


ASSUME CARE NOTE

RE: Lillian Nesbit
DOB: 08/16/1939
DOS: 02/05/2026
Sommerset AL
CC: Assume care.

HPI: An 86-year-old- female who was sitting at her desk when we came in. She was pleasant and very interactive giving history and voicing up any concerns that she had.
PAST MEDICAL HISTORY: Chronic back pain, obesity, degenerative joint disease, poor circulation, hypothyroid, HLD, GERD, depression and HTN.

PAST SURGICAL HISTORY: Bilateral knee replacements with left knee fused and as a result her foot is permanently everted, hysterectomy, bilateral cataract extraction, cholecystectomy and right hip replacement.

MEDICATIONS: Tylenol 650 mg h.s., Norvasc 5 mg q.d., baclofen 10 mg t.i.d., Zyrtec 10 mg q.d., Cymbalta 60 mg q.d., Lunesta 3 mg one tablet h.s., Lofibra 160 mg q.d. with breakfast, Lasix 20 mg q.d., Norco 5/325 mg one tablet h.s., levothyroxine 100 mcg q.d., lisinopril 2.5 mg q.d., Mag-Ox 400 mg one tablet b.i.d., metformin 500 mg one tablet with breakfast and one with dinner, Toprol ER 200 mg one tablet at h.s., MVI q.d., Protonix 20 mg q.d., Trental 400 mg t.i.d., KCl 20 mEq t.i.d., Flomax one capsule h.s., Lantus 25 units q.d., and calcium carbonate 500 mg two tablets q.4h. p.r.n.

ALLERGIES: IODINE and FLUORESCEIN.
DIET: Regular.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient was married, divorced after 20 years. She had one daughter with whom she has no contact and it is the daughter’s choice. She worked as a secretary for career. Nonsmoker and nondrinker.
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FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Baseline weight. The patient stated it is between 230 and 250 pounds. She however is not certain as she refuses to be weighed. Staff told her that it could be her privately in the room with a staff member that she trusts to weigh her and she said she would think about it. History of insomnia: She is taking Lunesta which has worked well for her and is able to sleep through the night. The patient is continent of bowel and bladder. Denies constipation. The patient has an electric wheelchair which is how she gets around.

HEENT: She wears corrective lenses. Native dentition. Hearing adequate without hearing aids. She wears false teeth. They fit fairly well. She has a problem with eating where they somewhat slip and slide.

GI: Continent of bowel without constipation.

GU: She is continent of bladder.

MUSCULOSKELETAL: She gets around in an electric wheelchair. The patient has chronic right shoulder pain. She is right-hand dominant.

NEURO: The patient has insomnia. Lunesta has worked quite well for her and so she does now sleep and no longer naps during the day.

SKIN: The patient has wounds on her bottom. She denies that she is doing anything that perpetuates this. The nursing staff told me that she wears regular underwear and puts a panty liner in it and will allow it to be in for the day and it will be wet by the end of the day when she has worn it all day and staff have talked to her about how that has contributed to the development of skin breakdown on her bottom and she denies it that is the cause.

PHYSICAL EXAMINATION:

GENERAL: Obese female seated at her desk. She was involved in her H&P and able to give information.

VITAL SIGNS: Blood pressure 135/69, pulse 58, temperature 98.0, respirations 18, O2 sat 97%, and the patient defers weight.

HEENT: She has hair though in a thinning pattern. EOMI. PERLA. She wears corrective lenses. Nares patent. Moist oral mucosa.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to body habitus, but lung fields are clear otherwise. No cough.

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

ABDOMEN: Obese, firm, and nontender. Hypoactive bowel sounds.
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MUSCULOSKELETAL: Moves arms. Good grip strength. Intact radial pulse. Lower Extremities: Fusion of her left knee for unknown reason and her left ankle, her foot is externally rotated and that is permanent. Her right foot is in a normal position with flexion and extension. Her arms move in a normal range of motion.
NEURO: She is alert and oriented x3. Her speech is clear and coherent. She makes good eye contact, voices her needs, understands given information, asks appropriate questions. The patient appeared to appreciate that myself and another staff member were spending time with her talking to her and wanting to know her history so that we could see what she needed.
SKIN: On the patient’s right knee, prosthetic hardware from a previous knee replacement was removed and along the surgical incision site, there is an area that is opened though shallow. There is no drainage, redness or warmth to the area and the patient denies any pain to palpation around that area.

ASSESSMENT & PLAN:
1. DM II. A1c last drawn on 11/11/25 with result of 6.2 which is excellent control. The patient was taking Lantus 25 units q.d. and metformin 500 mg b.i.d. a.c. We will have her quarterly A1c drawn in approximately one week and we will make any adjustments as needed.
2. Hyperlipidemia. The patient is not on statin and all values are well within target range.
3. CBC. Hemoglobin is 11.4, six-tenths of a point off normal; otherwise is WNL.
4. Obesity. I have encouraged the patient to be weighed, it is important for her to know what she weighs so that she can understand some of her mobility issues though she is a bright woman and hopefully knowing we will encourage her to do something about it.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
