


ASSUME CARE NOTE

RE: Virgie King
DOB: 05/26/1940
DOS: 11/06/2025
Windsor Hills
CC: Assume care.

HPI: An 85-year-old female admitted to facility on 10/11/2025 is seen today to gather H&P history. The patient was seated in her recliner. She shares a room with another resident. She does not have a bed on her side stating that she sleeps in a recliner more comfortably than she does in a bed. She was alert and engaging, able to give information.
PAST MEDICAL HISTORY: Unspecified systolic CHF, diabetes mellitus type II, hypertension, polyneuropathy, mild cognitive impairment, anxiety disorder, depression unspecified, GERD, gout, insomnia, restless legs syndrome, seasonal allergies, chronic pain syndrome, and asthma.

GENERAL CARE: The patient is followed by Trinity Hospice with the diagnoses of hypertensive heart disease and CKD stage III.
PAST SURGICAL HISTORY: Cholecystectomy, bilateral cataract extraction, and ventral hernia repair.

MEDICATIONS: Voltaren gel 1% apply to affected areas b.i.d., nystatin powder apply to affected areas q.d., Ativan 0.5 mg one tablet q.i.d., Mucinex 600 mg two tablets b.i.d., Norco 10/325 mg one tablet q.6h., dextromethorphan 10 mL q.12h. p.r.n., triamcinolone cream 0.1% to affected areas b.i.d., Zofran 4 mg one q.6h. p.r.n., MiraLAX q.d. p.r.n., Zyrtec 10 mg q.d., gabapentin 100 mg one p.o. t.i.d., omeprazole 20 mg b.i.d., allopurinol 100 mg q.d., Prozac 40 mg q.d., amlodipine 10 mg q.d., KCl 10 mEq two capsules q.d., ibuprofen 400 mg one tablet h.s., Singulair 10 mg q.h.s., and ropinirole 1 mg h.s.

ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient is widowed after 60 years of marriage. She has three living children and a son who passed away at the age of 18, daughter Lisa is her POA. The patient was a nonsmoker and nondrinker. She was a full-time homemaker.
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REVIEW OF SYSTEMS: 
HEENT: The patient wears glasses. Does not require hearing aids, has adequate hearing. She has full dentures upper and lower. No difficulty chewing or swallowing.

RESPIRATORY: Denies cough, expectoration or SOB. Cough is treated and oxygen is p.r.n.
CARDIAC: She denies chest pain or palpitations.
SLEEP: The patient states she sleeps through the night without difficulty.
Pain is limited and well managed.
Appetite is good. Her baseline weight is 235 pounds.

MUSCULOSKELETAL: She uses a walker primarily to get around, has a wheelchair when needed for distance, is able to propel herself. No recent falls within the last year.

SKIN: She denies any rashes, bruising or breakdown.

PSYCHIATRIC: Acknowledges a history of depression and anxiety which are treated.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished patient who is overweight, but pleasant and cooperative.

VITAL SIGNS: Blood pressure 128/61, pulse 79, temperature 97.7, respirations 18, O2 sat 95% on room air, and weight 236 pounds.

HEENT: She has a short cropped hair, full thickness. EOMI. PERLA. Anicteric sclera. Wears glasses. Nares patent. Moist oral mucosa. Full dentures.
NECK: Supple. Clear carotids. No LAD.
RESPIRATORY: She has a normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

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

ABDOMEN: Soft, protuberant and nontender. Bowel sounds hypoactive. No masses to palpation.

NEURO: She makes eye contact. Speech is clear. She can give basic information and ask appropriate questions, appears to understand given information. Affect congruent to situation.

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

ASSESSMENT & PLAN:
1. General care. CMP, CBC, and TSH ordered for baseline lab as none available.
2. Depression. The patient states that she is doing well being around other people though she thought it might be difficult. Medications she takes for her anxiety and depression are also helpful without any significant side effects. Continue as is.
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3. Pain management, managed with Norco 10/325 mg q.6h. We will monitor benefit versus side effect and would like to wean to q.8h. p.r.n. and we will see how that goes over with the patient. 
4. Asthma/COPD. We will monitor O2 sats with O2 p.r.n. She has needed them a few times that she has been here. Her cough, congestion and expectoration appeared to be well managed.
5. History of gout. We will also order a uric acid level as she is treated with allopurinol.
6. Social. We will contact her daughter who is her POA, answer any questions as needed and we will go from there. Of note, the patient moved here from Weatherford because she has two sisters that live in the Oklahoma City area as well as her daughter. They are all very supportive.
CPT 99345
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
