


ASSUME CARE NOTE

RE: Akiko Buckingham Knotts
DOB: 10/29/1933
DOS: 12/19/2024
Radiance MC
CC: Assume care.

HPI: A 91-year-old Japanese female who resides in memory care, is seen today for initial visit. I am assuming care. The patient has been in facility since 08/01/2022, coming from her home in OKC. The patient was seated in a manual wheelchair along with other residents, awaiting their Christmas dinner celebration. She seemed in good spirits. As I approached her, she made eye contact and smiled. She talked and her speech was clear, but it was random and out of context. Affect was bright with smiling. She was very receptive to me talking with her. She was patting my hand and just seemed to be enjoying herself whatever it was that she was speaking about. Staff reports that she is dependent on them for all activities. Her p.o. intake varies. She is distractible during meal times and has to be redirected. She has a manual wheelchair that she can propel around and generally mixes in with other residents without difficulty. I was able to speak with the patient’s court-appointed guardian Debra Lee. She states that she met the patient when the patient went to the law firm where she is a paralegal to set up some kind of estate planning. She was able to give me the social history. The patient at that time when she met her several years ago, she was lucid and cognition was normal functioning. It was between 2018 and 2020 that the patient ended up in Autumn Leaves Geri-Psych and was diagnosed with Alzheimer’s dementia and from there went to the Fountains at Canterbury MC and when they closed, then here to Radiance. 
DIAGNOSES: Alzheimer’s disease diagnosed Autumn Leaves Geri-Psych, anxiety disorder, HTN, HLD and thyroid disease.

PAST SURGICAL HISTORY: No known surgeries.

MEDICATIONS: Tylenol 650 mg b.i.d., Lipitor 10 mg h.s., docusate 60 mg q.d., fenofibrate 54 mg h.s., Lasix 20 mg q.d., guaifenesin 400 mg completed, KCl 20 mEq q.d., Seroquel 25 mg h.s., and D3 5000 units q.d. 
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SOCIAL HISTORY: The patient has been married twice. She was a war bride. Her first husband divorced her after some time. They had lived in Norman. She was not included in his long-term planning, so received no financial support. Her second marriage, husband passed away and she was also left without any financial support, but had become employed in that marriage at ONG and established a pension. The patient has no children and as her dementia progressed, the law firm that she had already gotten familiar with, they then assumed the position of legal guardianship. 
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is sitting quietly in her wheelchair looking about. She was receptive to my talking to her.

VITAL SIGNS: Blood pressure 130/70, pulse 68, temperature 97.1, respirations 16, and O2 sat 95%.

HEENT: She has long black hair that was loose. EOMI. PERLA. She has mild ectropion bilateral left greater than right. Nares patent. Moist oral mucosa. Native dentition in fair repair. She looks younger than stated age.

RESPIRATORY: Normal effort and rate. She did cooperate with deep inspiration. No cough. Symmetric excursion.

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

MUSCULOSKELETAL: Intact radial pulses. She has trace lower extremity edema dorsum of the foot, ankle and distal pretibial area. She propels her manual wheelchair. She has good neck and truncal stability as seated and is a full transfer assist.

NEURO: While the patient is verbal, it tends to be random. She has difficulty conveying her needs. She is social, oriented x 1. She is primarily Japanese speaking, but does know how to speak a fair amount of English and generally cooperative to care, but full dependence on staff for 6/6 ADLs. 
GU: Urinary incontinence.

GI: Full bowel incontinence.

ASSESSMENT & PLAN:
1. Establish care. The patient was engaging, of course unlikely that she understands anything that I had said to her, but was pleasant and we will get to know her and what her needs are. For now, we will continue with current care. 
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2. Hypothyroid. Thyroid screening study: TSH WNL at 1.455 and free T4 and T3 also WNL. She is not on thyroid medication to include methimazole. 
3. Medication review. The patient is on statin and she did have a lipid profile performed on 09/16/2024. T-chol was 227, HDL at baseline of 40, LDL 48 and her triglycerides were elevated at 696. We will leave her on fenofibrate which targets triglycerides, but we will allow statin to run out and not refill as not indicated in this situation. 
4. Social. I spoke with Debra Lee, her court-appointed guardian, at length who was helpful in giving some history. 
CPT 99345 and direct POA contact 30 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
