


PROGRESS NOTE

RE: Judy Taylor

DOB: 10/26/1947

DOS: 09/16/2022

HarborChase MC

CC: The patient seen at request of sister.

HPI: A 74-year-old with IDDM seen at request of her sister who was visiting and is an RN. The patient had complained to her of not feeling well and had some chest discomfort and just did not feel right. The patient has a history of difficult to control DMII and it tends to be allowed to run a little higher because too close management results in her bottoming out. The patient is pleasant and compliant. She states that she feels good when seen after our discussion and exam. Her p.o. intake has been good or at least better than what it was on admit which was very poor. She gets around with a walker and has two of them in her room one she acknowledges just finding in an empty room and so she brought it into her room. One walker is used for leaving the room the other one is used while in the room. She has had no falls recently. The patient’s last A1c was 06/28/22 at 9.1 and told her that she will be due for one next week. She also has a history of hyperproteinemia with a T protein 5.8 and we will follow up to see how she has done in the past three months.

DIAGNOSES: IDDM, ETOH related dementia, HTN, hypothyroid and gait instability.

MEDICATIONS: Benazepril 40 mg q.d., TUMS 750 mg b.i.d Lexapro 5 mg q.d., levothyroxine 75 mcg q.d., melatonin 6 mg h.s., metformin 250 mg t.i.d , Nephro-Vite q.d., D3 2000 IU q.d., and Lantus at 20 units q a.m. and 12 units q p.m.

ALLERGIES: SULFA, CODEINE and GENTAMICIN.

DIET: Low-carb.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient was groomed sitting upon bed, alert and interactive.

VITAL SIGNS: Blood pressure 138/79, pulse 69, temperature 98.1, respirations 17 and O2 93%. FSBS 292.
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HEENT: Her hair has just been dyed by her sister. Conjunctivae clear. Moist oral mucosa.

NECK: Supple.

RESPIRATORY: Normal effort. Lungs fields are clear. Symmetric excursion without cough.
CARDIOVASCULAR: Regular rate and rhythm without M, R or G. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

EXTREMITIES: No LEE. Intact radial pulses. She has good neck and truncal stability sitting up on bed. She repositioned without assist. Did not observe weightbearing.
NEUROLOGIC: Speech was clear. Answered variety of questions appropriately. Affect changed depending on what she was stating or the topic at hand and appeared in good spirits.

ASSESSMENT & PLAN:
1. DM II. Due for quarterly A1c, which is ordered.

2. CMP abnormalities. Previous lab CA 8.5, BUN 21.7, and TP 5.8. Redraw CMP.

3. Social. Answered the patient’s questions as well as her sister’s as she requested that I inform her sister on what we were doing medically for her.

CPT 99338 and direct family contact at the patient’s request 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

