


ASSUME CARE NOTE
RE: Sandra McElhinney

DOB: 09/13/1947
DOS: 07/16/2024
Featherstone AL

CC: Assume care.

HPI: A 76-year-old female seen in living room of her apartment. The patient is alert, able to give information, and was very cooperative with being seen. It became clear after listening to her answer questions that she had medical background. It turns out she is a retired RN. The patient has a history of COPD uses Trelegy MDI and asked if there were samples of the medication that I could give her. I told her I did not have anything off hand and I was not sure if there were samples in our office. She asked if I was one of those doctors that would get the patient samples for what they needed and I told her that there was no guarantee on that and things would need to be ordered as needed.

PAST MEDICAL HISTORY: Restless leg syndrome, chronic seasonal allergies, overactive bladder with nocturia, benign upper extremity tremors/seizures, COPD, depression/anxiety, degenerative joint disease, glaucoma, GERD, hypothyroid, chronic candidiasis in pannus and pruritus relatively new issue.

PAST SURGICAL HISTORY: Bilateral knee replacements, bilateral cataract extraction, cholecystectomy, TAH, appendectomy, laminectomy of L4-L5 and ileostomy several years ago that subsequently been reversed.

MEDICATIONS: Sinemet 25/100 mg one tablet p.o. h.s. for RLS, Plavix q.d., Zyrtec 5 mg h.s., oxybutynin 5 mg b.i.d., PreserVision one capsule b.i.d., primidone 250 mg one tablet q.d., Trelegy Ellipta one puff q.d., KCl 20 mEq q.d., D3 2000 IUs q.d., NaCl 1 g tablet one p.o. b.i.d., vitamin C 500 mg b.i.d., IBU 400 mg b.i.d., duloxetine 30 mg q.d., glucosamine one tablet p.o. b.i.d., latanoprost OU h.s., levothyroxine 50 mcg q.d., simethicone 80 mg one tablet b.i.d., Benadryl 25 mg q.d., and nystatin powder b.i.d. to affected areas.

ALLERGIES: CLARITHROMYCIN.

Sandra McElhinney
Page 2

SOCIAL HISTORY: The patient was widowed 06/11/2019. POA is son Stacy Reddig who was recently named Vet of the year. The patient is a retired RN retiring in 2008. She is certified mental health nurse and certified in corrections nursing. Talking about being widowed, she said that her husband is always nearby and I did not know what she meant and she then turns and pats a large *__________* sitting on a side table and she states that he is there and they will both be scattered when it is her turn to be cremated. The patient has about a 100-pack year smoking history. She has not smoked in several years.
CODE STATUS: Full code.

DIET: Regular.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Weight is stable.

HEENT: She wears glasses and has a full dentures. She hears adequately without hearing aids.
MUSCULOSKELETAL: The patient uses a walker for distance. She walks independently in her room. She has a history of pseudoseizures. She states that they just occur randomly the last time she said was quite some time. The patient at times states that she has musculoskeletal pain and they will give her medication that is not Tylenol, she stated that it was Norco 10 mg. I do not see it on her routine or p.r.n. schedule, but if needed we will write for that and I have spoken to staff.

GI: No difficulty chewing or swallowing. She is continent of bowel.

GU: She wears pad and has overactive bladder which has been helped with oxybutynin.

SKIN: She points to her arms and on her cheek she has telangiectasia and purpura. She attributes to Plavix and states it does not take much pressure for them to occur.

PSYCHIATRIC: she denies depression or anxiety.

PHYSICAL EXAMINATION:

GENERAL: Pleasant older female who is quite talkative.

VITAL SIGNS: Blood pressure 122/80, pulse 89, temperature 97.0, respirations 16, O2 sat 97% on room air, and height 5’5”.

HEENT: She has short gray hair. EOMI. PERRLA. Anicteric sclerae. She has corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in poor to fair repair.

NECK: Supple. No LAD.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds. Lungs are clear. No cough. Symmetric excursion. Prolonged expiratory phase.

CARDIOVASCULAR: She has a regular rate and rhythm. No murmur, rub or gallop.

ABDOMEN: Obese and nontender. Hypoactive bowel sounds.
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MUSCULOSKELETAL: The patient remained seated. I did not observe gate. She moves arms in a normal range of motion. She has trace LEE. Intact radial pulses.

NEURO: CN II through XII grossly intact. She is alert. She is oriented x 2. She has to reference her date and time. She can voice her needs and understands most given information and ask questions if she needs to.
SKIN: Telangiectasia on her right cheek as well as few scattered purpura about pea size on right forearm. Otherwise, skin is intact and pinkness under her abdominal pannus.

PSYCHIATRIC: Affect congruent with what she is saying and situation. She does perseverate on medical issues and what needs to be done that is not being done and wanted to know what medications I could provide samples for her and I clarified to not expect any.

ASSESSMENT & PLAN:
1. Pruritus. Benadryl is written to be given at 25 mg q.a.m. routine and that hydrocortisone cream 1% which the patient has on her purse and can be used to affected areas b.i.d. I did tell her that it is not recommended for ongoing use on facial skin.

2. Intermittent nausea what she complains about, but cannot relate to meals or time of day. Daughter got her prescription of Zofran 4 mg tablets and the carton is sitting near on her table and she pointed out to me. So, we told her it is q.6h. p.r.n. as needed.
3. Medication review. Quetiapine was listed. The patient wants that removed. She states that she does not take it.
4. General care. CMP, CBC and lipid profile for annual labs as they were last done 03/2023.

CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
