


PROGRESS NOTE

RE: Herbert _______
DOB: 04/08/1930

DOS: 02/13/2025
The Harrison AL

CC: Glucose readings reviewed.

HPI: A 94-year-old gentleman with long-standing insulin-dependent DM II seen today for review of a.m. and p.m. glucose readings per his FreeStyle Libre. The patient’s son and daughter Sherry and Larry were present in room; they are fraternal twins. The patient was in good spirits. He understood the given information as we reviewed readings. His son is also an insulin using diabetic and so he tends to worry about his father having low glycemic events overnight and he intentionally wakes himself up per alarm to check in on what his father’s glucose readings are at 3:00, 4:00, and 5:00 in the morning. He now has the patient eat a package of peanut butter and crackers or cheese and crackers and right before he goes to bed and his blood sugars have not been dropping as they had a couple of weeks ago, which concerned son. When asked, the patient has no complaints at this time. He goes down to the dining room for all meals. His appetite is quite good and son states that he is eating the best that he has seen him eat in several years.

DIAGNOSES: Insulin using DM II, iron-deficiency anemia, hypothyroid, GERD, and chronic pain management.

MEDICATIONS: Insulin glargine (Lantus 6 units q.a.m.) and Basaglar KwikPen (NovoLog 3 units q.h.s.), levothyroxine 125 mcg q.d., oxycodone 5 mg q.4h. p.r.n., Protonix 20 mg q.a.m., and metformin 500 mg q.a.c. lunch and dinner.

ALLERGIES: NKDA.

DIET: Low carb.

CODE STATUS: The patient has an advance directive indicating no heroic measures, but DNR has not been signed.

PHYSICAL EXAMINATION:

GENERAL: An older gentleman pleasant and engaging.
VITAL SIGNS: Blood pressure 122/70, pulse 68, temperature 97.6, respirations 18, O2 saturation 91%, the patient is 5’4” and recent weight is not available.
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MUSCULOSKELETAL: The patient was walking from bathroom into the living room independently. He has a stoop to his posture. His gait is steady. He did not appear uncomfortable. He has trace ankle edema. He goes from sit-to-stand without assist other than the armchair supports, but generally uses a walker outside of room.

NEURO: He makes eye contact. His speech is clear. He has got strong voice, asks appropriate questions, understands given information and takes in stride son’s comments and concerns about his glycemic control while the patient’s glycemic control is actually pretty good.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: He has a regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft, nontender. Hypoactive bowel sounds. No masses.

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

ASSESSMENT & PLAN: DM II. FSBS q.a.m. are well controlled, range from 113 to 185 and reflects the Basaglar (NovoLog 3 units at h.s.) and a.m. FSBS range from 113 to 259 and it is actually of fairly good control, 259 is an outlier and that reflects the 3 units of glargine (Lantus given q.h.s.). I did remind the patient and his son and daughter, but particularly his son that there are going to be readings that are not right in the target range wanted, but for the most part he has good control and his A1c of 7.3 reflects that in particular for his age where the target A1c is 8.0 to 8.5. The patient gave me a nod. He is not as worked up about his fingersticks and seems to understand that he is doing well overall. Son asked about him having dessert and I stated that at this point in his life he has done something right and at 94 if he wants dessert, then to have dessert and if there is a trend that starts establishing itself because of eating dessert, we can just adjust his insulin.

CPT 99350 and direct POA contact 20 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
