


ASSUME CARE NOTE
RE: Dawn Headrick
DOB: 12/22/1968
DOS: 06/23/2025
Carnegie Nursing Home
CC: Assume care.
HPI: A 56-year-old female who was seen for initial visit, observed her initially reclined in a Geri chair watching TV in the day room. The patient is status post CVA with sequelae of dysphagia, dysarthria, loss of ambulation and cognitive impairment. The patient is reported to generally be cooperative to care. She is a total assist with 6/6 ADLs.
DIAGNOSES: CVA history, dysphagia with PEG tube placed, which has since been removed, gait instability with loss of ambulation; is transported in a G-chair, cognitive impairment, room air hypoxia with O2 at 2 L per nasal cannula p.r.n., history of right humerus fracture, pseudobulbar affect, hyperlipidemia, depression and asthma.
MEDICATIONS: Wellbutrin XL 300 mg q.d., Lipitor 40 mg h.s., Nuedexta one capsule q.12h., Singulair 10 mg h.s., Flexeril 5 mg q.12h., Lasix 40 mg q.d., ASA 325 mg q.d., Norco 5/325 one p.o. q.12h., Protonix 20 mg b.i.d., Colace 100 mg two capsules b.i.d., Ativan 0.5 mg q.12h., Advair HFA one puff q.12h. and gabapentin 300 mg q.12h.
ALLERGIES: CODEINE.
CODE STATUS: DNR.

DIET: Regular with ground meat and nectar thick liquid gravy on side.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert and interactive directed toward staff that was rounding with me, orientation x1-2 self and Oklahoma. Speech is dysarthric, difficult to understand and primarily random in content, is cooperative.

VITAL SIGNS: Blood pressure 127/77, pulse 91, temperature 97.5, respirations 20 and O2 sat 97%.
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CARDIAC: She has a regular rate and rhythm without murmur, rub or gallop. PMI is nondisplaced.

RESPIRATORY: Fair effort. Lung fields with rhonchi anterior and posterior lung fields. No cough. No conversational dyspnea.

ABDOMEN: Protuberant, nontender and soft. Hypoactive bowel sounds.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She is a full-transfer assist. Poor grip strength, not able to hold utensils.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Non-weightbearing, is full-transfer assist. No LEE.

SKIN: Warm, dry and intact. Fair turgor.

ASSESSMENT & PLAN:
1. Status post CVA with significant sequelae of dysarthria, dysphagia, cognitive impairment and loss of ambulation/weight-bearing.
2. Room air hypoxia O2 per 2 L nasal cannula used p.r.n. The patient does not appear to have any SOB during time being seeing.
3. Depression treated with Wellbutrin and is doing well per staff who know her.
4. Pain management. The patient takes low-dose Norco q.12h., it appears effective and no need for p.r.n. med.
5. GERD. She is doing well with Protonix 20 mg b.i.d., we will continue.
6. History of chronic constipation improved on Colace 200 mg b.i.d.
7. Peripheral neuropathy effectively addressed with gabapentin 300 mg q.12h. without excess sedation.
CPT 99345
Linda Lucio, M.D.
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