


ASSUME CARE NOTE
RE: Norma Conrad
DOB: 05/21/1934
DOS: 01/04/2022
Rivermont, AL

CC: Assume care.

HPI: An 87-year-old seen in her room. Her daughter Keri Lyles was present. The patient was pleasant and cooperative, sitting in her rocker. It was clear that she was not able to give information. She looked about confused and she admitted as much saying that she did not understand what was going on. She also is HOH compounding her confusion. Keri states that she is in the facility at least five days a week if not every day and will work with feeding her mother, so she is aware of her habits as well. The patient had a fall in her room. She was found in the doorway into the bathroom. She complained of hip pain when staff found her. Imaging at NRH showed an acute comminuted fracture of the left ischial tuberosity and suprapubic ramus as well as the sacral ala and fractured the right hand third and fourth phalanx. She was evaluated by orthopedics. Dr. Steven Schultz and conservative healing measures were chosen. Currently, the patient denies any pain sitting or weightbearing on the left side. She has a walker that she has used with therapy, but for the most part, is transported in a manual wheelchair and PT has worked with her on propelling it. The patient went to Medical Park West on 07/07/2021. She returned at the facility on 07/21/2021 and note that her fall occurred on 07/01/2021. Prior to her fall, the patient was independently ambulatory though she was unsteady at times and a walker had been discussed. We also reviewed the patient’s medications and, as to her pain medication, daughter states that the patient has been on some form of Norco for a few years due to chronic low back pain. Currently, she is on Norco 7.5/325 mg t.i.d. Daughter thinks that that is stronger than she needs as the patient tends to fall asleep more and has appeared more confused. Due to continued steadiness after return from SNF, Coumadin that the patient had been on long-term for atrial fibrillation was changed to Eliquis. Daughter now has a camera in the room as her mother has a pattern of awakening about 3 a.m. and wanting to get up and go into the bathroom by herself; she called staff preempting her doing that. The patient is in good spirits and daughter states that that is her baseline and that she has noted a mild decline in cognition since these events.
DIAGNOSES: Alzheimer’s disease diagnosed approximately four years ago with symptoms presenting two years prior, chronic atrial fibrillation, chronic systolic CHF; last had exacerbation four years ago, GERD, HTN, osteoporosis, seasonal allergies, depression, gout with no recent flare.
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PAST SURGICAL HISTORY: TAH.

MEDICATIONS: Fosamax 70 mg q. Sunday, Os-Cal b.i.d., Eliquis 2.5 mg b.i.d., Lasix 20 mg b.i.d., Norco 7.5/325 mg listed b.i.d., but the patient receives t.i.d., levothyroxine 50 mcg q.a.m, Namenda 10 mg q.12h., metoprolol 25 mg q.12h., Remeron 30 mg h.s., Singulair h.s., omeprazole 40 mg q.d., MiraLax q.d., KCl 10 mEq q.d., and B12 1000 mcg q.d.

ALLERGIES: NKDA.
DIET: Regular with thin liquids.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient lived in California, was moved to Oklahoma by her daughter approximately four years ago. Her daughter is her POA and she has a son out-of-state. Her son lives in Colorado. The patient shared openly that her two children are adopted and then added she did not know why she was telling me that. Her dementia was diagnosed six years ago.
PHYSICAL EXAMINATION:

GENERAL: Frail older female sitting quietly in her rocker, attentive, but admits she does not understand much of what is going on.

VITAL SIGNS: Blood pressure 126/70, pulse 83, temperature 97.8, respirations 16, and weight 106 pounds.

HEENT: Her hair is groomed. Conjunctivae clear. Corrective lenses in place. Most oral mucosa.

NECK: Supple with clear carotids.

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

CARDIOVASCULAR: She has an irregularly irregular rhythm without MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. No LEE. Intact radial pulses. Moves all limbs while talking crossing one leg over the other.

SKIN: Warm, dry, and intact with good turgor.
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ASSESSMENT & PLAN:
1. Pain management. We will decrease Norco to 7.5/325 mg one-half tablet a.m., h.s. and 3 p.m. with a q.8h. p.r.n. adjusting medication as needed and reassured her that she would not go without her pain being covered.

2. Medication review. Able to discontinue or adjust frequency of dosing of some medications.
3. Weight loss. The patient’s baseline weight is 120 to 121 pounds, so she has lost approximately 15 pounds. BMI is 20 and we will get lab to assess TP and ALB. Recommended daughter bring protein drinks that the patient consume at least one daily and bring ice cream as the patient also likes that.
4. Hypothyroid. TSH ordered.

5. Social. All of this discussed and reviewed with POA who is in agreement.
CPT 99328
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
