


ASSUME CARE NOTE
RE: Kane Scott Sherman
DOB: 01/21/1971
DOS: 07/16/2024
Featherstone AL
CC: Assume care.
HPI: A 53-year-old gentleman seen in his apartment for the initial visit. He was able to give some information and was scattered. He had some paperwork from OHH where he is followed by Dr. Kevin Miller and limited paperwork from Dr. Syed hepatologist at Baptist who also follows the patient. The patient states that he is being monitored for potential liver transplant. He states that when he was admitted here on 05/14/2024, he had a significant amount of edema both in abdomen and bilateral lower extremities. He was diuresed and states that he has lost a lot of weight and feels closer to his baseline weight. Admit weight was 268 pounds and he currently weighs 209 pounds and he is 6’2”. The patient was seated on a couch and able to give some information in a scattered manner. He then later was a bit fidgety standing up and sitting on a chair across from me so that his daughter who came in to see him was then seated on the couch and his daughter he relies on to keep dates in order. I was contacted regarding the patient on Friday 07/12/24. The patient was having significant mouth pain and sent a photo which showed inflammation of his lower gums. The patient has dental implants that are primarily all of his lower jaw teeth. Augmentin 500/125 mg was prescribed and the patient states that he has had one day worth of medication. The following information is from the patient, his daughter and chart.

PAST MEDICAL HISTORY: Congestive heart failure, last echocardiogram showed an LVEF of 35%, chronic kidney disease stage IIIA, liver failure without ascites, GERD, hypertension, peripheral neuropathy, history of insomnia, and history of anxiety.

PAST SURGICAL HISTORY: Appendectomy and reconstruction of his mandible.

MEDICATIONS: Protonix 40 mg q.d., KCl 20 mEq two tablets b.i.d., spironolactone 25 mg q.d., midodrine 10 mg b.i.d., Entresto 24 mg/26 mg to be given per parameter set by cardiologist, lactulose 30 mL t.i.d., spironolactone 50 mg q.d., midodrine 10 mg b.i.d., with parameters, Corlanor 5 mg one tablet b.i.d., and magnesium 400 mg q.d.
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ALLERGIES: NKDA.

SOCIAL HISTORY: The patient is divorced. He has two daughters that live in Norman and are in college and then two sons live in Norman with their mother. The patient is currently retired on disability I believe. He worked as a construction contractor and substitute teacher. Nonsmoker. He has a history of ETOH use. He states that it was heavy at one point and has not had any recently and could not quantify the date and states that his family is very supportive specifically his daughters and he has his own POA.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished male somewhat fidgety seen in room.

VITAL SIGNS: Blood pressure 91/75, pulse 130, height 6’2”, weight 217 pounds, and BMI 28.1.

HEENT: Full-thickness hair. EOMI PERLA. Anicteric sclerae. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition with on top with dental implants on bottom, gum is somewhat redundant and slightly inflamed, and no evidence of drainage.

NECK: Supple. Clear carotids. No LAD.

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

CARDIOVASCULAR: He has a bradycardic rate at a regular rhythm. No murmur, rub or gallop noted.

ABDOMEN: Slightly protruberant and nontender. Hypoactive bowel sounds present. No masses. Chest wall: He has bilateral gynecomastia related to long-term use of steroids and current diagnosis of liver cirrhosis.

MUSCULOSKELETAL: The patient is independently ambulatory. He does have a walker that he uses on occasion. It has been remote since he had a fall. He moves arms and legs in a normal range of motion and lower extremities, no evident lower extremity edema. Intact radial pulses.

NEURO: CN II through XII grossly intact. He is alert and oriented x 3. Speech is clear. He takes his time answering questions. He does rely on his daughter’s bed then turns out to know the answer himself.

SKIN: In good condition. No bruising, abrasions or breakdown noted. 

PSYCHIATRIC: The patient has a history of anxiety disorder and insomnia both for which he has used benzodiazepines, but as criteria for liver replacement, he is trying or states he has not used any of those medications in some time. Daughter requests medication for his anxiety. He was antsy up and down, somewhat fidgety, and tangential requiring redirection.
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ASSESSMENT & PLAN:
1. Anxiety disorder. Buspirone 7.5 mg b.i.d. I explained this to the patient. It was requested by his daughter as well as himself.

2. Panic attack that happened earlier prior to my getting here and so I was here for another patient. So, the patient thought he was having a heart attack. So they did an EKG which in review is sinus rhythm and marked as such and this was reviewed with the patient.

3. Congestive heart failure followed by Dr. Kevin Miller. The patient has appointment on 07/18/24 and he is requested to bring back information from that appointment and we will be provided with information sheet for that.

4. Hypertension/orthostatic hypotension. There are parameters set by Dr. Miller as to when to give and when to withhold his BP medications and midodrine so that is clarified and to be followed by nursing staff to include the med-aide.
5. Liver cirrhosis with hepatic failure followed by Dr. Taseen Syed. The patient was seen in June and per daughter Noel, he is to follow up in six months.

6. Insomnia. The patient has temazepam p.r.n. I suggested we try trazodone non-narcotic and see whether that helps with his sleep or if he wants to defer a sleep aid altogether.
7. Peripheral neuropathy. The patient had PT per complete home health who follows the patient. He states that he was set up for three weeks and they stopped it at two weeks. I told him it may have been secondary to meeting goals, but that I would call them and see what the issue may have been.
8. Liver failure with a question of elevated pneumonia. The patient takes lactulose routinely. He states that recently his stools started to be formed in nature, so question is how the frequency of taking it, I am going to draw a magnesium level.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
