


ASSUME CARE NOTE

RE: Margaret Spivey
DOB: 03/29/1924
DOS: 07/23/2024
Featherstone AL
CC: Assume care.
HPI: A 100-year-old female seen in room. The patient was lying on her bed and had a baby doll that she was tending to. She made eye contact with me when I came in. She was verbal, but comments were random, unclear what she was referencing. She did not seem in any distress. The patient was cooperative to exam, not able to give information.
PAST MEDICAL HISTORY: Advanced Alzheimer’s disease, hypertension, hypothyroid, hyperlipidemia, polyarthritis, and dry eye syndrome.

PAST SURGICAL HISTORY: Unavailable.

MEDICATIONS: ASA 81 mg q.d., levothyroxine 88 mcg q.d., felodipine 10 mg q.d., HCTZ 25 mg q.d., losartan 50 mg q.d., and meloxicam 7.5 mg q.a.m.

ALLERGIES: BEROLIN, NORVASC, LISINOPRIL, and ALLOPURINOL.

SOCIAL HISTORY: The patient is widowed.

CODE STATUS: DNR.

DIET: Regular.

HOSPICE: Oklahoma Hospice Care.

REVIEW OF SYSTEMS: The patient has a Rollator that she can get around with. She requires a shower chair over the toilet commode. She is incontinent of bowel and bladder. Last fall unknown. The patient is verbal, but contents are random and unable to communicate need. Orientation to self only. POA is daughter Connie Walker.
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PHYSICAL EXAMINATION:

GENERAL: The patient is comfortable looks about randomly. She makes unintelligible comments.

VITAL SIGNS: Blood pressure 124/79, pulse 67, temperature 97.0, respirations 16, and weight 99 pounds.

HEENT: She has a fear of full thickness hair unkempt. EOMI. PERRLA. Nares patent. Moist oral mucosa. She could not tell whether it was dentures or native dentition.

NECK: Supple. Clear carotids.

RESPIRATORY: She does not cooperate with deep inspiration. Lung fields are clear. No cough. Symmetric excursion, but decreased bibasilar breath sounds secondary to effort.

CARDIOVASCULAR: She has regular rate and rhythm with a soft systolic ejection murmur. No rub or gallop.

ABDOMEN: Soft, slightly protuberant, and nontender. Bowel sounds hypoactive. No distention or masses.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She moves all limbs. She repositions herself. I did not observe weightbearing.

NEURO: Delayed response to her name just with the slight glance, but does not answer questions. She did not want to share her doll with me.

SKIN: Warm, dry and intact. She had a few scattered purpura bilateral forearms left greater than right. Senile keratosis, but no breakdown noted.

ASSESSMENT & PLAN:
1. Alzheimer’s disease advanced. The patient is dependent on assist primarily 6/6 ADLs for meals where she can feed herself. She require set up then queuing and prompting.

2. Hypertension. She is compliant with taking her medications and blood pressures and review are WNL.

3. Hypothyroid, on levothyroxine. Last labs were August 2023, but TSH WNL at 2.68 on current dosage of levothyroxine.

4. Hyperlipidemia. A year ago, lipid profile WNL on current medications.

5. General care. CMP and CBC are due and ordered. We will contact family on next visit.

6. Weight loss. 06/2024 weight was 108 pounds. She is currently 99 pounds, so weight loss of 9 pounds in 30 days.
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