Hannah H. cAMPBELL, ARNP

130 Medical Center, Sebring, FL 33870

Tel: (863) 385-2606 Fax: (863) 385-7723

Paraday, Glen
04-26-2022
dob: 12/31/1954
Mr. Paraday is a 67-year-old male who is here today for initial consultation regarding his type II diabetes management. He was diagnosed with type II diabetes in the 1990s. He also has a history of hypertension, hyperlipidemia, GERD, obstructive sleep apnea, obesity, anxiety, vitamin B12 deficiency, vitamin D deficiency and hypogonadism. For his diabetes, he is on glimepiride 4 mg two tablets once daily, Invokana 300 mg half a tablet daily, Lantus, NovoLog, pioglitazone 15 mg once daily and metformin 1000 mg twice a day. For breakfast, he usually eats eggs, sausage and bacon. Lunch is usually a ham sandwich or a protein shake. Dinner is usually meat, a meatloaf and a vegetable. He snacks on sugar-free Jell-O. He injects testosterone 100 mg once weekly.

Plan:
1. For his type II diabetes, his current hemoglobin A1c is 7.6%. At this point, my recommendation is to take Lantus 50 units once daily, Invokana 300 mg half a tablet daily, NovoLog 15 units with meals plus 2 units every 50 mg/dL glucose greater than 150, metformin 1000 mg twice daily and pioglitazone 15 mg once daily. We will plan on rechecking his hemoglobin A1c and fasting comprehensive metabolic panel in three months.

2. For his hypertension, continue current therapy.

3. For his hyperlipidemia, check a current lipid panel and continue statin therapy.

4. For his vitamin D deficiency, check current level.

5. For his vitamin B12 deficiency, check current level as well.

6. Follow up with primary care provider, Dr. Ware.

Thank you for allowing me to participate in his management.

Sincerely,

_____________________________

Hannah H. Campbell, ARNP
HH/gg
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