


PROGRESS NOTE

RE: LaVon Lievert

DOB: 02/03/1936

DOS: 02/14/2023

Rivermont AL

CC: Lab review.

HPI: An 87-year-old seen in room. She spends her day lying on her recliner. When she comes to the dining room for all meals, requires two-person transfer assist to get her into her wheelchair and then she requires being transported as she is not able to propel it or simply would not. The patient has been by her report sleeping through the night except when her pain wakes her up early morning and I reminded her that while she has her Norco q.6h. routine, she also has p.r.n. where she can get an additional tablet x 2 daily or h.s. She is in good spirits for the most part. She states that she is continuing to lose weight when actually she has gained 3 pounds since my last visit. She also has a history of DM II, was taken off her insulin after A1c’s were continually low and she had symptomatic hypoglycemia. On 11/11/22, A1c was 5.7 on six units of Levemir that was then decreased to 2 units with continued A1c of under 6. So, Levemir has been discontinued for approximately three months and this is her first quarterly A1c check off any medication. She denies increased thirst or appetite. She has had no falls. She did have a vasovagal episode on 02/05/23 as she was sitting on the toilet having a BM; she did not actually lose consciousness and staff were present. Her vital signs at that time showed a BP of 130/74 with a pulse rate of 70 and O2 sat of 98%. She had no sequelae. Family was contacted.

DIAGNOSES: Bed to chair bound, depression, Afib, DVT of the LLE, CKD III, HLD, insomnia, and chronic seasonal allergies.

MEDICATIONS: Unchanged from 01/17/23 note.

ALLERGIES: NKDA.

DIET: NAS.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient dressed, awake, lying in recliner and cooperative.

VITAL SIGNS: Blood pressure 118/76, pulse 74, temperature 97.6, respirations 16, and weight 176 pounds up from 172. So, it is actually up 4 pounds.

CARDIAC: Regular rate and rhythm. No MRG.

RESPIRATORY: She is able to prop herself up, so I can listen to her posterior lung fields. She has a normal effort and rate. Lung fields are clear. Symmetric excursion. Decreased bibasilar secondary to positioning, but no cough.

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

MUSCULOSKELETAL: Weightbearing for transfers. She has pretibial edema trace. Limbs move in a normal range of motion. No mention of the rigid right index finger she complained about last week.

SKIN: Warm, dry and intact with good turgor.

NEUROLOGIC: Alert and oriented x 3. She makes her needs known. Speech is clear. Understands given information.

ASSESSMENT & PLAN:
1. History of DM II, off insulin and was not on oral medication. Her current A1c is 6.0 and no symptoms of polyphagia, polydipsia or polyuria. We will inactivate this DM II from her problem list.

2. Pain management. It is adequately managed and bringing up that it awakens her early morning is the most that she has to complain about and I think she is aware of that. She knows that she can ask for pain medicine at that time.
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