


PROGRESS NOTE
RE: Diep Bui
DOB: 04/20/1946
DOS: 05/29/2026
Windsor Hills
CC: 90-day followup.
HPI: An 80-year-old gentleman who has been moved from Hall #4 to now Hall #1 and he seems acclimated to the change. Initially, the patient was seated out in the hallway near the nurses’ working area and now he has become more comfortable going into his room and sitting and watching TV or lying in bed. The patient is cooperative to taking his medication and allowing personal care. He has had no falls or behavioral events since he has been moved to Hall #1.
DIAGNOSES: Diabetes mellitus type II, embolic CVA, ASCVD, overactive bladder, peripheral vascular disease, hyperlipidemia, HTN, chronic pain, GERD, gait instability with falls and allergic rhinitis.
MEDICATIONS: Imdur 30 mg one tablet q.d., Coreg 3.125 mg q.d., Tresiba 15 units q.d., metformin 500 mg one tablet at lunch and one at dinner, Lipitor 40 mg MWF h.s., artificial tears one drop OU t.i.d., Pepcid 20 mg q.d., Miralax q.d., Plavix one tablet q.d., losartan 50 mg q.d., Flomax one capsule q.d., Mirapex 0.125 mg q.d., pioglitazone 45 mg q.d., Farxiga 10 mg q.d., Januvia 100 mg q.d., and NovoLog sliding scale.
ALLERGIES: NKDA.
DIET: Liberalized diabetic diet, thin liquid.
CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: Petite elderly gentleman seated quietly in his room. I was able to examine him without resistance.
VITAL SIGNS: Blood pressure 118/68, pulse 76, temperature 97.9, respiratory rate 18, saturation 98%, FSBS 109 and weight 134.6 pounds.
HEENT: Male pattern hair loss. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in somewhat poor repair.

Diep Bui
Page 2

NECK: Supple.

CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop.
RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Slightly protuberant. Nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: Intact radial pulses. He has trace lower extremity edema. He will generally sit up throughout the day with his legs in a dependent position, more recently has asked to nap in the afternoon. He has a manual wheelchair, but is not able to propel it, he has to be transported.
NEURO: Orientation to self. He does not speak English, speaks Vietnamese. Interactions are limited. He has learned to watch what is going on around him, so that he understands that it is mealtime or medication time etc., and he is reported to sleep through the night. At times, he can be irritable and then that seems to pass.
ASSESSMENT & PLAN:

1. DM II. On current medications, on 12/03/2025, A1c was 6.9. The patient is past due for his quarterly A1c, so order for that is written and we will make adjustments in medication as needed.
2. Anemia. H&H are 12.8 and 38.9. MCV is slightly elevated at 96. MCH WNL. At this point, no indication for intervention.
3. CMP review. All values WNL. There was no albumin reported; however, a prealbumin was reported and it is well within normal at 27.1. The total protein was normal.
4. Medication is working for the patient.
5. Screening TSH. The value is WNL.
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