


ASSUME CARE NOTE

RE: Katherine Foster
DOB: 11/20/1952
DOS: 11/06/2025
Windsor Hills
CC: Assume care.

HPI: A 72-year-old female who I met and talked with for the first time this afternoon. The patient was in her room when I went in there. She had jewelry making materials out and in her room, there are paintings that she has done, puzzles that she has put together that are quite elaborate that she has made frames for, so she is very artistic. The patient was pleasant and quite talkative, able to give information about her history and was honest about relationships that she has had with her family. The patient tells me that prior to coming to Windsor Hills, she had been living alone at home, but was starting to have a problem with falling. She stated that she just did not even have an explanation for, but that she would just lose her balance and fall. At one point, she ended up going to the ER and been hospitalized and it was at that point that people that knew her stated that she needed to be in a facility for at least a period of time. She wanted to go to an assisted living, but given falls and the level of care that she needed she stated that she ended up having to go to a nursing home and this is how she ended up at Windsor Hills. She states she appealed having to leave AL on a couple of different instances, but came to understand why she could not stay in AL. The patient is very interactive with people here in the building as I have noted other residents and seems to get along with staff. She has a private room at the end of a hallway and states that it is private until somebody moves in. She also has an upcoming birthday and stated that she has talked to the kitchen staff about being able to get a birthday cake and something to celebrate her party in her hallway. She states these are the people I live with and they tried telling her that it was not fair to not include everybody and she stated I do not live with everybody else, just these people. So, I told her to stick to her guns.
PAST MEDICAL HISTORY: AAA, unspecified osteoarthritis, hypothyroid, hyperlipidemia, unspecified anemia, chronic pain syndrome, depression unspecified, anxiety disorder, GERD, dementia unclassified or level of severity, chronic low back pain, bipolar disorder, OAB, COPD, history of falls and generalized muscle weakness.
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PAST SURGICAL HISTORY: Bariatric surgery; she used to weigh 304 pounds, bilateral cataract extraction, tonsillectomy, resection of her thyroid secondary to goiter, cholecystectomy, partial hysterectomy, and right knee replacement. She is currently seeing a podiatrist regarding some problems with great toenails and whether to remove them. She denies any difficulty chewing or swallowing even though her dentures no longer fit properly.

MEDICATIONS: Oxycodone 5 mg one q.4h. p.r.n.; the patient states she uses them infrequently, melatonin 3 mg h.s., trazodone 100 mg h.s., duloxetine 60 mg b.i.d., Benefiber h.s., bupropion 5 mg two tablets b.i.d., Nystatin powder to affected areas q.8h. p.r.n., Abilify 5 mg q.d., Voltaren gel to knees q.12h.; I am going to write routine, KCl 10 mEq q.d., Estradiol cream 10% 1 g vaginally q. MWF, Synthroid 112 mcg q.d., Tylenol 325 mg two tablets q.6h. p.r.n., buprenorphine 2 mg one tablet q.d., Flexeril 10 mg q.8h. p.r.n., gabapentin 300 mg b.i.d.

ALLERGIES: XANAX and SHRIMP.

DIET: Regular with thin liquid and one can of Ensure one to three times daily.

CODE STATUS: DNR.

HOSPICE: Cura Hospice.
SOCIAL HISTORY: The patient was divorced, lived alone at home, began to have some falls and so moved into care suites and had falls there that ended up with her being hospitalized and from there, she was told that she cannot go back to assisted living and so she ended up in a nursing home. Here, she was in the closet in her room trying to reach some things by herself stepping up on a small stepstool, she fell and ended up with left rib fractures. The patient has been married twice with each spouse dying. She has a daughter named Destiny who is her power of attorney, son Ike who is currently in the state pen for drug-related issues and she has a daughter Ella who has just kind of separated herself from the family and no one really has contact with her. The patient states that she was a homemaker and then she worked in group homes and often as a cook.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female who was pleasant and quite energetic.

VITAL SIGNS: Blood pressure 116/78, pulse 72, temperature 97.5, respirations 18, O2 sat 94%, and weight 101.8 pounds.
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HEENT: She has short hair. EOMI. PERLA. Mild injection without drainage. Nares patent. Moist oral mucosa. She was edentulous. She states that she has an upper plate as well as a lower plate and they do not fit very well given the weight loss that she has had over the past several months.

CARDIAC: The patient has an occasional irregular rhythm at a regular rate with a soft systolic ejection murmur. No rub or gallop.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Scaphoid. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. She moves limbs in a normal range of motion. The patient is in a manual wheelchair that she propels without difficulty. She is weightbearing, but she no longer self-transfers. She states that she has learned to call the staff for assistance due to the number of falls that she has had. She has good grip strength bilaterally of arms.

NEURO: CN II through XII grossly intact. She makes eye contact when talking. Her speech is clear. She can give information. She is very animated when speaking. The patient is able to present her side as well as see the side of other people when she is telling stories.
PSYCHIATRIC: She appears to be in good spirits and will be direct when she needs to.
SKIN: Warm, dry and intact with fair turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Bilateral knee pain. Icy Hot.

2. Thyroid lab review. The patient has a free T4 of 0.98 and a TSH of 4.67, so both values are WNL with her current Synthroid dose, no change.
3. Anemia; 02/04/25 CBC showed an H&H of 9.9 and 30.1 with a normal MCV and MCH. Platelet count was slightly elevated at 402.

4. Hypoalbuminemia. Albumin is 3.0. Total protein, however, is also just slightly low at 6.3. Pro-Stat 30 mL p.o. b.i.d. is ordered.

5. Alkaline phosphatase elevation of 209, unclear whether this is hepatic or bone in origin and this may have been back when she was having more frequent falls. She will be due for annual labs in January, so we will see.
6. Hypomagnesemia. Magnesium is 1.8 and we will add magnesium 400 mg q.d.
CPT 99310
Linda Lucio, M.D.
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