


ASSUME CARE NOTE

RE: Jimmie Anderson
DOB: 03/20/1957
DOS: 07/23/2024
Featherstone AL
CC: Assume care.

HPI: A 67-year-old gentleman seen in his room. He was seated in a recliner with his TV on. His hair was long and unkempt. He made eye contact and he was welcoming and stated he was glad to have a doctor see him. Initially, he had some difficulty with giving history and then as we continued to talk, he seemed to relax and able to recall information. The patient has a history of CVA x 2 resulting in left side hemiplegia. He is right-hand dominant and a result of the CVA is the diagnosis of epilepsy for which he is on medication. The patient eventually told me that he was from Anadarko and was here in the city as his daughter lives here and she wanted him closer to her. He states that in Anadarko, he acknowledges that he would do some drinking and get into trouble. When I asked him if he drank since he was here, he stated no, but that he had had a friend from Anadarko who came picked him up and took him back there and he stated that they did drink then, but he made sure to not come back inebriated. He did not want to embarrass himself or his daughter in front of people here. He seemed relaxed as we talked and he was more able to give information. The patient has also had couple of ER visits to NRH 05/07/24. He was diagnosed with the fall and after evaluation, discharged with no new orders. He did have a contusion of the left hip, but fracture was ruled out.

PAST MEDICAL HISTORY: Left hemiplegia post CVA x 2, seizure disorder, history of major depressive disorder, hyperlipidemia, peripheral neuropathy, and anxiety disorder.

PAST SURGICAL HISTORY: Left leg compound fracture from an MVA with ORIF and he had a cerebral aneurysm repair x 2 with shunt placement on the left.

MEDICATIONS: Docusate one q.d., Keppra 750 mg b.i.d., Lipitor 80 mg h.s., lisinopril 10 mg q.d., Tylenol 1 g t.i.d., KCl 10 mEq q.d., probiotic q.d., D3 2000 IUs q.d., citalopram 40 mg q.d., ASA 81 mg q.d., baclofen 10 mg t.i.d., tramadol 50 mg q.d., BuSpar 10 mg b.i.d., albuterol MDI two puffs b.i.d., gabapentin 100 mg t.i.d., MiraLax q.d., Lasix 40 mg q.d., trazodone 25 mg h.s., phenazopyridine 100 mg t.i.d. a.c., and melatonin 10 mg h.s.
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ALLERGIES: PENICILLIN and LORAZEPAM.

SOCIAL HISTORY: The patient lived in Anadarko. He was married and states he thinks he still married. He has two daughters that live in MacLeod. Mary is the POA. Prior to here, the patient drank a case of beer q.d. and has had none since. He also smoked cocaine and crack. He has a 50-pack year smoking history, quit smoking once he came here.

DIET: Regular.

CODE STATUS: Full code.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: He is at his baseline weight.

HEENT: He has an upper plate in place. He does not wear corrective lenses. He hears without hearing aids. No difficulty chewing or swallowing. Medications are given to him in crush order. He would like to have him in whole pill form stating that the crush is a terrible taste.

MUSCULOSKELETAL: He gets around primarily in a wheelchair. He has decreased balance. So when he uses his walker, he is afraid to fall and has fallen.

GI: He has had some bowel incontinence at h.s.

GU: He has urinary incontinence.

NEURO: He has left hemiplegia secondary to CVA x 2. Right hand dominant.

SKIN: He does have some rough dry skin at the ankles and distal pretibial area and states it has been treated in the past.

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 136/78, pulse 70, temperature 96.9, respirations 17, and weight 180 pounds.

HEENT: The patient with full thick long hair and a long beard a bit scruffy. EOMI. PERLA. Nares patent. Moist oral mucosa. Plate in place.

NECK: Supple. Clear carotids. No LAD.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He had flaccid left upper and lower extremity. Intact radial pulse. He kind of tends to lean toward the right. He has normal use of his right upper and lower extremity. He is able to maneuver his wheelchair. He self transfers.
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NEURO: CN II through XII grossly intact. He makes eye contact. He starts to relax and engage as things go on. He was able to give information. Affect appropriate to situation. He is actually polite and pleasant.

SKIN: Skin on bilateral lower extremities is dry and thick and almost in plate-like sections starting to peel away from the underlying scan. Skin otherwise is WNL on his upper extremities, face, and neck.

ASSESSMENT & PLAN:
1. Dysphagia secondary to CVA. I have written for medications to be given whole as he does not like to have the crush medication.

2. Pain management. Tramadol 50 mg one p.o. routine 8 a.m., 2 p.m. and 8 p.m.

3. COPD. The patient has an albuterol MDI that he takes two puffs b.i.d. I have written that he can keep in room to self administer.

4. Ichthyosis. Triamcinolone cream 0.1% apply thin film to bilateral lower extremities in the morning and h.s. and I have written for 120 g tube dispensed.

5. General care. The patient has to have shower assist and he is not really getting showered at any regularity so I have written for it to be at least two times weekly. CMP, CBC, and TSH ordered.

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