


ASSUME CARE NOTE

RE: Marquis Grant
DOB: 01/03/1946
DOS: 10/21/2025
Windsor Hills
CC: Assume care.

HPI: A 79-year-old gentleman who is seen for initial visit. He was quiet, but cooperative to being seen, able to give some information. The patient states that he is sleeping okay. His appetite is fair. He gets around in a manual wheelchair and tends to be in his room or just out for occasional activity.
DIAGNOSES: Chronic kidney disease unspecified, diabetes mellitus type II, thoracic discitis, generalized muscle weakness, angle closure glaucoma, hypertension, GERD, major depressive disorder, anxiety disorder, and BPH with lower tract symptoms.

MEDICATIONS: ArgiMent packet one t.i.d., ASA 81 mg q.d., triamcinolone cream to affected areas of scalp or skin q.d., tacrolimus cream to face, groin and underarm area daily, vitamin D3 50 mcg one tablet q.d., Allegra 180 mg q.d., Singulair q.d., citalopram 10 mg q.d., MiraLAX q.d., Colace one capsule b.i.d., vitamin C 500 mg q.d., zinc one capsule q.d., Flomax q.d., MVI q.d., doxycycline 100 mg q.d., Novolin insulin sliding scale, Januvia 50 mg one tablet q.d., and Pepcid 20 mg b.i.d.
ALLERGIES: SULFA, MILK and MILK PRODUCTS.

DIET: Liberalized diabetic diet, mechanical soft, minced moist texture with thin liquid and a health shake q.d.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well developed and nourished, pleasant and interactive.

VITAL SIGNS: Blood pressure 127/64, pulse 69, temperature 97.4, respirations 18, O2 sat 98%, FSBS 329, and weight 183.4 pounds.

HEENT: He has male pattern hair loss. EOMI. PERLA. Nares patent. Moist oral mucosa.
NECK: Supple.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.
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CARDIOVASCULAR: He has regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
NEURO: CN II through XII grossly intact. He is quiet, but when he speaks, it is coherent, relevant. Speech is clear. He can make his need known, ask questions, and affect somewhat guarded and then seemed to relax a bit.
SKIN: Warm, dry, and intact with fair turgor. No bruising or breakdown noted.
ASSESSMENT & PLAN:
1. DM II. A1c is 6.7 which is within his target range. No change in his medications.
2. Anemia. H&H are 10.2 and 31.1. MCV slightly elevated at 95.7 and MCH WNL. The patient is on an MVI which would supply B vitamin. So, for now, we will not add another medication and just encouraged him to continue with his daily vitamin and we will follow up in six months.
3. CMP review. BUN elevated at 35.2. Creatinine elevated at 1.80. He does have a diagnosis of CKD. He is encouraged to increase his free water intake.
4. Hypocalcemia. Calcium is 8.1. I am ordering calcium carbonate 500 mg one tablet p.o. b.i.d. The remainder of the CMP is within normal.

CPT 99310
Linda Lucio, M.D.
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