


PROGRESS NOTE

RE: Neola Stephens

DOB: 01/13/1942

DOS: 08/15/2025
Rivermont AL

CC: Review blood pressure and diabetic medication not taken appropriately. Lab review.
HPI: An 83-year-old female who was seen in her room she was quiet but cooperative and had some issues that she raised. The patient is generally active on the unit. She likes playing cards and different card games and has taken other female residents and male residents and taught them these games so that they can all play together or with one another if she is not present. She seems to have friends that she also interacts within the dining room. Today, she was in good spirits. She is generally somewhat reserved but is interactive as needed. She has had no falls or other acute medical events this past 30 days. She has a history of hypertension and has been on losartan/HCT 100/25 mg one tablet daily and DM II for which she takes metformin 750 mg ER one tablet daily, which she has been pocketing and then throwing away or putting in her pants pocket and is found by staff and also takes pioglitazone 45 mg q.d. When I let her know that I was aware she was not taking the medications and the nurse was present. She was quiet had no comment did not seem uncomfortable with the issue raised. So, we did review the patient’s current A1c done on 08/07 it shows good control at 6.8 and this is consistent with the 04/29/25 value also of 6.8 where she was on pioglitazone 45 mg q.a.m. and metformin 750 mg a.m. and 4 p.m. The patient states she does not feel that she needs as much medication as she is getting and she was not antagonistic about it I told her that her control for her DM II is quite good and it is likely that in this period of time she has not been taking her medication as directed which she acknowledges. She has had no falls or other acute medical events. When asked about her sleep, she says she feels like she gets too much as to pain she denies having any and no constipation. She has had no falls.

DIAGNOSES: DM II, hypertension, hyperlipidemia, GERD, MDD, and MCI with MMSC of 23.

MEDICATIONS: Unchanged from 07/07 note.

ALLERGIES: ASA, PCN, and QUININE.

DIET: Low carb.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: Alert female seen in room she was quiet but expressed how she was feeling and was cooperative to exam. Later noted that she was enjoying herself at lunch with several of the other residents and staff member.
VITAL SIGNS: Blood pressure 80/55, pulse 85, temperature 98.2, respirations 18, O2 saturation 98%, and weight 150 pounds.

HEENT: NCAT. EOMI. PERRLA. Anicteric sclera. Nares patent. Moist oral mucosa. Native dentition in fair repair.

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

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Ambulates independently. Moves limbs in a normal range of motion. No lower extremity edema.

NEURO: The patient makes eye contact is soft-spoken but speech is clear. She can voice her needs and understands given information. She maintains a sense a humor. Affect is congruent with situation.

PSYCHIATRIC: She is generally in a good mood gets along well within a group setting.

ASSESSMENT & PLAN:

1. DM II. The patient’s current A1c is 6.8, which is very good control. We will discontinue metformin as patient has not been taking routinely and she acknowledged that today. We will continue on pioglitazone (Actos 45 mg q.d).

2. Hypotension. The patient is on monotherapy with losartan/HCT 100/25 mg and review of her BP for the last three weeks show systolic range from 80 to 109 and diastolic 47 to 64. I am changing her BP med to p.r.n. to be given only if systolic is equal to or greater than 140. We will discontinue KCl 20 mEq ER as she is only going to periodically receive low dose HCTZ.
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