


PROGRESS NOTE

RE: Mary Pat Snyder
DOB: 02/22/1938
DOS: 05/25/2022
Rivendell AL

CC: Lab review and complaints of depression and decreased appetite.
HPI: An 84-year-old with DM II who has been on metformin 250 mg q.d. with A1cs that have trended in the high 5s. Today, it is 5.8 which is near nondiabetic range. Asked about appetite, she states that it is good. She feels that she eats consistent with what she has always eaten. She does come out to meals. She has a table of people that she sits with and converses. Review of her weights show a 2.5-pound weight increase since April. The patient states that she sleeps good almost more than she thinks she should. She continues to spend time with her gentleman friend on the unit. He was not present when I saw her today. She acknowledges that she thinks about going home, but realizes that she would be by herself if she were as she no longer drives and family have their own lives. She was pleasant, making eye contact with me, laughing about certain things. She remembered a social event I told her I would be attending and so she asked me about that and shared that with her. 
DIAGNOSES: Unspecified dementia with progression, depression, history of DM II, OAB, and HLD.

MEDICATIONS: B12 ER 500 mg q.d., Peri-Colace b.i.d., Allegra 60 mg MWF, Artificial Tears left eye six times daily, asa 81 mg q.d., ditropan XL 10 mg q.d., EES ophthalmic ointment left eye h.s., Lexapro 20 mg q.d., Lasix 20 mg q.d., gabapentin 100 mg h.s., metformin 250 mg q.d., MVI q.d., Ocuvite q.d., oxybutynin 10 mg q.d. and valacyclovir 1 g q.d.
ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: NCS.
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PHYSICAL EXAMINATION:

GENERAL: The patient relaxing on her couch, pleasant and interactive.

VITAL SIGNS: Blood pressure 117/60, pulse 87, temperature 96.9, respirations 18, O2 sat 98% and weight 143.5 pounds. Weight gain as above. BMI 26.2.
RESPIRATORY: Lung fields are clear and normal effort. Symmetric excursion.

CARDIAC: Regular rate and rhythm without M, R, or G.

MUSCULOSKELETAL: She repositions without assist. She ambulates using her walker, self transfers. No lower extremity edema.

NEURO: Orientation x 2, can reference your date and time. Speech is clear, soft volume. She is engaging.

ASSESSMENT & PLAN: 
1. History of DM-II. A1c 5.8 on 250 mg q.d. of metformin. We will discontinue medication. Follow up A1c in three months and see how she does without it and she is aware of what we are going to do and agreeable. 
2. Depression. The patient agreeable to increasing her Lexapro to 30 mg a day to see if she feels a little more energetic and does not have weeping episodes which this time she did not deny. 
3. Decreased appetite. She has had a weight gain. Her BMI puts her into the overweight category. I do not think an appetite stimulant is indicated nor is Remeron. We will follow up in a month.
CPT 99338
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
