


PROGRESS NOTE

RE: Jovita Mercado
DOB: 07/13/1949
DOS: 02/12/2026
Windsor Hill
CC: Low morning FSBS.

HPI: The patient is a 76-year-old female with type II diabetes. She has gone through period of time of just eating very little and the result is low morning fingerstick. She currently receives Lantus twice daily. Last week when I saw her, we talked about diet and I started her on Megace 20 mg q.d. She has been compliant with taking it and staff notes an improvement in her p.o. intake and she has actually gained some weight as well. I asked the patient in general how she was doing, she said she was okay, smiled and that was the end of that conversation. Staff reports that she seems in good spirits. 
DIAGNOSES: Type II diabetes mellitus, glaucoma, hypothyroid, HTN, chronic pain, anemia, history of CVA, anxiety disorder, HLD, depression, and cognitive impairment.

MEDICATIONS: Megace 20 mg q.d., Lantus 30 units q.d., levothyroxine 75 mcg q.d., Welbutrin 175 mg q.d., folic acid 800 mcg one tablet h.s., Voltaren gel to effected joints q.6h. p.r.n., Lantus 30 units q.a.m. and 5 units h.s. with Humalog sliding scale, fludrocortisone tablet 0.1 mg q.d., Zoloft 150 mg q.d., Namenda 10 mg b.i.d., FeSO4 one tablet q.d., Lipitor 40 mg h.s., and Eliquis 5 mg b.i.d.
ALLERGIES: PCN.

CODE STATUS: Full code.

DIET: Liberalized diabetic diet with thin liquid.

PHYSICAL EXAMINATION:

GENERAL: Pleasant female seen in room. She made eye contact and though she is quiet, was interactive.

VITAL SIGNS: Blood pressure 133/74, pulse 73, temperature 97.3, respirations 18, O2 sat 96%, FSBS 58, and weight 115.6 pounds.
Jovita Mercado
Page 2

HEENT: EOMI. PERLA. Moist oral mucosa. Carotids clear.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: The patient ambulates independently in her room where she can hold onto things if needed; otherwise, she propels herself around in a manual wheelchair.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Diabetes mellitus type II 118. A1c is 7.9, so inadequate control. Review of the patient’s FSBS, they vary significantly from 130 to 50. We will discontinue nighttime Lantus which is 5 units and hopes to avoid low morning FSBS. We will follow up with those over the next couple of weeks and make any further adjustments needed.
2. P.O. intake. The patient was having gradual weight loss that had gone from 128 to 112 pounds over 45 days. Her weight was 112 pounds when we started her on Megace and she is now a 115.6 so that is a 3.6-pound weight gain in a week. She still remains below her BMI. 
3. CBC review. All values WNL.

4. CMP review. T protein is 6.1 and with her improved p.o. intake, hope that will follow soon. 
5. Calcium level is 8.3, so she is 3/10th of a point below normal. We will just let regular p.o. intake make up for that. 
6. Lipid profile. HLD low at 33; otherwise other values in desired target range. 
7. Hypothyroid. The patient is on levothyroxine 75 mcg q.a.m. and her recent TSH is suppressed at 0.33, so we will decrease levothyroxine to 50 mcg q.d. and recheck in six to eight weeks. 
8. Hypocalcemia. Calcium is 8.3. I am ordering calcium carbonate 500 mg two tablets p.o. q.d.
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Linda Lucio, M.D.
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