


PROGRESS NOTE

RE: Janice Hullet
DOB: 01/22/1947

DOS: 09/04/2024
The Harrison AL

CC: Increase shaking of hands, occasional a.m. hypoglycemia.

HPI: A 77-year-old female seen in her apartment. She is a retired RN so she knows medical language. She tells me that she has just had increased shaking of her hands primarily the left hand. She is right-hand dominant and she said that has just started over the last couple of days. There has been no change in her medication or activity. She has had no falls by her report. The oral hypoglycemia reported patient is on low-dose glipizide q.a.m. and metformin with breakfast and lunch. Last A1c was 7.6 and she is due for a quarterly check. The patient perseverates on the symptoms of the shakiness and just having headaches. She is on an injectable migraine medication that she receives on the 18th of each month. She tells me she asked one nurse and she described who she is that she has difficulties with and when she is asked her medication she is told she just got it. In any event, I told her I would address that at another time. So with all the things that the patient has described I told her that she needed to make a followup appointment with her cardiologist.

DIAGNOSES: Moderate unspecified dementia, migraine headache history, seizure disorder, depression, HLD, peripheral neuropathy, DM II, HTN, insomnia, OAB, RLS, chronic pain, and GERD.

MEDICATIONS: Aimovig 140 mg/mL, SQ on 18th of each month, Arimidex 1 mg q.d., Evoxac 30 mg one capsule b.i.d., Depakote 250 mg 8 a.m., 2 p.m., and 8 p.m., Lexapro 20 mg q.d., nortriptyline 25 mg h.s., docusate b.i.d., Lofibra 200 mg q.d., glipizide 2.5 mg q.a.m., metformin ER 500 mg one at breakfast and one at lunch, Toprol 25 mg q.d., MVI q.d., oxybutynin ER 5 mg h.s., Os-Cal b.i.d., Protonix 40 mg q.d., and lisinopril 5 mg q.d.

ALLERGIES: NKDA.

DIET: DM II diet.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed, and very talkative.
VITAL SIGNS: Blood pressure 105/60, pulse 81, temperature 97.4, respirations 18, and weight 143 pounds.

NEURO: She is alert and oriented x2. She has to reference for date and time. Speech is clear perseverates on issues requires redirection.

MUSCULOSKELETAL: Ambulating independently in her apartment. She stood upright at the counter, the duration that I was there moving all limbs. She complained about the upper extremity tremor that she is having primarily of hand. She is unaware when it is going to start or stop. Denies any pain related. This is a new development over the last week. The patient brings up at different times knowing that she needs to see Dr. Tariq for her migraines, for her seizures, and I told her she needs to then just make an appointment or have daughter do it.

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

RESPIRATORY: Normal effort and rate. Lung fields are clear. She had no conversational dyspnea.

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

ASSESSMENT & PLAN:

1. New hand tremor unclear of etiology. There is no pain related. She had no trauma and this is new.

2. Migraine headaches. I told her that she is receiving her migraine medication but that it is only once a month on the 18th. She received it on the 18th last month.

3. DM II. I did not see documentation of any FSBS but I told her she is due for an A1c it is ordered and will make any adjustments in her medication as the A1c indicates.

4. General care. Contacting daughter Julie Cunningham to make an appointment with her neurologist.

CPT 99350 and direct POA contact 10 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

