


ASSUME CARE NOTE
RE: Nancy Tarpley
DOB: 08/05/1933
DOS: 06/01/2022
Town Village AL

CC: Assume care.

HPI: An 88-year-old seen in her room, she was napping, but alert and cooperative, able to give some history, acknowledges certain memory deficits where she does not remember some things. The patient had COVID in March 2021, and states that she noted a change in her cognition and her overall sense of well-being declined after that. The patient was hospitalized at Mercy and then went to Epworth Villa for skilled care. The patient gets around independently, states she only uses a cane when going outside, she likes to get walks in, in the morning and afternoon, but weather recently has prevented that. She denies any history of falls, states that her appetite is good, but she wants to watch her weight as her desired weight goal is less than 130 and she is by last weight in facility 140 pounds. Sleep difficulties have been ongoing. She receives melatonin 5 mg p.r.n. h.s., which is effective for her. She states that she does not want to get hooked on anything and I reassured her that it is a natural solution and she can stop-start at any time and she was reassured. She states the only new thing that she has to bring up is and she extends her right hand stating that it has become harder to do things such as painting, sewing and knitting, which she did regularly but now and I palpated her hand and there is a cord that is palpable and she states that has developed over the last several months and makes it uncomfortable for her to do the mentioned activities. She is also right-hand dominant and the steadiness with which she can hold things such as knives and forks is affected. She has a large family, they have visited her and she seems content with family contact.
PAST MEDICAL HISTORY: Cardiac arrhythmia on anticoagulant, HTN, OAB, insomnia, seasonal allergies.

PAST SURGICAL HISTORY: Colon resection; the patient unclear as to why.
ALLERGIES: NKDA.

MEDICATIONS: Norvasc 2.5 mg q.a.m., Eliquis 5 mg b.i.d., Lasix 20 mg q.d., metoprolol 100 mg b.i.d., melatonin 5 mg h.s. p.r.n., Myrbetriq 50 mg q.d., Metamucil scheduled for q.d., but she wants it changed to p.r.n., which is done, and Flonase q.d.
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SOCIAL HISTORY: She is a widow, does not recall how long, has four children. Her son Mike is POA and she is a retired homemaker.. She quit smoking approximately 30 years ago after a 30-pack year smoking history. Rare social ETOH use.

FAMILY HISTORY: Her father lived into his late 80s, he was retired long-term military and had good health. Her mother died in her 70s having cardiac issues, etc.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: Weight goal is less than 130 which has been her baseline.

HEENT: She does not wear corrective lenses or hearing aids and has native dentition.

CARDIAC: Cardiac arrhythmia, but no chest pain or palpitations.

RESPIRATORY: Occasional SOB with exertion.

GI: Constipation intermittently, but continent of bowel.

GU: Urinary leakage, but improved on Myrbetriq.

MUSCULOSKELETAL: Denies falls, independent ambulation, a cane when she walks outside.

SKIN: She points areas on the side of her face that she states became more prominent after COVID that are bothersome more by appearance.

PSYCHIATRIC: She denies depression or anxiety.

PHYSICAL EXAMINATION:

GENERAL: Well-groomed and pleasant patient, cooperative.
VITAL SIGNS: Blood pressure 138/58. Pulse 66. Temperature 97.6. Respirations 18. O2 saturation 94%. Weight 140 pounds.

HEENT: Her hair is groomed. She has makeup properly put on. Nares are patent. Oral mucosa moist and dentition in good repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Normal rate and effort. Clear lung fields to bases with symmetric excursion and no cough.

ABDOMEN: Soft. Hypoactive bowel sounds are present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No LEE. Observed repositioning; the patient got out of bed independently and walked around the room steady and upright. Good muscle mass and motor strength.

SKIN: Warm, dry and intact with good turgor. She does have widespread senile keratoses on her back as well as her neck and on the preauricular areas both sides, she has hyperpigmented plaques, but they have a scaly feel with pink pigment that she states itches.

NEUROLOGIC: CN II through XII grossly intact. She is oriented x 2-3. Her speech is clear. She can voice her needs. She has short-term memory deficits that she is aware of and attributes these again to COVID last year.

PSYCHIATRIC: Appropriate affect and demeanor for initial contact.
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ASSESSMENT & PLAN:

1. Bilateral senile plaques appear to have overlying psoriasis. Triamcinolone cream 0.1% to be applied to affected areas a.m. and h.s. for two weeks, then h.s. for two weeks and then p.r.n.

2. History of anemia. This is seen in her last CBC, which was 11/2021; H&H were 11.7 and 33.8 with normal indices, also her BUN was elevated at 21.3 on her current dose of Lasix. CMP, CBC and TSH ordered.

3. Code status. We discussed DNR versus full code. She does have an advance directive indicating no heroic measures and explained that a DNR or physician certification form would need to be in place to honor that, so after explaining that she requested form completion.

4. Social. Spoke with son/POA Mike at length reviewing her issues and orders written. He is in agreement and my contact information office-wise given to him.

ADDENDUM: Mike clarified that his mother had been living alone up until last year when she became ill and was hospitalized. After hospitalization, she went to Epworth Villa SNF and it was deemed that given her inability to care for herself safely at home prior to hospitalization that she would be placed into AL, thus her move to Town Village.

CPT 99328 as has not been seen by a physician since being in AL and advance care planning 83.17 and prolonged contact with POA 15 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

