


PROGRESS NOTE

RE: Matt Kaye
DOB: 07/18/1949
DOS: 01/27/2026
Tuscany Village
CC: Review insulin and FSBS.
HPI: A 76-year-old insulin-dependent diabetic who is noncompliant with diet. He eats and drinks whatever he chooses most of it, if not all of it is high in sugar content. The patient is morbidly obese. He is in a manual wheelchair that he does propel himself around the unit in. The patient’s last A1c was 7.3, which was an improvement from 07/07/23 A1c of 9.3. The patient is compliant with finger sticks and getting his insulin.
MEDICATIONS: Allopurinol 300 mg q.d., ASA 81 mg q.d., Depakote 500 mg one tablet 9 a.m. and 6 p.m., Prilosec 20 mg one cap q. a.m., Flonase nasal spray q. a.m., gabapentin 100 mg two capsules 9 a.m. and 6 p.m., Keppra 1000 mg b.i.d., Ativan 0.5 mg q.6h p.r.n., Namenda 5 mg h.s., metoprolol 50 mg b.i.d., olanzapine 7.5 mg b.i.d., pravastatin 20 mg h.s., Flomax one capsule q. a.m. and Effexor 75 mg q.d.
ALLERGIES: CEFTRIAXONE.
DIET: Liberalized diabetic diet.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Morbidly obese gentleman seen in his manual wheelchair propelling himself slowly to the dining room. He smiled when I said hello to him.
VITAL SIGNS: Blood pressure 132/82, pulse 77, temperature 97.8, respirations 18 and O2 sat 96%. The patient is 5’9”, weighs 328.2 pounds with BMI of 48.5, which puts him in the morbidly obese category and FSBS is 201.
NEURO: The patient is oriented to self. He makes eye contact. He is generally quiet when he is verbal it is usually random and just a few words. He can make his needs known when it comes to what he wants to eat and drink and he can be cooperative with direction at times. He spends a lot of his free time in his room usually napping and has been more compliant with personal care.
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MUSCULOSKELETAL: The patient barely fits into the manual wheelchair that he has though it is a large one propels it with his feet and hands slowly, but gets to his destination. He has +1 lower extremity edema from the ankle and distal pretibial. Moves arms in a normal range of motion. Has good grip strength can feed himself and hold the cup. The patient will also self-transfer from chair to bed etc. Has not had any recent falls.

RESPIRATORY: Decreased bibasilar breath sounds secondary to body habitus otherwise mid to upper lung fields are relatively clear. No cough and symmetric excursion.

CARDIAC: He has regular rate and rhythm without murmur, rub or gallop.

ASSESSMENT & PLAN:
1. Delusional disorder with hallucinations. The patient is followed by Psych Plus and treated with antipsychotics, which he appears to be tolerating.
2. Major depressive disorder. He is on Effexor, which appears to be of benefit.
3. Seizure disorder. The patient has not had a seizure in the time that I have taken care of him. He is on high-dose Keppra and tolerating it is due for a level to be drawn.

4. Dementia unspecified. The patient is in a moderate category. Receives Namenda and will continue with that for now.
5. DM II. Most recent A1c was 10/06/25 at 7.3, on Lantus 40 units a.m. and h.s. along with Novolin R sliding scale. The patient was also receiving NovoLog 6 units b.i.d. due to his elevated FSBS and this was all related to dietary noncompliance.

6. DM II medication changes. We will continue on Novolin R sliding scale three times daily and discontinue NovoLog and I am increasing Lantus to 45 units a.m. and 6 p.m. and will continue to monitor his FSBS. I am requesting and sending an order for Freestyle Libre hopefully insurance will cover that if not then we will continue with the old fashion finger sticks.
7. Code status. The patient is a full code. I contacted his twin brother/POA Mickey Kaye. He spoke at length about several things related to the patient and one of them was that patient does have a DNR form. He has it states he and his wife did come to the facility while back and they brought the form with them the staff that was present when they were here were nonmedical and did not want to accept the DNR form as they did know what to do with it, so they took it back with them. He states he and his brother had a conversation years ago about what they would want done in the event that code status to be either do not resuscitate or resuscitate and the patient did not want to have aggressive measures like CPR done. So, brother gets consent to my completing the certification of physician DNR form, which he had heard of previously. So, I went over with him and he was fine with my signature and patient status now being DNR.

8. Medication review. The patient is receiving Benadryl 25 mg q. 4h and given the side effects dry eyes and dry mouth the effect on movement for as far as arms and legs. I wanted try decreasing his Benadryl to 9 a.m., 2 p.m. and 9 p.m. and Lantus is being increased to 45 units 9 a.m. and 6 p.m.
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CPT 99310 and direct POA contact 20 minutes and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

