


PROGRESS NOTE
RE: Neola Stephens
DOB: 01/13/1942
DOS: 04/29/2025
Rivermont AL
CC: Lab review.
HPI: An 83-year-old female with a history of DM II who states that she was not diabetic until she came to live here and was told that she was diabetic and started on medications for same. She is currently on pioglitazone 45 mg q.a.m. and metformin 750 mg with breakfast and then with dinner. In 12/2024, A1c was 6.9, so her quarterly A1c was ordered and is available today and reviewed with the patient. Her A1c is 6.8. She denies any symptoms of low blood sugar such as fatigue, lightheadedness or weight loss. She is sleeping through the night. She denies any pain that is untreated. Her appetite is good. She is out and about socializing. ADON did ask the patient if she was feeling a little down in the dumps because her affect was a little sad and she was quieter than usual. She was quiet when asked this and did not really have a response and then shrugged her shoulders and stated “may be so that she was a little down,” but could not specify why. Family has not visited her recently, which I told her could be a very reasonable reason for feeling a little blue.
DIAGNOSES: Moderate cognitive impairment with an MMSE of 23, DM II, B12 deficiency; receives in injections, hyperlipidemia, GERD, major depressive disorder, history of hypokalemia.
MEDICATIONS: Actos 45 mg q.d., metformin ER 750 mg b.i.d. a.c., omeprazole 20 mg q.d., Lipitor 10 mg h.s., B12 injection 1000 mcg IM the 8th of each month, Aricept 10 mg h.s., and losartan/HCTZ 100/25 mg one tablet q.d.
ALLERGIES: ASA, PCN and QUINOLONES.
DIET: NCS.
CODE STATUS: Full code. The patient has an advance directive indicating no heroic measures. DNR form not currently signed.
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PHYSICAL EXAMINATION:

GENERAL: The patient is pleasant and cooperative to being seen, attentive and appears to understand given information.
VITAL SIGNS: Blood pressure 98/76, pulse 77, temperature 98.1, respiratory rate 18, oxygen saturation 99%, and weight 152 pounds.
CARDIAC: She has a regular rate and rhythm 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.

MUSCULOSKELETAL: She ambulates independently. She has had no falls. Moves limbs in a normal range of motion. She has good muscle mass and motor strength. No lower extremity edema.
NEURO: She makes eye contact. She was not very talkative today, but can give bits of information as needed and she acknowledges when she does not remember things. She is oriented x 2, has to reference for date and time. Speech is clear. Affect is congruent with situation. She has a sense of humor.
ASSESSMENT & PLAN:
1. Lab review. Currently, her A1c is available. The value is 6.8 on current DM II medications, so I am discontinuing the morning 750 mg ER of metformin, but we will continue the dinnertime 750 mg ER of metformin. We will continue Actos 45 mg q.a.m. It is likely that the patient will be able to further decrease medications, but we will wait until her next A1c.
2. Advance care planning. We discussed DNR. The patient has an understanding of what it implies and that it in no way affects ongoing care and she states that she did not want to have all those things done to her to try and bring her back if it was clear that she had passed, so she stated she wanted to be DNR. I placed a call, left a voicemail with her son/POA David Parks regarding the DNR. Form is completed and put in chart and we will await to hear from Mr. Parks.
CPT 99350 and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

