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OFFICE VISIT

Patient Name: Barbara Maples

Date of Birth: 04/06/1953

Age: 70

Date of Visit: 12/21/2023

Chief Complaint: This is a 70-year-old pleasant woman who is here for routine one-month followup. She is here also to discuss test results, which were done in November when I last saw her.

History of Presenting Illness: The patient states that the Ozempic has reduced her appetite; she is not hungry to eat much. So, she does eat mostly two meals; breakfast between 7:00 to 8:00 and lunch around noon. After that, she does not eat anything. She works an activity director in one of the senior centers, but she is sitting down and working on a computer most of the time, about seven hours a day, four days a week. So, when she gets home, she is pretty tired and does not want to exercise. She does try to follow a diet and she is using some kind of health app and trying to eat between 1200 and 2000 calories per day.

Past Medical History: Includes:
1. Type II diabetes mellitus.

2. Hyperlipidemia.

3. Hypertension.

4. History of Crohn’s disease, asymptomatic at this time.

5. Obesity.

Current Medications: Include:
1. Metformin 500 mg twice a day.

2. Rosuvastatin 20 mg one daily.

3. Furosemide 40 mg daily.

4. Spironolactone 25 mg one twice a day.

5. Ezetimibe 10 mg one at bedtime.

6. Ramipril 5 mg daily.

7. Balsalazide disodium 750 mg three tablets twice a day.

8. Valacyclovir 500 mg two tablets as needed.

9. Ozempic 0.5 mg once a week.

Social History: She is a nonsmoker. Rarely drinks alcohol. No use of drugs.
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Physical Examination:

Vital Signs:

She is 5’3” tall.

Weight 240 pounds. She has lost 5 pounds in the last three and half weeks.
Pulse 96 per minute.

Pulse ox 96%.

Temperature 96.5.

BMI 42.5.

Lungs: Quite clear.

Heart: S1 and S2 heard with regular sinus rhythm.

Extremities: No edema.

Her four-hour postprandial blood sugar is 117. She states it was 132 after she ate two Cuties oranges this morning.

Lab Review: Her CBC was normal. Her CMP showed her blood sugar fasting was only 100 which is very good for this patient. Rest of the CMP was normal. Kidney functions, liver functions good. Lipids showed a decrease in the LDL to 106 from 115, triglycerides 160, total cholesterol 183 and HDL 49. Hemoglobin A1c is down from 7.6 in June to 7.2. Urine albumin was 0.7.

Assessment:

1. Type II diabetes mellitus, which is inching towards goal.

2. Hyperlipidemia. Lipids are also better.

3. Hypertension. Blood pressure stable.

4. Obesity. She is losing weight on the Ozempic.

5. History of Crohn’s disease.

Plan: She will continue current medications. I did tell her just to change the spironolactone 25 mg to both tablets in the morning and maybe take the Lasix in the afternoon. She is agreeable with that. She states she wakes up at night to go to the bathroom all the time anyway, so it did not make a difference when she takes the diuretics, but I think the spironolactone will be more effective at 50 mg together rather than 25 mg b.i.d. There were no samples available today, she will get some when available. She does have one and for next week also. She will continue her other medications. I did ask her to include some form of exercise daily like chair exercises or something like that. She states although she works in an activity center she is really not doing any activity other than computer work. She will return to the office in one month to see Dr. Dave. We also did discuss healthy eating, less starch and avoiding the sugars.
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