


PROGRESS NOTE

RE: Linda Barnes

DOB: 07/26/1953

DOS: 09/24/2025
Windsor Hills

CC: Assume care.

HPI: The patient is 72-year-old female diabetic seen for the first time in room. Last week nurses had contacted me stating that the patient had asked about the use of semaglutide versus the current insulin that she is on. When seen in room, the patient was quiet but she made eye contact was cooperative to exam and she gave input after we started talking about the semaglutide versus her current insulin.

DIAGNOSES: Type II diabetes mellitus, chronic pain syndrome, obesity, generalized anxiety disorder, major depressive disorder, CKD, GERD, polyneuropathy, HTN, and HLD.

MEDICATIONS: Lantus 25 units q.d., lisinopril 10 mg q.a.m., Lexapro 5 mg q.d., NovoLog insulin per sliding scale, and Lantus 15 units h.s.

DIET: Regular with diabetic diet and thin liquid.

CODE STATUS: Full code.

ALLERGIES: PCN.

PHYSICAL EXAMINATION:

GENERAL: The patient was seen in the afternoon in her room, she was seated upright her manual wheelchair. She was initially quiet so I introduced myself to her and talked to her about the semaglutide and asked what she wanted to do. We discussed what she is currently taking and results and the fact that semaglutide by itself does not make patients lose weight, which is why she wanted it when I told her that she still had to watch her diet and be physically active. She ultimately decided that she wanted to stay with her current insulin regimen.
VITAL SIGNS: Blood pressure 160/80, pulse 89, temperature 97.3, respirations 18, FSBS 132, and weight is 212 pounds, which is a weight gain of 5 pounds in one month.
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HEENT: She has short hair. EOMI. PERRLA. Nares patent. Moist oral mucosa.

NECK: Supple.

CARDIAC: She had 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: Protuberant, nontender, and hypoactive bowel sounds.

MUSCULOSKELETAL: Intact radial pulses in lower extremities. She has no significant edema. Propels her manual wheelchair using her arms and feet. She is weightbearing for transfers.

SKIN: Warm, dry, and intact with fair turgor. No bruising or breakdown noted.

NEURO: She made eye contact was quiet gave brief answers to questions and then as time went on she appeared to be more comfortable and talked about what she had hoped the insulin would do for her and then just said she would stay on what she is currently taking because she knows how it works for her.

ASSESSMENT & PLAN:

1. Diabetes mellitus type II. Recent A1c is 8.3 and that is consistent with her A1c on 05/01 of 8.3. I am increasing Lantus to 30 units q.a.m. and 20 units q.h.s. of 5 unit increase at both times. We will continue a sliding-scale as is.

2. Lab review. CMP is WNL with no concerns there.

3. Obesity. The patient’s current weight is 212 pounds with BMI of 30. The patient did not voice interest in weight loss. We will continue to monitor and if he continues to increase than perhaps having dietary speak to her would be of benefit.

4. Hypertension. Today’s blood pressure is elevated so review of blood pressure in the past 30 days. Systolic range from 118 to 160 there were four blood pressure with systolic was greater than or equal to 150 so for now no change in her antihypertensive. We will continue with care as is. Followup on her FSBS once the insulin change is instituted.
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