


PROGRESS NOTE

RE: Jerry Stevens (JD)
DOB: 11/11/1947
DOS: 01/04/2024
HarborChase AL
CC: Increased FSBS and questions about ETOH intake.
HPI: A 76-year-old with DM-II on Lantus and metformin q.a.c. has had elevated FSBS. He is compliant with medications. The patient has been noted to have alcohol intake during happy hour. At times, he will have his friends from the outside military community come in and spend time with him and they will all consume. My question to him was how that may be affecting his blood sugars as well as his blood pressure. I asked the patient if he thought it was becoming a habit and he stated no that he just likes the taste of beer. I told him that there may be effect on his overall health and he needs to be aware of that, but since that comment he has been observed to continue enjoying happy hour. His physical therapist also brought up the issue. He was concerned about his alcohol intake. He stated that he came in to do PT with him at 3 o’clock and he was already drinking and apparently there was a new person working behind the bar for the kitchen and served alcohol earlier than 5 o’clock. The patient did follow through with PT and therapy said that he did actually a good job.
DIAGNOSES: DM-II, hypertension, hyperlipidemia, atrial fibrillation on Eliquis, BPH, gait instability uses wheelchair, and chronic pain.

MEDICATIONS: Neurontin 100 mg t.i.d., tizanidine 2 mg b.i.d., Lantus 20 units a.m. and h.s. initiated on 12/14/23, metformin 500 mg with breakfast and lunch, Lipitor 10 mg h.s., Coreg 6.25 mg b.i.d., Eliquis 5 mg q.12h., Proscar q.d., folic acid 1 mg q.d., Flomax q.d., Norco 10/325 mg one p.o. q.4h. p.r.n., and Aspercreme topical to shoulders q.12h. 
ALLERGIES: PCN.

DIET: Diabetic diet.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and engaging.

VITAL SIGNS: Blood pressure 177/97, pulse 71, temperature 98.0, respirations 16, and weight not available.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

CARDIAC: He has in a regular rhythm without murmur, rub, or gallop. PMI nondisplaced.

MUSCULOSKELETAL: He propels his manual wheelchair without difficulty. He self transfers. He is able to ambulate with a walker with therapy standby assist. He does have difficulty fully extending his left leg at the knee. No lower extremity edema.

NEURO: He makes eye contact. His speech is clear. He kind of jokes around. When asked about his drinking and affect on health, he states that everything is fine and he is not having any problems, but cannot be more specific. Orientation is x 2 to 3. He generally has to reference for date and time.

ASSESSMENT & PLAN:
1. DM-II. Last A1c 10/11/23 was 7.8 and he has had subsequent increases in both Lantus and metformin due to FSBS elevation. He is due for A1c. So, order is written and we will adjust medications further as needed.

2. Hypertension. We will check BP b.i.d. for two weeks and then adjust his Coreg and may need to add an ACE inhibitor as well.

3. ETOH intake. I have spoken with the patient. He is aware of concerns and why denies it is an issue. We will monitor.

4. Gait instability. He is working with therapy. Tizanidine and Neurontin were started and hopes it help him to decrease his leg stiffness and peripheral neuropathy. 
CPT 99350
Linda Lucio, M.D.
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