


PROGRESS NOTE
RE: Rosemary Stem
DOB: 08/16/1929
DOS: 04/07/2025
Jefferson’s Garden AL
CC: Review DM II care.
HPI: A 95-year-old female with a history of DM II. A1c 02/07/2025 was 5.8 while on Basaglar insulin 5 units q.a.m. After the 5.8, dropped it to 2 units q.a.m. and we will discontinue that insulin as fingersticks have been WNL. The patient has no increased thirst or appetite and no polyuria. She already has a history of nocturia, so that is difficult to assess separately. The patient is in good spirits. She was doing bingo when I went into see her husband and then later she was doing an art and craft activity and I told her that it is good that she is out doing things keeping her mind active and she agrees with me on that. The patient comes out for all meals; sometimes, she will sit at a table with her husband and another time she will sit with people that she states she likes to talk to. There are a couple of other residents who have advanced dementia like the patient and they will sit together and they just seemed to get along A-OK because they understand each other and I think that that is a good thing for all of them.
DIAGNOSES: Advanced unspecified dementia; no BPSD, gait instability; uses wheelchair that she can propel, peripheral neuropathy, hard of hearing; has hearing aids, HTN, hypothyroid, GERD, DM II appears resolved and anxiety disorder improved.
MEDICATIONS: Norvasc 10 mg q.d., ASA 81 mg q.d., Benadryl 25 mg h.s., BuSpar 7.5 mg q.12h., Os-Cal q.d., Plavix q.d., Pepcid 20 mg q.d., gabapentin 300 mg t.i.d., levothyroxine 88 mcg q.d., lisinopril 20 mg q.d., Mag-Ox 400 mg b.i.d., Hiprex 1 g q.12h., NaCl tablets 1 g q.12h., trazodone 50 mg h.s. and Senna Plus 2 tablets q.a.m.
ALLERGIES: NKDA.
DIET: I am now writing for regular diet versus no concentrated sweets.
CODE STATUS: DNR.
Rosemary Stem
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert. She is quite talkative and cooperative.
VITAL SIGNS: Blood pressure 125/60, pulse 79, temperature 97.1, respirations 16, O2 sat 95%, and weight 133.4 pounds.
NEURO: She makes eye contact. She just starts conversation and she converses with a lot of people; at times, no one is really sure what she is talking to them about. Her affect is animated. She always just makes positive comments and orientation is to self and Oklahoma.

MUSCULOSKELETAL: She propels herself around in a manual wheelchair. She self-transfers to bed and vice versa, has had no falls doing so. No lower extremity edema. Moves arms in a normal range of motion. She has good motor strength upper extremities.

CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: She has normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

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

SKIN: Thin and dry. She does have some scattered senile keratoses on forearms, face and neck. No bruising or abrasions noted today.

ASSESSMENT & PLAN:
1. DM II. Her control has been good with low dose insulin. I am discontinuing insulin altogether and we will do x 1-3 month A1c post discontinuation of insulin.
2. Annual lab. The patient has a history of hyponatremia and hyperkalemia with adjustments in both supplements, so CMP is ordered along with CBC where she has thrombocytopenia.
CPT 99350 and direct contact with family 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

