


PROGRESS NOTE

RE: Raul Garcia
DOB: 01/31/1963
DOS: 05/12/2026
Tuscany Village
CC: Increased pain.
HPI: A 63-year-old gentleman morbidly obese with generalized chronic musculoskeletal pain. The patient is in a manual wheelchair that he can propel and states that he is walking more using a walker, started doing this with physical therapy and now is able to do it in short distances throughout the day. He states that he is having increased joint pain especially of his knees and would like to have an adjustment in his pain medication. He currently takes Tylenol No.4, which is 60 mg of codeine to the Tylenol. The patient also tells me that he is now in the 400s as far as weight goes and I will address that in review of vitals.
DIAGNOSES: Morbid obesity, DM II, chronic right knee pain, generalized muscle weakness improving, HTN, diastolic CHF, HLD, anxiety and COPD.
MEDICATIONS: Unchanged from note two weeks ago.
ALLERGIES: NKDA.
DIET: CCHO NAS with thin liquid.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: The patient observed on the unit seated in his wheelchair propelling himself around. He was compliant with being spoken to.
VITAL SIGNS: Blood pressure 136/66, pulse 70, temperature 98.0, respirations 19, O2 sat 97%. The patient is 5’6” and weighs 414.8 pounds with a BMI of 67.
HEENT: Full-thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in fair repair.

CARDIAC: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to body habitus. No cough. Symmetric excursion.
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ABDOMEN: Obese. Nontender. Difficult to assess bowel sounds.

MUSCULOSKELETAL: Moves arms, is able to hold a cup to feed himself and propel his manual wheelchair. He can weight bear with the use of a walker for support. He has +1 to 2 dorsum of feet edema; he has had his legs in a dependent position all day.

SKIN: Warm, dry and intact with good turgor.

NEURO: Makes eye contact. Speech is clear, voices his need, understands given information. The patient if left will perseverate on medical issues rather than look into the solution and what he can do. I have spoken to him about this and he is getting better about not just going on and on with what is wrong.

ASSESSMENT & PLAN:

1. History of DM II. On 02/24, the patient’s A1c was 6.0, which is in the non-diabetic range and his weight at that time was 508 pounds. The patient takes metformin 500 mg one tablet with breakfast and the other with dinner; for now, we will leave him on that dose and as he continues to lose weight, we will then begin to pull away from metformin use.

2. Morbid obesity. The patient’s admission weight was 508 pounds. He is currently 414 pounds for a weight loss of 94 pounds since 03/27/2026. The patient is motivated to continue on his weight loss. He is supported in that and I told him that his mobility and would it continue to improve with his pain hopefully decreasing.

3. Chronic pain. This has increased somewhat due to the patient’s increased activity of both propelling himself around and taking short walks throughout the day with a walker. I am adjusting his Tylenol No.4 to one tablet at 7 a.m., 12 noon and 5 p.m. and two tablets at 10 p.m. all routine. He can also have an additional tablet x2 p.r.n. for breakthrough pain.

4. COPD. The patient was seen by OU pulmonary clinic on 04/08. He is followed by Dr. Hussein Rabah, pulmonologist. We will continue with general care as is.
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