


PROGRESS NOTE

RE: Deborah Parmalee

DOB: 10/28/1953

DOS: 11/26/2024
Featherstone AL

CC: Lab review.

HPI: A 70-year-old female with a history of DM II. She takes Lantus 30 units q.a.m. and Jardiance 25 mg q.a.m. She read off her morning FSBS that she does and they are all in the greater than 250 to the mid 300s. She states that her fingersticks are not well controlled. She has the Lantus been taken in the morning it was to be taken in the evening but she self-administers her own insulin and so she decided she wanted to take it in the morning instead. I explained to her that taking both diabetic meds in the morning leaves her with decreased coverage overnight and it is shown in her morning fingerstick being elevated. The patient just seemed overall agitated in the visit and she was a bit sarcastic and snippy with me, which I had not seen before. She also told me that the temazepam I ordered for her sleep has not come in and she wanted to know why and I showed her the order that she could see for herself that the temazepam was discontinued 11/21 as in our discussion about her sleep issues she then asked about having Ativan for anxiety and also brought up that she thought that would help with sleep which I stated it does so and an order was written for Ativan 1 mg q.8h p.r.n. for insomnia or anxiety and in the face of requesting that she did not need the temazepam. She had no comment further.

DIAGNOSES: DM II, insomnia, COPD, obstructive sleep apnea does not use CPAP, CAD, GERD, CKD stage III, lumbar degenerative disc disease, and peripheral neuropathy.

MEDICATIONS: Unchanged from 11/21 note.

ALLERGIES: PCN, CODEINE, ERYTHROMYCIN, SULFA, MORPHINE, and DILAUDID.

CODE STATUS: Full code.

DIET: Diabetic low-carb.
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PHYSICAL EXAMINATION:

GENERAL: The patient was alert and interactive when seen in room.
VITAL SIGNS: Blood pressure 147/76, pulse 67, and weight 182 pounds.

NEURO: She makes eye contact. Her speech is clear. She gave a laundry list of the things that she had issues with. She was sarcastic and snippy in her comments. I did not even bring that up.

MUSCULOSKELETAL: She ambulates with a walker. No lower extremity edema. Move limbs in a normal range of motion.

SKIN: Warm, dry, and intact with good turgor.

ASSESSMENT & PLAN:

1. DM II. A1c is 8.2 and have made changes in her Lantus to be 35 units q.a.m. and Jardiance 25 mg will now be given q.5h. p.m. with dinner. We will check in a couple of weeks to see what her morning fingersticks are like and based on that will adjust medication as needed.

2. Behavioral issues. She freely comment told me about throwing water over this person’s head who had done so to her first and I told her that there had been comments by other residents and staff that she antagonizes this person and they  caught up with her today while she was very snippy about that. So, we will just continue to monitor her behavioral issues and treat as need indicated. Depakote may be of benefit if it continues.

3. Dysuria. The patient states she thinks she has a UTI and wants to be treated will first obtain a sample so will be provided at patient’s request and then we will see what is found. She describes her urine as dark and I told her she needs to drink more water.
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