


ASSUME CARE NOTE

RE: Helen Stelling
DOB: 07/05/1934
DOS: 02/05/2026
Sommerset AL
CC: Assume care.

HPI: The patient is a 91-year-old female seen today. She was pleasant, able to give information, had a sense of humor. There are some areas that she needed to think about and also then would just say she was not sure.
PAST MEDICAL HISTORY: Major depressive disorder, irritable bowel syndrome, dementia unspecified, chronic pain, hypothyroid, and HLD.

PAST SURGICAL HISTORY: The patient has had bilateral hip replacements; on the right, it was status post to fracture, she has had a fracture of her right fibula, bilateral cataract extraction and appendectomy. The patient has also had carpometacarpal fractures on her left and right hands.

MEDICATIONS: Hydroxyzine 25 mg one p.o. t.i.d. and that will be completed on 02/09/26. Lipitor 10 mg h.s., levothyroxine 50 mcg q.d., melatonin 10 mg h.s., midodrine 5 mg one tablet b.i.d., Remeron 7.5 mg q.o.d., MVI q.d., Dyazide one tablet q.o.d., and Bentyl 10 mg one capsule t.i.d. p.r.n.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient’s daughter Kathryn Hackler is the patient’s POA. The patient is a widow and her daughter that is her POA is 72 years old.

FAMILY HISTORY: She stated her mother had memory problems for several years prior to her dying. She does not know the reason, the word dementia was not used.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient states that she is sleeping much better here. She has good appetite, in fact she calls it too good and then she just started telling me that she wishes that she could talk without and then she just said gibberish and that that is how her speech is. When I talked to her about having words what she wants to say in her head is there the problem and then just getting it out and she said yes. She was open about stating she sees that her memory has changed that she cannot talk normally. When she walks, she is not steady and that she is now having falls more than she has ever had them before. She also states that she drops things. I asked the patient if she ever sees things that she knows or later sees are not there or if she hears voices or people talking to her that are not present. She stated that she does see things that she thinks are there and finds out they are not, but she thinks it is because of the shadows of light coming from outside. She acknowledges that she talks to herself.
HEENT: The patient’s vision is good. The patient wears corrective lenses. She also hears adequately without the use of hearing aids. Her right ear at times can seem to have decreased hearing per the patient. Speech is clear.
ORAL: The patient has her own teeth. She is able to chew and swallow without difficulty. She does require meal setup.

RESPIRATORY: No cough, expectoration or SOB.

CARDIAC: No chest pain or palpitations.

GI: She has fair appetite. No difficulty chewing or swallowing. Continent of bowel.

GU: She has occasional incontinence. No recent UTI though she thought she had one at the end of November and there was no growth at 72 hours. Bowel: The patient is continent. She wears adult briefs and at times, she does need toileting assist.
MUSCULOSKELETAL: The patient is ambulatory with the use of a walker in her room, she ambulates without assist and has done well. For distance, the patient is transported in a wheelchair.

PSYCH: The patient is generally in a good mood and her affect is congruent with that and she enjoys socializing.
SKIN: Thin, dry and fragile. She has no noted bruising or areas of breakdown. I talked to her about having lotion placed on her arms and legs a.m. and h.s. and she is in agreement with that.
PHYSICAL EXAMINATION:

GENERAL: Pleasant older female who was seated quietly, but cooperative.

VITAL SIGNS: Blood pressure 119/64, pulse 74, temperature 97.1, respirations 16, and O2 sat 93%.

HEENT: EOMI. PERLA. She made eye contact. Nares patent. Moist oral mucosa. She has dentures in place.
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NECK: Supple.

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

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

NEURO: Oriented to person and place, had to reference for date and time. She just kind of raised her eyebrows when she did not know the date. She is someone who watches what is going on around her and then seems to feel comfortable and engages.
ASSESSMENT & PLAN:
1. The patient is status post fall and is going to see an orthopedist regarding a facial fracture that has occurred up on the right temporal area. We will follow up to see what the results were and what if anything needs to be done specifically for that.
2. CKD. GFR is 56. She is stage IIIA. The remainder of the CMP is WNL.

3. Hyperlipidemia. The patient’s values are all well within target range. She is on atorvastatin 10 mg h.s.

4. CBC review. All values are WNL.

5. Hypothyroid. The patient takes levothyroxine 50 mcg q.a.m. and her TSH is well within normal at 1.31. Her free T4 normal at 0.85. No changes in her dosing.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
