


PROGRESS NOTE

RE: Glenda White
DOB: 07/03/1938
DOS: 06/02/2022

HarborChase AL

CC: H&P and met with POA.

HPI: An 83-year-old came in with husband and daughter. She was very verbal both during her own history and that of her husband’s. She tends to become tangential and then wants to take one subject and turn it into another. Her daughter redirects her. I also then had to redirect her that did not seem to sit well with her. She did thank me for seeing them. She is able to give some history, but did require assist from her daughter.

DIAGNOSES: Diet-controlled DM II, Afib, degenerative disc disease, HTN, hypothyroid, osteoarthritis, peripheral vascular disease, and pulmonary hypertension.

PAST SURGICAL HISTORY: Thyroidectomy two-thirds removed secondary to hyperthyroidism, appendectomy, left hip replacement, cardiac ablation x4 secondary to Afib, she has a pacemaker with generator recently replaced, bilateral cataract extraction and is having oral dental work for a bridge.

MEDICATIONS: Coreg 12.5 mg b.i.d. a.c., B12 1000 mcg SQ q. month, dofetilide 250 mcg b.i.d., gabapentin 300 mg h.s., levothyroxine 125 mcg q.d., Mag-Ox 500 mg b.i.d., olmesartan 20 mg b.i.d., ubiquinol 100 mg one capsule in the morning and two capsules in the evening.

ALLERGIES: ADHESIVE TAPE and MULTAQ.

DIET: Regular, low carb.

CODE STATUS: Full code.

SOCIAL HISTORY: She is a retired dental hygienist. Has married 61 years. The patient and husband are each other’s POA and they are now just moving here from Florida after being there 28 years. Nonsmoker and nondrinker.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: There has been weight loss; her base weight was greater than 200 pounds and now 163 pounds.

HEENT: Wears corrective lenses. Denies hearing deficits. Native dentition and working on getting the partial complete.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB.
GI: Continent of bowel.

GU: Continent of urine if she can get to the toilet in time. Does have urinary leakage.

MUSCULOSKELETAL: Ambulates with a walker. Her last fall was over two years ago. She uses a cane.
SKIN: She denies rashes, bruising or breakdown.

NEURO: Denies memory deficits. She did have an issue with muscle spasm to which gabapentin has offered complete relief.

PSYCHIATRIC: She denies depression or anxiety.

ASSESSMENT & PLAN:

1. Diet-controlled DM II. She requests a glucometer and so I did explain to daughter that may be a problem as she is not on medication for the same especially not on insulin and likely less expensive to just buy one.
2. Weight loss. We will just monitor her weight here and, once she has a difference in diet, we will see what happens.
3. Gait stability. The patient would like to have a Rollator and I told her I can write a script for that, daughter can take it to wherever a DME company of her choice is to choose the one that is best suited for her.
4. General care. I will also address DNR for both she and her husband once they move in.
CPT 99328 and prolonged contact with POA 15 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

