


ASSUME CARE NOTE

RE: Sonja Conaway
DOB: 08/18/1942
DOS: 01/14/2026
Luxe Life AL
CC: Assume care.

HPI: An 83-year-old female seen in her room. She was lying in her bed for an afternoon nap. She awoke readily. I was able to ask her some questions and she gave me information and then let me know that she was tired and wanted to go back to sleep. She was pleasant, did let me do a cursory exam. 
PAST MEDICAL HISTORY: Polyneuropathy, wedge compression fracture of T11-T12, atrial fibrillation, generalized muscle weakness, chronic pain, insomnia, HTN, non-toxic goiter, fibromyalgia, CHF, generalized muscle wasting, and dysphagia.

PAST SURGICAL HISTORY: C-section x1, vertebroplasty from fracture of L1-L2, bilateral cataract extraction, she has had bilateral knee replacements, and skin cancer with excision.

MEDICATIONS: Senna Plus one tablet b.i.d., MiraLax q.d., melatonin 3 mg one tablet h.s., TCM cream apply to torso and legs b.i.d. for rash, Flexeril 5 mg one tablet t.i.d., vitamin D3 1000 IUs one tablet q.d., KCl ER 20 mEq q.d., Lasix 20 mg q.d., Risperdal 1 mg b.i.d., allopurinol 100 mg one tablet q.d., gabapentin 100 mg one tablet q.d., Remeron 15 mg one tablet h.s., Mucinex 600 mg one tablet q.d., Roxanol 5 mL q.2h. p.r.n., Ativan Intensol 0.25 mL q.2h. p.r.n., lidocaine patch to lower back on in a.m. off at h.s., clonazepam 0.5 mg one tablet b.i.d., and Cymbalta 30 mg one capsule q.d.

ALLERGIES: SULFA.
CODE STATUS: DNR.

HOSPICE: Apex.

SOCIAL HISTORY: The patient is widowed after being married 30 years, could not tell me how long she has been a widow. She has one son Greg Conaway who is her POA. 
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REVIEW OF SYSTEMS: She wears readers; otherwise does not require glasses. She has partials in place, some difficulty chewing and no problems with swallowing. She does acknowledged some hoarseness that has developed, but does not feel like she has got a cold. She has had increased urination stating her urine is dark in color. Denies having changed her diet. No new medications. She is generally continent of bowel. Constipation is also another issue and is generally continent of bowel. She eats three meals daily about 50% per her estimate. She sleeps through the night. She states that Tylenol alleviates her pain. Her last fall was about a year ago. She was not hurt. She uses a wheelchair p.r.n. and walker is her primary instrument for getting around.

PHYSICAL EXAMINATION:

GENERAL: Mildly obese older female lying quietly. She was polite, made eye contact.

VITAL SIGNS: Blood pressure 108/60, pulse 80, temperature 97.9, respirations 18, O2 sat 96%, and weight 186.5 pounds.

HEENT: Full thickness hair. EOMI. PERRLA. Nares patent. Moist oral mucosa. Partials noted. She has a thick neck, clear carotids. No LAD.

CARDIOVASCULAR: Regular rhythm with regular rate. No murmur, rub, or gallop noted.

ABDOMEN: Soft, mildly obese and nontender. Hypoactive bowel sounds. 
MUSCULOSKELETAL: Intact radial pulses.

EXTREMITIES: Lower extremities, she has thick calves, but no edema.

NEURO: She is oriented x2 to 3. She knew the year, but not the date. She made intermittent eye contact and she was forthcoming to saying that she was tired and did not feel like going on any further. So, I told her I would visit with her the next time and she agreed with that. 

SKIN: Warm, dry and intact. Fair turgor.

ASSESSMENT & PLAN:
1. Muscle pain. The patient gets fine with Flexeril. Followup at next visit to see about the sedation or fatigue component that can come with this. We can try something like tizanidine which has less of the secondary side effects, yet the benefit of muscle relaxation. 
2. Increased urination. The patient is on low dose Lasix at 20 mg daily. She also takes 20 mEq of potassium which is questionable as to whether she needs the high dose. We will draw labs just to establish potassium level and if there needs to be adjustment in what she is receiving. 
3. Increased urination. She denies dysuria. I told her that discoloration can likely be due to needing more free water intake and on next visit if it continues, I want to be able to take a look at it and I told her that I would check her urine and she was fine with that.

4. Decreased p.o. intake. By the patient’s report, her current weight of 186.5 pounds is solid and in fact it is a little up from what her baseline has been so she is eating.

5. General care. We will contact her son/POA at next visit.
CPT 99345
Linda Lucio, M.D.
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