


ASSUME CARE NOTE
RE: Frankie Surber
DOB: 08/14/1943
DOS: 07/16/2024
Featherstone AL
CC: Assume care.

HPI: A 70-year-old patient seen in room. When I opened the door, the patient was there in his recliner with his little corgi sitting at bedside. His room was also warm and stuffy, smelled like a dog that needed hygiene. The patient was a bit gruff. Initially, it took some time for him to soften and allow me to speak with him and he became then a bit more receptive. His primary complaint was that he did not get medications on time if at all and unhappy about it. He made it clear how unhappy he was being here and with a little time and effort, he was able to open up about some personal things.

PAST MEDICAL HISTORY: COPD, HTN, paranoid schizophrenia with unspecified psychosis and when and where these diagnoses were made is unclear to me, and unspecified osteoarthritis.

PAST SURGICAL HISTORY: Appendectomy.

MEDICATIONS: Norvasc 10 mg q.d., HCTZ 25 mg q.d., Toprol 25 mg q.d., KCl 10 mEq q.d., Depakote 250 mg q.d., and Alive Men’s MVI q.d.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient is a widower x 4 years. His wife’s name was Virginia and she died of Huntington’s chorea. He had two daughters. The first one passed two years ago secondary to COVID related complications and the other who was younger passed away at the age of 32 due to complications related to Huntington’s chorea. The patient got tearful when talking about this. He was rather stoic and wait until he could compose himself and then continued. The patient is a nonsmoker and nondrinker. He is a widower x 4 years. He worked at Tinker Airfield as an aircraft mechanic.
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REVIEW OF SYSTEMS:

CONSTITUTIONAL: His baseline weight is stable.

HEENT: He wears glasses. He hears without hearing aids and edentulous, but states that he can eat without difficulty and does not have any abdominal problems as a result.

RESPIRATORY: He denies shortness of breath or cough.

CARDIAC: He denies chest pain or palpitations.

MUSCULOSKELETAL: He states he has a bad back and can be any more specific. Denies any falls here and states that he has had a couple at home.

NEURO: He has a good sleep pattern and appetite is also good. He states his base weight is generally 200 pounds.

CODE STATUS: Full code.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished male seated in his recliner a bit aloof initially then he asked for help operating his TV stating he could not get the remote to work. So, a staff member came in and addressed that. He then asked if I could help with two large warts on his dog and I told him that I did not do animal medicine so that he went ahead and was agreeable to talking about himself. The patient made it clear repeatedly that he is not happy being here that he is miserable and it was not until I got to the social component he talked about the death of his wife and both daughters, with wife and one daughter dying secondary to Huntington’s chorea. He appeared really upset, did not become tearful, but was quiet for a period of time and I just sat with him.
quietly a bit distant. He seemed to relax as things went on.

VITAL SIGNS: Blood pressure 132/98, pulse 62, temperature 98.0, respirations 18, and O2 sat 96%.

HEENT: He has short full thickness hair. Anicteric sclerae. EOMI. PERLA. Nares patent. Moist oral mucosa. The patient is edentulous, but speech is clear.

NECK: Supple. Clear carotids.

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

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. He moves all limbs in a normal range of motion. I did not observe weightbearing or gait.

NEURO: CN II through XII grossly intact. He is alert and oriented x 2. He has to reference for date and time.
Frankie Surber
Page 3

SKIN: Warm, dry and intact. Fair turgor.

PSYCHIATRIC: He appeared just a bit withdrawn at times and unhappy and then after a while, he just started participating in discussion about him and what we could do for him. 
ASSESSMENT & PLAN:
1. General care. Baseline lab CMP, CBC, and TSH ordered. He also has a history of thrombocytopenia.

2. Code status. DNR form is completed and the patient stating that he did not want to have anything done for himself when it was his time. He has a sister Donna Parker who was the only relative that he has listed and he states the only person that he really has contact within his family. So, we will just contact her letting her know that he has been seen and if she has any questions, we will go from there.

CPT 99345 and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
