PROGRESS NOTE
Patient Name: Fuller-Evans, Doreth
Date of Birth: 04/11/1950

Date of Evaluation: 03/04/2022

CHIEF COMPLAINT: Routine followup.

HPI: The patient is a 71-year-old female with history of hypertension and diabetes who was initially evaluated in the office in August 2020. She had subsequently been seen in followup on November 22, 2021. She was reported to have untreated diabetes, hypertension, and noted to have decreased cognition. At her initial in-office visit in November 2021, she was started on losartan 50 mg daily and amlodipine 5 mg daily. Subsequent followup revealed control of her blood pressure at 118/79 with a pulse of 96. She had been referred for laboratory to include DEXA scan, x-ray of the hip, and further referred to Dr. __________. The patient is now seen in followup. She reports ongoing pain involving her lower extremities. She notes mild discomfort involving the right knee. She continues with left hip pain, which she describes as moderate.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Diabetes untreated.

3. Memory loss.

PAST SURGICAL HISTORY: Unremarkable.

MEDICATIONS:
1. Losartan 50 mg one daily.

2. Vitamin C 1000 units daily.

3. Amlodipine 5 mg daily.

ALLERGIES: PENICILLIN results in shortness of breath and anaphylaxis.

FAMILY HISTORY: A sister has unknown heart disease.

SOCIAL HISTORY: The patient denies cigarette smoking, drug use, or alcohol use.

REVIEW OF SYSTEMS:
Constitutional: She has had mild weight loss since her initial visit which was reported at 180, her in-office visit was 193, she is now weighing 181 pounds.

The review of systems otherwise unremarkable except for memory loss.
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PHYSICAL EXAMINATION: The patient is seen via telemedicine.

DATA REVIEW: ECG, February 3, 2022, sinus rhythm 83 bpm and otherwise normal.

LAB WORK: The cholesterol 208, LDL 137, non-HDL cholesterol 154, HDL 54. The sodium 140, potassium 4.8, chloride 104, bicarb 26, BUN 22, creatinine 1.08, estimated GFR is 52. Hemoglobin A1c 6.0 compared with prior of 6.9. White blood cell count 7.3, hemoglobin 10.1, MCV 71.8, platelets 332. Urinalysis: Specific gravity 1.014, pH 7.5, 2+ occult blood, 1+ protein, negative nitrites, 3+ leukocyte esterase, white blood cell count 40 to 60, and bacteria none seen; this contrasts with a prior urinalysis of November 2021, there multiple bacteria were seen. The mammogram noted to be negative. The patient underwent x-ray of the left hip. There was no acute bony abnormality. There was noted to be mild to moderate degenerative changes with joint spaces narrowing and osteophytosis.

IMPRESSION:

1. Hypertension, now controlled.

2. DJD, left hip.

3. Memory loss consistent with dementia.

4. History of diabetes, now diet controlled with hemoglobin A1c going from 6.9 to 6.0.

5. Evidence of urinary tract infection.

PLAN: Ciprofloxacin 250 mg b.i.d. #14. We will subsequently repeat urinalysis; if ongoing hematuria and proteinuria, we will then proceed with ultrasound evaluation of the kidney and bladder.

Rollington Ferguson, M.D.
