


PROGRESS NOTE

RE: Harve Morrow
DOB: 12/09/1945
DOS: 09/18/2023
Town Village AL
CC: Lab review and DM-II treatment review.

HPI: A 77-year-old seen in room. He is groomed, alert and actually looks quite healthy. The patient has a history of DM-II. He is currently receiving Lantus at h.s. and then sliding scale three times daily. Sliding scale is not generally used in AL. The patient is hoping to decrease the frequency of his insulin. He adds that any decrease in medication is welcomed. The patient is status post CVA x3 with the last being in 2022. The patient is more direct in his eye contact. He appears more relaxed. He speaks more a few words at a time. His speech is clear and steady. The patient’s son/POA David Morrow has been visiting the patient which he enjoys. The patient has been also walking more. Staff noted that not related it to him. I asked if he thought therapy would be of benefit for him, he said yes and so he is receptive to that and it will be ordered.
DIAGNOSES: Gait compromise post CVA, IDDM, hyperlipidemia, and vascular dementia.

MEDICATIONS: ASA 81 mg q.d., Lipitor 40 mg h.s., Benicar 5 mg q.a.m., Plavix q.d., Aricept 10 mg h.s., Lantus 17 units h.s., Namenda 10 mg b.i.d., MiraLax q.d., and metformin 1000 mg with breakfast and dinner.

ALLERGIES: NKDA.

DIET: Regular NCS.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed, sitting upright, and in good spirits.

VITAL SIGNS: Blood pressure 139/72, pulse 74, temperature 97.7, respirations 19, O2 sat 96%, and weight 175 pounds, loss of 5 pounds.
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HEENT: His hair is grey, short and well combed. He has good eye contact. Sclerae are clear. Moist oral mucosa.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

CARDIAC: Regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced.

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

MUSCULOSKELETAL: The patient has good muscle mass and motor strength. No lower extremity edema. He moves arms in a normal range of motion. Weightbearing not observed.

NEURO: He makes eye contact. His speech is clear. He gathers himself before he speaks and today he did not have periods of forgetting what he was going to say and no frustration occurred as a result and his affect is congruent with what he is saying.
ASSESSMENT & PLAN:
1. IDDM. On current treatment, A1c is 7.1. This is a good control. I am discontinuing Humalog t.i.d. a.c. We will have FSBS checked b.i.d. for two weeks and then review and pending that decision on increasing Lantus or adding additional metformin to be made.
2. Screening TSH in the absence of supplement. TSH WNL at 0.62.
3. Anemia. H&H are 12.3 and 35.0 with normal indices. No treatment indicated.

4. Hypoproteinemia. T-protein is 5.6 and albumin WNL at 4.1. I would recommend a protein drink q.d. or give more time with an improved diet to build that.
5. Altered gait result of CVA within a year. PT and OT with Select Specialty Rehab is ordered and the patient is looking forward to it. 
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