


PROGRESS NOTE

RE: Kane Sherman
DOB: 01/21/1971
DOS: 03/20/2025
Featherstone AL
CC: Semaglutide issues.
HPI: The patient is a 54-year-old gentleman who has struggled with weight issues. He had requested semaglutide when I saw him a couple of weeks ago and given his weight and the fact that he does exercise and tries to watch what he eats and he has to be at a certain weight qualifying for a possible need for a liver transplant. So, I did prescribe it, it arrived to the facility and the directions on the semaglutide container are different than what I had written for administration. The patient has not been able to get it because of that and the DON was not present today. After discussion and request to have it administered, I went ahead and did that; the only syringes that came with the semaglutide were insulin syringes, which the units do not convert to mL and I explained that to him. So, after cleaning off the side of his abdomen and opening up and cleaning off the top of the semaglutide vial, the patient alert and the med aide was present, withdrew what would look like 80 units, but I reassured him it was not 80 mL and injected into a fatty area of his abdomen. There was no bleeding, no reported discomfort and we will see how he does with time. I told him he still needs to stay hydrated and eat a sensible diet and not eating at all is not in his best interest. The patient told me he was having pain, it has been going on for the last 2 to 3 days, it starts from mid vertebrae and radiates almost in a dermatome to the left side and he stated it feels uncomfortable like deep inside, it does not really hurt on the surface. He denies any change in how he sleeps. No trauma to the area. He has had no constitutional symptoms and contacted his cardiologist, so he has an appointment to go in and see them in a couple of days, within less than a week.
DIAGNOSES: Dysesthesia left side of back and going anterolateral, cirrhosis of the liver, cardiomyopathy, orthostatic hypotension, thrombocytopenia, BPH, acute on chronic hyponatremia, GERD and lower extremity edema.
MEDICATIONS: Unchanged from 03/06 note.
ALLERGIES: NKDA.
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DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert. He seems upset about his weight gain and able to tell me about the dysesthesia that he is having.
VITAL SIGNS: Blood pressure 93/59, pulse 65, temperature 96.9, respirations 19 and weight 236.6 pounds, which is a 10.6 pounds weight gain since 03/06.

HEENT: Conjunctiva clear. Nares patent. Moist oral mucosa. His face does look much fuller.

CARDIAC: He has an irregular rhythm without murmur, rub or gallop. PMI laterally displaced.

ABDOMEN: Protuberant. Hypoactive bowel sounds. No tenderness to palpation.

MUSCULOSKELETAL: He remains ambulatory. Moving limbs in a normal range of motion.

NEURO: Alert and oriented x3. Clear coherent speech, able to voice his needs, understands what is saying. Affect is congruent with situation.

SKIN: Warm, dry and intact with good turgor. There is no redness from mid spine going lateral and just a bit midway anterior. There is no redness or warmth. No tenderness and no vesicles. There is no clustering of any little vesicles noted.

PSYCHIATRIC: He does appear a little upset in particular about the weight gain and then wanting to get to the bottom of this discomfort that he has and fortunately he will be seen within the next either tomorrow, which I think is what he is hoping for, or Monday.

I think checking a BMP would be of benefit as the patient’s last sodium on 01/08 was _______ and a CBC to assess if there is an elevated white count.
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Linda Lucio, M.D.
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