


ASSUME CARE NOTE
RE: Dottie Harris
DOB: 10/14/1944
DOS: 07/16/2024
Featherstone AL
CC: Assume care.
HPI: A 79-year-old female seen for initial contact in the patient’s room. The patient was seated comfortably in her living room space. She was cooperative and interactive. She is able to give general information. When asked issues of concern for her, she brought up depression that she feels after the loss of her husband. He passed shortly after she moved in here and they had been married 61 years. Her family has told her that she should be getting over it by now and she just does not feel supported in that regard she acknowledges periods of just sadness and tearfulness. I told her that there is medication that we can try that will help with the depression. I asked about anxiety and she said that that is something that has increasingly started as well. She is opened to treatment and I suggested sertraline and she is agreeable.

PAST MEDICAL HISTORY: Hypertension, hyperlipidemia, hypothyroid, Alzheimer’s disease, coronary artery disease, and new depression bereavement related.

PAST SURGICAL HISTORY: Total abdominal hysterectomy and cardiac stents x 2 June 2024.

MEDICATIONS: Aricept 10 mg h.s., losartan 100 mg h.s., metoprolol 25 mg b.i.d., ASA 81 mg q.d., Brilinta 90 mg b.i.d., Lipitor 40 mg h.s., Wellbutrin 150 mg q.a.m., and Tylenol 650 mg t.i.d. routine.

ALLERGIES: NKDA.

SOCIAL HISTORY: Prior to admit here 02/02/2024, the patient was living at home with her husband. She moved here and he remained at home and passed about a month after her admission here. She was married 61 years. They have three children. Daughter Virginia lives locally and is POA and she has two sons, one 59 who lives in Maize and one 46 who is incarcerated in Taft.
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The patient worked at the Wagoner Hospital greater than 10 years and she was a wedding caterer for 20 years. She also was a seamstress and has a college degree. The patient is a nonsmoker and nondrinker. The patient adds that her father died when she was four years old and her mother unsure how she was going to provide for her two daughters gave them both to her parents and their grandparents who raised them and she acknowledges that that was a cause of a lot of hurt for many years.
CODE STATUS: DNR. POA is daughter Virginia Mencer.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Unclear her baseline weight.

HEENT: The patient wears readers. She does not require hearing aids and appeared to hear without any problem. She has native dentition.

MUSCULOSKELETAL: She uses a wheelchair for distance. She has a walker in her room. Falls: She acknowledged having falls recently both at home and then here. She cannot tell me when the last one was, but no injury.

GI: No difficulty chewing or swallowing. Denies dyspepsia. She does have what she calls chronic constipation. She could not tell me when her last BM was.

GU: Urinary leakage, but not full incontinence.

PSYCHE: Bereavement related depression which has increased with episodes of tearfulness that she keeps to herself. The patient has lived in Wagoner all of her adult life and daughter had her placed here because it is close to daughter whereas her two sons, one who could not visit, but she states that she is removed from friends as well as one son. The patient did acknowledge that she has some memory deficits.
NEURO: She notes memory deficits. She does not know how she got the diagnosis of Alzheimer’s disease and kind of laughed about it.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert, pleasant and interactive.

VITAL SIGNS: Blood pressure 150/63 and pulse 69.

HEENT: She has short hair, a bit unkempt. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids. No LAD.

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

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Obese and nontender. Hypoactive bowel sounds present.
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MUSCULOSKELETAL: Intact radial pulses. She has fairly good muscle mass. I did not observe ambulation. She has no lower extremity edema.

NEURO: CN II through XII grossly intact. She is alert and makes eye contact. Speech is clear. She is able to give basic information and acknowledged when she needed to correct what she had said or that she could not remember something. Orientation x 2. She has to reference for date and time. She is quite verbal, at times needed redirection and was cooperative. Affect congruent with what she is saying.

SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Bereavement related depression. Zoloft 25 mg one p.o. q.d. x 1 week then increase to 50 mg p.o. q.d. We will follow up with her in a couple of weeks to assess how she is tolerating medication and explained that benefit derived can take up to four to six weeks.
2. Musculoskeletal pain. Tylenol 650 mg q.a.m., 2 p.m. and h.s. routine.

3. Hypertension. Given that the patient is on two antihypertensives wanted to space them out properly, so adjusted the metoprolol to be given 25 mg q.a.m. and 2 p.m.

4. Constipation. MiraLax 17 g in 6 ounces of fluid q.d. routine and MOM 30 cc p.o. Monday, Wednesday and Friday routine and can adjust doses as the patient starts to establish a normal bowel pattern.

5. General care. CMP, CBC, TSH and lipid profile ordered and these will be reviewed with her at next visit when available. I also told the patient that I would contact her daughter and speak with her to address any questions or concerns she has and do want to establish when the Alzheimer’s diagnosis occurred. Daughter currently is with her husband walking the Appalachian Trail, so would be difficult to contact her.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
