


PROGRESS NOTE

RE: Chidi (Joy) Lemoha Onwuegbu
DOB: 06/21/1962

DOS: 12/23/2025
Windsor Hills

CC: Quarterly check.

HPI: A 63-year-old female seen in her room, she was lying in bed. She smelled of vomitus and then there was evidence on her gown, but I was unable to communicate with her regarding that. She pointed to her knee and I asked if that was hurting her and she nodded yes. Initially, she had stated her leg hurt and it turns out specifically her knee. She has had no recent falls and denied any other trauma to the area and staff confirmed that.

DIAGNOSES: Diabetes mellitus type II, depression, HLD, insomnia, chronic pain, GERD, constipation, CKD, and OAB.

MEDICATIONS: Losartan 25 mg two tablets q.d., Norvasc 10 mg q.d., Lantus 28 units h.s., metformin 500 mg one tablet a.m. and lunch, Humalog sliding scale one time q.d., vitamin D3 2000 IU q.d., Claritin 10 mg q.d., Cymbalta 30 mg q.d., Voltaren gel q.6h. p.r.n. to affected areas, KCl 20 mEq ER two tablets q.d., Lyrica 25 mg b.i.d., vibegron 75 mg q.d., Protonix 40 mg q.d., Imdur ER 30 mg q.d., Coreg 25 mg b.i.d., Lipitor 40 mg h.s., and allopurinol 100 mg q.d.

ALLERGIES: NKDA.

DIET: Liberalized diabetic diet with regular texture and thin liquid.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient was lying in bed. She was alert and pleasant. There is a language barrier, but she seemed to understand some of what I was saying.
VITAL SIGNS: Blood pressure 183/111, pulse 72, temperature 98.3, respirations 17, O2 saturation 94%, FSBS 135, and weight 222.6 pounds.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa, smelled of vomitus.

NECK: Supple with clear carotid.

CARDIAC: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.
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ABDOMEN: Slightly distended, nontender. Bowel sounds present. No masses or HSM.

RESPIRATORY: Anterolateral lung fields were clear. No cough. Symmetric excursion. She had no SOB with speech.

SKIN: Warm, dry, and intact with good turgor.

MUSCULOSKELETAL: The patient moves her arms. She is weightbearing for transfers. She has good neck and truncal stability seated in her manual wheelchair and can propel her manual wheelchair. She has no lower extremity edema.

NEURO: Makes eye contact. She smiles. Her affect is appropriate. She wants to engage in conversation and appears to understand the basic things that I am asking.

ASSESSMENT & PLAN:

1. Weight issues. This month, the patient’s weight is low with; at the beginning of the month was 212.5 pounds and now 222.6 pounds, so weight gain of 10 pounds. She has a healthy appetite and her physical activity is limited.

2. DM II. Looking at her labs, I see nothing there. I am going to write for an A1c to see if she will comply with it being drawn.
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Linda Lucio, M.D.
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