


ASSUME CARE NOTE

RE: Susan Lura
DOB: 08/26/1946
DOS: 01/29/2026
Somerset AL

CC: Assume care.

HPI: A 79-year-old patient seen in her apartment. She was seated quietly, was cooperative and able to give information.
DIAGNOSES: Hypertension, peripheral neuropathy, restless leg syndrome, atrial fibrillation, lower extremity edema and generalized pain issues.

PAST SURGICAL HISTORY: Tonsillectomy, cholecystectomy, C-section x 2, ectopic pregnancy x 2, bilateral cataract extraction, and lumbar surgery –– not clear what was done, but the patient states that it is after that that her peripheral neuropathy began.

MEDICATIONS: Gabapentin 400 mg one t.i.d., pramipexole 1 mg two tablets h.s., torsemide 20 mg q.o.d., KCl 10 mEq q.o.d., valsartan 160 mg b.i.d., Coreg 6.25 mg b.i.d., and Aleve 220 mg one q.12h. p.r.n.

ALLERGIES: BENADRYL.

CODE STATUS: DNR.

REVIEW OF SYSTEMS: The patient has bilateral lower extremity edema and wears compression stockings. The right lower extremity is more edematous than the left. She was given a diagnosis of lymphedema and she has the lymphedema wraps that she can use. She has them here. She knows how to use them, just has not done it with any frequency. She ambulates with a walker. She has not had any falls. She states that she has pain from her bilateral hips down to the bottoms of her feet. The patient states she does sleep good through the night. She has a good appetite. No difficulty with chewing or swallowing. She worse corrective lenses and tells me that over last summer, she had several hospitalizations: one was for urosepsis and other one was for hypertension which led to her being in the ICU and then another ER held overnight was to be observed from a cardiac perspective.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated in her recliner. She was alert and engaging.

VITAL SIGNS: Blood pressure 149/76, pulse 69, temperature 96.9, respirations 18, O2 sat 94%, and weight not available.

HEENT: Full thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Mildly obese and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses bilateral lower extremities. Lymphedema noted. She does have wraps in place. The visible skin is warm, dry and intact, did not observe weightbearing. She has good upper extremity grip strength.

NEURO: She is alert and oriented x 2 to 3. Speech is clear. She makes eye contact. She voices her needs. She appears to understand given information and I encouraged her to try and use her lymphedema wraps. If she needed assistance, the staff can help her with that.
ASSESSMENT & PLAN:
1. Lymphedema. She has torsemide at a low dose q.o.d. and at this point I think the compression wraps are more important than the diuretic is. So, I encouraged her to try to use the lymphedema wraps that she has in addition to the compression stockings that she wears.
2. Peripheral neuropathy. The gabapentin is effective without negative side effects. We will continue for that.

3. RLS. I asked her if the current dose of Mirapex was effective. It is, so we will stay with it.

4. Pain management. Aleve was not effective for her. So, she will receive tramadol 50 mg to be given with the Neurontin 400 mg t.i.d. and we will follow up with effectiveness at a later date.
5. Hypertension. We will review BPs at next visit. At this point, it appears that her blood pressure is the high end of normal. So, I will review next visit.
CPT 99345
Linda Lucio, M.D.
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