limit history that she shares.
VITAL SIGNS: Blood pressure 123/66, pulse 58, temperature 98.1, respirations 18, and weight 140 pounds.

HEENT: She has long hair that was pulled back. Sclerae clear. Nares patent. Moist oral mucosa. Native dentition which she has had recently a lot of work done. She was proud of them. They look good.

NECK: Supple. Clear carotids. No LAD.
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RESPIRATORY: She cooperates with deep inspiration. Lung fields are relatively clear. Decreased bibasilar breath sounds secondary to effort. She also had O2 per NC at 2 liters that she was wearing initially when I came in and then took off and seemed to be fine without it. She had no cough or noted DOE.

CARDIAC: She has regular rate and rhythm. There was no murmur, rub, or gallop noted. PMI nondisplaced.

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

MUSCULOSKELETAL: She moves arms in a normal range of motion. She ambulates slowly, but at a steady pace with her walker. Trace bilateral lower extremity edema.

NEURO: CN II through XII grossly intact. She makes eye contact and then randomly is distractible and will return to what she was saying. Short-term memory deficits. Her thinking is scattered. She acknowledges a history of depression, but thinks that she is much better. She has been treated by Dr. Julia Owen, psychiatry, but she is now in a teaching position, so the patient states she cannot see her anymore.

SKIN: Warm, dry and intact with fair turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Psychiatric issues that some I am aware of, but others that have been mentioned – no history. So we will contact the patient’s son/POA for information.

2. Hypertension. We will monitor BPs and hopefully no changes will be required in her BP medications.

3. UTI focus. I told her we will do UA x 1 here and that a nurse will help make sure that she does adequate cleansing of the labia before she gives the specimen. If that returns contaminated, then we are done redoing them and we will not do another one unless there is clear reason for it.

4. Social issues. We will contact her son Greg who lives in Oklahoma City area to see what further information he can give on the patient. 

5. The patient did have UA that was done on 09/07/2024 at SSM, ordered by Dr. Vyas. The UA showed 2+ leukocytes, 1+ ketones, otherwise unremarkable.

We will see the patient in a couple of weeks and to order UA as cited. She had one done in July that was completely negative and not reflexed and had another one two weeks prior to the one just mentioned that was positive for E. coli and treated with Fosfomycin.
CPT 99345
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
