


ASSUME CARE NOTE

RE: Dan Klimkowski
DOB: 10/18/1957
DOS: 04/29/2024
Mansions at Waterford AL
CC: Assume care.
HPI: A 66-year-old gentleman seen in room. He was in his manual wheelchair that he propels around without difficulty and cooperative to giving history. When I started to ask questions, the patient was very forthcoming and giving his medical history starting with a diagnosis of brain cancer approximately 30 years ago. He had surgical resection and radiation therapy and then several years later, there were cognitive as well as physical changes. He was diagnosed with brain cell necrosis secondary to radiation therapy. He was treated at MD Anderson where they were able to remove much of that necrotic tissue and the patient states that he actually was better with time after that procedure. He also received hyperbaric treatment for his brain cancer as opposed to repeating the radiation therapy. He is no longer followed at MD Anderson or any other oncologist per his report. 
PAST MEDICAL HISTORY: Left CVA causing dominant right side hemiparesis, epilepsy post above issues, hyperlipidemia, hypertension, GERD, anxiety, depression, and chronic pain management.

PAST SURGICAL HISTORY: Initial brain tumor resection and then brain surgery to remove necrotic tissue caused by radiation therapy.

MEDICATIONS: Diclofenac gel right knee q.a.m. and h.s., Cardura 2 mg q.a.m., Cymbalta 60 mg q.d., lacosamide (Vimpat) 100 mg b.i.d., Keppra 750 mg two tablets b.i.d., oxybutynin 5 mg q.d., phenytoin EX 100 mg q.d., phenobarbital 100 mg h.s., docusate one q.d. and oxycodone/APAP (Endocet) 10/325 mg one q.4h. p.r.n.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient is married to his wife of 35 years who lives in their home in Edmond. She visits and brings whatever he needs. He states they get along well. It was just he needed more than she could provide as far as care assistance. They had two daughters one in Texas and one in North Oklahoma bordering the Kansas Division.
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His wife Nancy Klimkowski is his POA. Prior to his brain cancer, the patient was a diesel mechanic and then at Tinker, he moved to equipment repair and did that for five years and then he started to have seizures, which was the indication of the tumor that he would be diagnosed with. He states they kept him at Tinker doing a nominal desk job until he was able to retire due to medical reasons.

DIET: Regular.

CODE STATUS: The patient requests DNR.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: Baseline weight is 250 to 260 pounds.

HEENT: Decreased vision in right eye. He wears glasses. Denies hearing loss. No difficulty chewing or swallowing.

RESPIRATORY: No cough, expectoration, or SOB.

CARDIAC: He denies chest pain or palpitations.

MUSCULOSKELETAL: Apart from his right knee pain any other pain is addressed either with Tylenol or Endocet. He is continent of bowel. He has urinary dribbling. His last fall was three days ago when he slipped out of the recliner in which he sleeps. Hemiparesis of his right upper extremity and left lower extremity. He cannot fully weight bear. He propels his manual wheelchair and he wears full upper and lower dentures.

GI: He acknowledges some dyspepsia, but controlled with current medications. He denies any nausea or emesis.

GU: The patient states that he has frequent nighttime urination requiring him getting up.

PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished male a bit unkempt, but cooperative.

VITAL SIGNS: Blood pressure 129/85, pulse 72, and he weighs 250.8 pounds.
HEENT: He has male pattern baldness. He wears corrective lenses. Sclerae are clear. There is no wandering noted of the right eye. He appears to have adequate muscle control. Nares patent. Slightly dry oral mucosa. Well fitting upper and lower dentures.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

CARDIOVASCULAR: The patient has a regular rate and rhythm. No rub or gallop noted. He has a soft systolic ejection murmur noted at the right second ICS.

ABDOMEN: Protuberant and nontender. Bowel sounds present. No masses or tenderness to palpation.
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MUSCULOSKELETAL: He gets around in his wheelchair. He self transfers. He moves arms in a fairly normal range of motion. He has no lower extremity edema.

NEURO: Decreased bilateral lower extremity reflexes and paresthesia bilateral lower extremities. CN II through XII grossly intact. He is alert. He is oriented x 2 to 3. His speech is clear. He can make his needs known. He appears to understand given information and will ask for clarification as needed.

SKIN: Warm and dry, generally intact. No skin tears or bruising noted. There is some dryness of his lower extremities, but skin is intact. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Overactive bladder with nocturia. Oxybutynin is increased 5 mg to a.m. and h.s. We will follow up with that in two to four weeks and if needed can further increase.

2. Seizure activity. The patient is on Keppra at the maximal daily dose of 3000 mg q.d. The patient states that he has not had a level checked in about a year and half, so that will be checked here and Dilantin also is low dose 100 mg, but level has not been checked. He has also been seizure free for greater than a year.

3. Advance care planning. The patient states that he wants DNR for his chart that he has been through lot of things and does not care to go through what he has previously gone through and that when this is time he is ready to go so we reassure him that he has DNR status.
CPT 99345 and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
