


ASSUME CARE NOTE
RE: Linda Griffin
DOB: 10/21/1946
DOS: 11/14/2024
Radiance AL
CC: Assume care.
HPI: A 78-year-old female with a history of DM II, which is poorly controlled, is seen today for the first time. She also has a diagnosis of neurocognitive disorder i.e. dementia and resides in memory care where she was seen. The patient was actually in her room seated in her wheelchair. She was well-groomed and was trying to back out of the room to go into the day area with other residents and, when she saw me, she politely asked me if I could help her which I did and then introduced myself to her. Staff report that she is very social and is somewhat independent in comparison to the typical memory care patient. _______
DIAGNOSES: Dementia unspecified, DM II, HTN, HLD, osteoarthritis, chronic pain management, and glaucoma.
MEDICATIONS: Tylenol 500 mg t.i.d. routine, ASA 325 mg q.d., azelastine nasal spray b.i.d. p.r.n., CranCap 250 mg q.d., losartan 25 mg q.d., nifedipine 30 mg ER, MiraLAX q. MWF, B12 1000 mcg q. Monday, D3 1000 IU MWF, vitamin C 500 mg q.d., atenolol 100 mg q.d., and Ozempic 2 mg/3 mL q. Wednesday.
ALLERGIES: NKDA.
CODE STATUS: Advance directive and I have written a physician DNR, so that her wishes per AD are upheld, so she is now DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient was in room with aides who had just changed her. She was propelling herself backward out of room in wheelchair and then asked for help.
VITAL SIGNS: Blood pressure 142/70, pulse 76, temperature 97.0, respiratory rate 16.
HEENT: EOMI. PERLA. Anicteric sclerae. Nares patent. Slightly dry oral mucosa.

NECK: Supple. Without LAD.
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CARDIAC: She has a regular rate and rhythm without murmur, rub or gallop. PMI is nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.
MUSCULOSKELETAL: The patient has good neck and truncal stability in her manual wheelchair, which she propels without difficulty. No lower extremity edema. Moves arms in a normal range of motion. Weight bears for transfer assist.
NEURO: CN II through XII grossly intact. She makes eye contact, but somewhat short attention span, can voice her needs and she can follow directions. Orientation x 1 and occasionally to Oklahoma.
SKIN: Warm, dry, and intact with good turgor. No breakdown or bruising noted.
ASSESSMENT & PLAN:
1. DM II inadequate control. Quarterly A1c is ordered and then, based on that, we will make decision regarding medications and adjusting them.
2. Dementia stable. No recent staging. She has advanced disease, but still able to voice her needs and can be redirected.
3. Social. I will contact her POA and review what I have seen and address their concerns and questions and 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

