


ASSUME CARE NOTE

RE: Marilyn Lower
DOB: 08/21/1934
DOS: 04/26/2022
Town Village
CC: Assume care.

HPI: An 87-year-old female in residence since 06/20/2021; previously, at Brookdale Village, seen in her room, initially took some time, she was changing clothing and tells me later that she changes about 3 to 4 times a day and, during our HPI, she then reveals that because of bladder issues she has to change multiple times a day. The patient was observed ambulating independently with her walker and cooperative and returning to room for interview and exam. She is engaging, but has clear word finding and sentence formation difficulties of which she is aware. The patient states she likes the facility and that sometimes even the food is good. She states that she sleeps without difficulty doing so on her recliner that she positioned via remote control showing me how she sleeps. She states her appetite is good, but that she recently gave up sugar, lost some weight and feels much better. Constipation is an intermittent issue, she currently receives MiraLAX daily. She had difficulty expressing that there were some issues and it appears that a p.r.n. order is needed and she shook her head in agreement. The patient had a non-injury fall in March in her room getting out of bed. She seemed to recall it when mentioned, but had no other information. Her son Chris who is also her POA is involved in her care visiting frequently, doing her laundry, etc., currently out of town.

DIAGNOSES: MCI with word apraxia, depression, HTN, OA, allergic rhinitis, vertigo and OAB.
ALLERGIES: NSAIDS, LISINOPRIL, PENICILLAMINE, HYDROCODONE, SALMON, CODEINE and IBUPROFEN.

MEDICATIONS: Tylenol 500 mg two tablets b.i.d., Allegra 180 mg q.d., hydralazine 10 mg q.i.d., losartan 100 mg q.d., meclizine 12.5 mg q.8h. p.r.n., Myrbetriq 50 mg q.d., Effexor 225 mg q.a.m., vitamin C 500 mg q.d., and D3 400 units q.d.

DIET: Regular.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female, ambulating with her walker, pleasant, cooperative.

VITAL SIGNS: Blood pressure 148/74, pulse 74, temperature 97.6, respirations 18, O2 saturation 97% and weight 144 pounds.
HEENT: She has long hair that she has pulled into loose ponytails. Conjunctivae clear. Wears corrective lenses. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.
RESPIRATORY: A normal effort and rate. Lung fields clear to bases. Symmetric excursion. No cough.

ABDOMEN: Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Goes from sit to stand without difficulty. Ambulates independently in her room, is straight and upright. No lower extremity edema. Arms move in a normal range of motion.

SKIN: Warm, dry and intact. Did not note bruising or skin tears. Good turgor.

NEURO: CN II through XII grossly intact. She is alert, verbal, oriented x2; self and Oklahoma, word apraxia, which appears to be frustrating for her, but she handles fairly well.

PSYCHIATRIC: Appropriate affect and demeanor from meeting someone new.

ASSESSMENT & PLAN:

1. OAB. The patient is on max dose of Myrbetriq; unfortunately, she will have to continue with a brief and changing it as needed. She has had a couple of UAs done that were WNL.

2. General care. We will speak to her son after my next visit with her and introduce myself.

CPT 99338
Linda Lucio, M.D.
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