


ASSUME CARE NOTE

RE: Louise Austin
DOB: 06/29/1933
DOS: 11/01/2024
Radiance Assisted Living

CC: Assume care.

HPI: A 91-year-old female seen in room. She has a new POA Francis Bornemann who was also present and able to give information. Ms. Bornemann is the twin sister of patient’s former POA and college roommate who has passed away and new POA needed. 
PAST MEDICAL HISTORY: Hypertension, hyperlipidemia with coronary artery disease, type II diabetes mellitus, major depressive disorder, primary osteoarthritis left hip, iron deficiency anemia, chronic kidney disease stage IIIA, GERD, and new diagnosis of intermittent loose stools leading to bowel incontinence.

PAST SURGICAL HISTORY: Cardiac stent x 2, bilateral cataract extraction, right hip replacement, cholecystectomy, and back surgery.

MEDICATIONS: ASA 81 mg q.d., Lipitor 80 mg h.s., Plavix q.d., Lexapro will be increased to 20 mg q.d., Januvia 100 mg q.d., Toprol 25 mg q.d., MVI q.d., and Protonix 40 mg q.d. will be put on hold for two weeks and will evaluate need for medication, torsemide 20 mg q.o.d., vitamin D2 50,000 IUs q. 2 weeks and KCl 10 mEq q.d. p.r.n.

SOCIAL HISTORY: The patient is divorced. She has no children. She was an elementary school teacher and then principal, a nondrinker. She smoked for about two years which has been decades ago. She lived at home alone until move here. She had a previous POA who was the identical twin sister of her current POA Francis Bornemann.

FAMILY HISTORY: Noncontributory.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight has decreased overtime.

HEENT: She wears glasses. She is hard of hearing. She has hearing aids which she often does not wear and has native dentition in good repair. No difficulty chewing. Some problems with swallowing, generally medications require a crush order. She has urinary leakage and intermittent days of loose stools and is now wearing Depends for a week with no incontinence since. She ambulates with a walker. Her last fall was approximately three years ago where she hurt her left hip and opted at that time not to have it replaced as was recommended by the orthopedist. The patient does socialize, comes out for some activities and can voice need when she needs to rest.
Subspecialists – cardiologist Dr. Amil, nephrologist Dr. Anupa Khastgir, and POA asked about the use of gabapentin for the patient’s left hip pain. I explained to her that it is often used for neuropathic pain and I do not really know what we are dealing with. So, if we were to x-ray the area and see if it is purely arthritic in nature, it may not be fully of benefit, but the patient and POA consent to x-raying the area and prescribing what is best for her. 
PHYSICAL EXAMINATION:

GENERAL: Petite well-groomed female, sitting next to me, was alert and cooperative.
VITAL SIGNS: Blood pressure 144/85, pulse 65, temperature 97.4, respirations 17, and weight 121 pounds.

HEENT: She has short hair that is groomed. EOM. PERLA. Anicteric sclera. She wears glasses. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: She has a normal effort and rate. Lung fields are clear without cough. Symmetric excursion.

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

ABDOMEN: Flat and nontender. Hypoactive bowel sounds present. No masses.

MUSCULOSKELETAL: She is petite and thin with generalized decreased muscle mass, but adequate motor strength. She ambulates with the use of her walker. She was slow and steady with fairly upright posture. She has trace ankle edema. She moves arms in a normal range of motion and goes from sit to stand using walker for support.
NEURO: CN II through XII grossly intact. She is alert and oriented to person, place and month, but not the date, which is understandable. Speech is clear. She is generally quiet.
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She is a listener and will make eye contact when she has a question and she is able to voice her need. I think that the POA talks on behalf of the patient which does not seem to bother the patient. 

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

ASSESSMENT & PLAN:
1. Medication review. This was at the request of the POA and the patient was also in agreement and there were multiple medications that we discussed could possibly be discontinued or decreased, but first I would need to have the results of recent labs that were done. The POA has them on her home laptop and will access them and bring them next week. I will review them and then make decisions about going forward. 
2. Depression. The patient is on Lexapro 10 mg q.d. and I asked the patient if she had any residual feeling of just not feeling energetic or okay and she just looked at me and she let her shoulders down and I said exactly that and she shook her head yes, so we are increasing her Lexapro to 20 mg q.d.

3. HTN with a history of atrial fibrillation that is addressed with Plavix and ASA. We are going to check her BP and pulse rate weekly and based on that, just have that information conveyed to the patient.

4. Use of Protonix: the patient denies a history of reflux or gastric problems. So we are going to hold the Protonix x 2 weeks and if she is fine without it, then we will discontinue and p.r.n. Tums could be available to the patient in the room if needed.

Questions asked and answered. Both POA and the patient stated they were pleased with the visit and I will see them again on Monday.

CPT 99345 and direct POA contact 60 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
