


INITIAL EVALUATION
RE: Bonita Albaugh
DOB: 07/26/1948
DOS: 05/14/2026
Tuscany Village
CC: Followup on hospital procedure and lab review.
HPI: A 77-year-old female seen at Mercy Urology Surgery Facility on 05/07/26 by Dr. Katie Cunningham. The patient had been having ureteral colic and right ureteroscopy was performed with bilateral stent exchange. The patient was also found to have numerous small kidney stones that were removed. The patient stated that it was a total of 23. I asked if she has been given information as to the composition of the stones and she stated she had not. I told her the benefit of knowing is that her diet can be tapered and at times there are some medications that can be omitted as well as there can be treatment for calcium versus phosphate versus uric acid stones. She states that she feels good. She is making urine. No bleeding or dysuria. The patient has also had her annual TSH checked as she is on amiodarone 200 mg b.i.d. TSH returns WNL at 0.64. The patient also has diabetes mellitus type II, 02/24/26 A1c was 6.0, on Lantus 15 units at 9 a.m. and 6 p.m. The patient is asked if there is medication that she can take other than the insulin. She was given metformin during hospitalization and was not particularly keen on that, but would prefer a medication that would be required only once a day. She has had multiple medical issues over the past six to eight months. She actually looks quite good, is stabilized and I told her that while things are working good we will stick with that for a while and down the road I will evaluate whether we can adjust her diabetic medication to either an oral medication that is long-acting or a once weekly diabetic medication. At this point, the patient’s certainly does not need to lose weight and she stated she did not want to.

DIAGNOSES: Active primary progressive multiple sclerosis, paraplegia, DM II, tachycardia, peripheral neuropathy, and recurrent UTIs on prophylactic therapy.

MEDICATIONS: Amiodarone 200 mg b.i.d., ASA 81 mg q.d., brimonidine eye drops left eye b.i.d. one drop, folic acid 1 mg q.d., gabapentin 300 mg h.s. and 100 mg a.m. and 6 p.m., Norco 7.5/325 mg p.r.n. the patient has not requested them in several weeks, MiraLax p.r.n., omeprazole 20 mg q.d., Santa Plus two tablets q.d., thiamine 100 mg q.d., and tizanidine 4 mg h.s.

CODE STATUS: Full code.

Bonita Albaugh
Page 2

DIET: Diabetic II diet, regular texture.

PHYSICAL EXAMINATION:
GENERAL: The patient is lying comfortably in bed. She was alert and interactive.

VITAL SIGNS: Blood pressure 137/76, pulse 78, temperature 98.0, respirations 18, O2 sat 98%, FSBS 117, height 5’6” and weight 130.6 pounds with a BMI of 21.1.

RESPIRATORY: Anterolateral lung fields are clear. No cough and symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present without distention or tenderness.

MUSCULOSKELETAL: Moves arms. She can weight bear with standby assist. No LEE. She has good neck and truncal stability.

NEURO: The patient is alert and oriented x3, soft spoken. Speech is clear and coherent, asked appropriate questions and understands given information.

ASSESSMENT & PLAN:
1. Status post bilateral ureteral stent replacement and removal of 30+ renal stones. The patient is unclear if and when she has follow up with Dr. Cunningham and we will check to see if we receive that information.
2. TSH check. This was done not because of a diagnosis of hypothyroid but because of the use of amiodarone. Her TSH is WNL.
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