


ASSUME CARE NOTE

RE: Barbara Day
DOB: 10/30/1940
DOS: 04/29/2024
Mansions at Waterford AL
CC: Assume care.
HPI: An 83-year-old female seen in room. She was alert and pleasant and stated that she was willing to tell me about her health and see what I could do to help her. The patient was very engaging. As she continued to talk, there was evidence of memory deficits. In looking through her chart, no diagnosis of dementia was found.

PAST MEDICAL HISTORY: Atrial fibrillation, ASCVD leading to four-vessel CABG, hypertension, hypothyroid and current cellulitis of great toe on antibiotic.

MEDICATIONS: Eliquis 5 mg b.i.d., Lasix 40 mg q.d., losartan 50 mg q.d., levothyroxine 75 mcg q.d., Nystop powder to affected areas b.i.d., KCl 10 mEq q.d., Diflucan 150 mg q.3. days, and Omnicef 300 mg one tablet b.i.d. for seven.

ALLERGIES: AMOXICILLIN, PCN, STATIN and CODEINE.
SOCIAL HISTORY: Her first husband is deceased. She has a son and daughter with daughter Vicki being her POA. She worked in banking for 25 years. She states she retired last year. She is nonsmoker and occasional social drinker. We will obtain remaining medical history from POA. Cardiologist is Dr. Michael Scherlag.

DIET: Regular, soft with bite sized food.

CODE STATUS: DNR.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She does not know her baseline weight, but thinks that her weight has not changed.

HEENT: She wears glasses. She is hard of hearing, but does not wear hearing aids. She has lower partials with her statement that she has no difficulty chewing or swallowing, but has a modified diet due to difficulty chewing.
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She denies chest pain or palpitations. She is continent of bladder and bowel. She sleeps good at night. Her appetite is good. She has had no recent falls.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, seen in room. She was very pleasant and cooperative.

VITAL SIGNS: Blood pressure 110/64, pulse 80, respirations 16, temperature 97.6, and weight 196 pounds.

HEENT: She has long hair that is combed back with a hair band. Sclerae are clear. Nares patent. Moist oral mucosa. She has well fitting lower partials. Native dentition on top and fair repair.

NECK: Supple. Clear carotids. No LAD.

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

CARDIOVASCULAR: She has in a regular rhythm without murmur, rub, or gallop. PMI is nondisplaced.

ABDOMEN: Slightly protruberant and nontender. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. She has trace bilateral lower extremity edema. The patient is in a wheelchair that she can propel. She is weightbearing for transfers and self transfers, but occasionally staff assists required.

NEURO: CN II through XII grossly intact. She is oriented x2. She has to reference for date and time. She can communicate her needs. She states she understands given information, but things have to be repeated.

SKIN: Warm, dry and intact. Her right great toe, there are fungal changes around the nail and cellulitis of the area has resolved with Omnicef. There is no odor to the foot or the toe and she states there had been previously and there is part of the great toenail missing and she states that it is just like flaked off.

PSYCHIATRIC: She is in a good mood. She makes eye contact. She smiles. She has a sense of humor, but memory deficits noted.

ASSESSMENT & PLAN:
1. HTN. Review of BPs indicates good control. All pressures systolic less than 150 and only one reading where she was hypotensive on 04/27/24 and pulse rates are all WNL. No change in her BP medication or Eliquis dosing.

2. Hypothyroid. TSH will be ordered.

3. Lower extremity edema/CHF. We will check renal function and electrolytes, given diuretic and KCl use.
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4. Right great toe fungal infection being treated as above with last dose of Diflucan to be on 05/01/24. She will complete Omnicef also on 05/01/24.

5. General care. Labs CMP, CBC, and TSH ordered. I told her I would review them with her when available.

6. Advance care planning. The patient states that she wanted a DNR. There is a form in her chart that has not been completed. There is however certification of physician form that I will complete and we will speak with her daughter/POA Vicki Williams.
CPT 99345 and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
