


ASSUME CARE NOTE
RE: Sherron Evans
DOB: 01/07/1940
DOS: 11/22/2024
Radiance AL
CC: Assume care.
HPI: An 84-year-old female seen for the first time in her apartment. Her husband/POA Alan Evans was present. The patient was well groomed and seated upright in a living room chair. She made eye contact and was quite verbal. She attempted to answer questions and give information and there was significant word apraxia noted, but throughout the interview, she appeared calm and relaxed and, when I asked if it was okay for her husband to answer questions if she could not, she smiled and she said “yes.” The patient has been in residence at Radiance since 05/02/2024 coming from home.
DIAGNOSES: Alzheimer’s disease diagnosed by Dr. Stuckey at INTEGRIS, anxiety disorder, depression, coronary artery disease, degenerative joint disease _______ GERD.
PAST SURGICAL HISTORY: Cholecystectomy and colon resection secondary to polyps noncancerous.

ALLERGIES: CODEINE.
MEDICATIONS: Citalopram 20 mg q.d., melatonin 10 mg h.s., Namenda 10 mg b.i.d. and p.r.n. Lomotil. Other medical issues, January 22, 2024, the patient had a fall at home on her front porch, she sustained a left occipital closed skull fracture and a small subdural hematoma, staples were required to the back of the scalp. She was evaluated by neurosurgery and imaging followup showed resolution. _______
CODE STATUS: Advance directive indicating no heroic measures and I have spoken with husband and DNR form is completed and in chart.

SOCIAL HISTORY: The patient has been married to her husband for 64 years. They have three children. POA is her husband. The patient was an accountant and a homemaker. She was a smoker for one year and it has been several years since she quit. No significant EtOH use.
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FAMILY HISTORY: Significant for coronary artery disease with MI in father and brother. No history of dementia noted.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient’s baseline weight _______.

HEENT: She wears corrective lenses. Native dentition. Hearing adequate without hearing aids. Denies difficulty chewing or swallowing.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: Denies cough, expectoration or SOB.

GI: Continent of bowel.

GU: Urinary incontinence, wears adult briefs.

MUSCULOSKELETAL: Can ambulate independently, has a walker for days she feels unsteady. No recent falls.

NEURO: Denies syncope or vertigo. She does have a sitter who appears to be a family friend that comes and spends the morning with her through lunch and then husband is here from 2 p.m. until bedtime and she does require cueing and prompting as to activities and mealtime.

PSYCHIATRIC: The patient denies depression or anxiety. She does come out for activities. She has a neighbor that she does a lot of things with and she states that she sleeps good and has a good appetite.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female, well groomed and polite.
VITAL SIGNS: Blood pressure 120/66. Pulse 52. Temperature 96.6. Respirations 18. Weight 158.5 pounds. The patient is 5’6”. BMI 25.6.
HEENT: Full-thickness hair that is combed. EOMI. PERLA. Anicteric sclerae. Corrective lenses in place. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple. Clear carotids. No LAD.

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

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

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

MUSCULOSKELETAL: She has generalized good muscle mass and motor strength. No lower extremity edema. Moves limbs in a normal range of motion. She has good neck and truncal stability in a seated position, goes from sit to stand and vice versa using chair armrest. I have observed gait at other times and she was independently ambulatory, she appeared steady and upright; slow gait.
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SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted.

NEURO: CN II through XII grossly intact. She is alert. Makes eye contact. Speech is clear. She has evident short and long-term memory deficits and she has significant word apraxia combining parts of words and hesitation in speaking, but she does attempt to convey meaning or a point what she is saying and affect is congruent with situation.
PSYCHIATRIC: She was pleasant, appeared in good spirits and she seemed comfortable having her husband there and would refer to him and she was able to acknowledge when she did not know something and overall affect congruent with situation and she was able to voice her need.

ASSESSMENT & PLAN:

1. Alzheimer’s disease. There are evident short and long-term memory deficits. We will just monitor the patient for decline and provide appropriate assist as needed. She has a call light, but it has not been working in some time and today we found out; she told me that during the interview, so the pendant has been replaced and was checked and it is functioning and she knows how to use it. I encouraged her to use it when she needed to. Continue with Namenda and explained the role it has in dementia care to husband and the patient.
2. Insomnia. Melatonin appears to be effective without secondary next-day side effect, so we will continue.
3. Depression. This is a longtime history, effectively treated with citalopram, we will continue.
4. Gait instability. Encourage the patient to not hesitate using her walker on days that maybe she felt a little unsteady and I think she is more concerned about the appearance of using the walker and told her that there were many other people who use them as well.
5. General care. She has a sitter from the morning until after lunch and then husband comes on from 2 o’clock until bedtime, so she does have company as well as people helping direct her.
CPT 99345 and direct POA contact one hour and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

