


PROGRESS NOTE
RE: Lisle Holman
DOB: 08/20/1941
DOS: 02/28/2023
Town Village AL
CC: Lab review.
HPI: An 81-year-old seen in room. She was relaxing and watching television. She is also relocated to a temporary apartment and states she looks forward to returning to her original apartment. She feels good, has been by her report doing a lot of reading and watching podcast about naturopathic health and especially as it relates to diabetes and things that she can do for herself so told her that was a good measure. The patient has had no falls or acute medical vents. She comes out of room for meals and activities. There are still remaining few residents near her that she would have dinner with so she remained social. The patient has an order for calcium, but has not been taking it, tells me that she just does not likes swallowing it as it is too large which is understandable. She has a history of a cerebellar CVA with residual deficits of mild visual-spatial impairment. The patient has DM-II, is on oral medication and her quarterly A1c is reviewed with her today, it is 7.2, her previous A1c on 11/01 was 6.7. She states she has gained weight however her current weight of 155 it is 3 pounds less than at last visit. She denies any pain or insomnia.

DIAGNOSES: Status post right cerebellar CVA, NPH with a VP shunt from 04/20/21, DM-II, HTN, HLD and OAB.
MEDICATIONS: Norvasc 10 mg q.d., ASA 325 mg q.d., Lipitor 20 mg h.s., Banophen 25 mg p.r.n. h.s., Biotin 5000 mg q.d., MVI q.d., D3 5000 IU q.d., Claritin 10 mg h.s., losartan 100 mg q.d., Namenda 10 mg q.d., metformin 250 mg b.i.d. a.c., omeprazole 40 mg q.d., oxybutynin 10 mg q.d., Systane eye drops OU q.d., and vitamin E 400 IU q.d.
ALLERGIES: METRONIDAZOLE, CODEINE and AMOXICILLIN.
DIET: Regular.

CODE STATUS: DNR.
Lisle Holman
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PHYSICAL EXAMINATION:
GENERAL: Pleasant female who appeared very relaxed and was engaging.

VITAL SIGNS: Blood pressure 128/66, pulse 74, temperature 97.2, respirations 18, O2 sat 97% and weight 155 pounds.
HEENT: Full thickness hair long and combed. Conjunctivae clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.
CARDIOVASCULAR: Regular rate and rhythm. No M, R or G. PMI non-displaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

RESPIRATORY: Normal effort and rate. No cough. Symmetric excursion.

MUSCULOSKELETAL: She ambulates independently. She had trace edema of ankles and distal pretibial area.
NEURO: Oriented x2-3. Speech is clear. Makes eye contact. Affect appropriate to what she is saying. She is able to voice her needs and give information.

SKIN: Warm, dry and intact with fair turgor.
ASSESSMENT & PLAN:
1. DM II. A1c 7.2 on current regiment, no change, target range for her age of 81 is 7 to 7.5 so reassured her and she would like to just stay with the current dose of metformin.

2. Post CVA residual deficits. She continues to engage her eyes through reading and her brain learning things as they pertain to health and what she can do to continue to improve cerebral health as well as just overall interest. I encouraged her to keep doing it and she seems happy and in a good place.

3. Medication review. She has not been taking calcium so that is discontinued and she agrees with it.

CPT 99350.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

