


PROGRESS NOTE
RE: Judith Taylor
DOB: 10/26/1947
DOS: 02/21/2024
HarborChase
CC: ER followup.
HPI: A 76-year-old female insulin-dependent diabetic with labile glycemic control was sent to Integris Baptist Medical Center on 02/18/2024 by a nurse unfamiliar with her for a FSBS of 459. The patient returned later that morning with no new orders. The patient’s sliding scale as per previous physician and I am reviewing it today and adjusting it to be a little more on target. The patient’s last FSBS was 8.7 on 02/13/24. The patient was seen on the unit today she sitting at the table after lunch. She is alert made eye contact with me and said hello. Per staff, she has good PO intake at mealtimes. She is sleeping through the night. She can toilet herself but has primary urinary incontinence. There actually was a change in her insulin. The patient had previously been on Basaglar insulin and that was changed to on this last visit Levemir.
DIAGNOSES: IDDM with labile glycemic control, unspecified dementia without BPSD, hypertension, depression, hyperlipidemia, hypothyroid, insomnia, and difficulty with sleep initiation.
MEDICATIONS: Tylenol 650 mg ER t.i.d., Lotensin 40 mg q.d., calcium chews 750 mg b.i.d., Lexapro 5 mg q.d., levothyroxine 75 mcg q.d., melatonin 6 mg h.s., Metformin 500 mg with breakfast and with lunch and 250 mg at dinner, D3 2000 IUs q.d., Levemir insulin 8 units q.12h., NovoLog insulin sliding scale, which is 150 to 200 4 units 201 to 500 6 units, 251 to 300 10 units, and 301 to 350 14 units, and 351 to 500 16 units, Norvasc 10 mg q.d., Protonix 40 mg q.d., MiraLax q.d. p.r.n., Senna two tabs b.i.d. p.r.n., and vitamin D 2000 IUs q.d.
ALLERGIES: CODEINE, SULFA, and GENTAMICIN.
DIET: NCS.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: Petite female seated in MC is alert and looking around.
VITAL SIGNS: Blood pressure 119/64, pulse 78, temperature 97.9, respiratory rate 17, and 94.8 pounds.
CARDIAC: She has regular rate and rhythm without murmur, rub or gallop.

MUSCULOSKELETAL: The patient ambulates with a walker. She often will be seen ambulating without it both in her room and out of room has to be prompted. She will use a wheelchair for distance and she can propel it. No lower extremity edema.

NEURO: Orientation x2. She makes eye contact. Her facial expressions are generally animated with a smile and generally congruent with what is going on around her. She is verbal. Speech is clear. She can be often out of context. She is able to answer very basic questions when put to her clearly.
SKIN: Warm, dry, intact, and good turgor. No bruising or skin tears or other breakdown.

ASSESSMENT & PLAN:
1. IDDM with labile control. I am adjusting her sliding scale to go to 500 FSBS. We will monitor over the next week and if needed then will increase her Levemir to 10 units q.12h.

2. HTN. Monitor BP today control is good.
3. Weight loss in October 2023, the patient weighed 133.8 pounds so her current weight is a weight loss roughly 5 pounds. We will monitor her PO intake to assess need for appetite stimulant.
CPT 99350
Linda Lucio, M.D.
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