


PROGRESS NOTE

RE: _______
DOB: 08/01/1939

DOS: 02/14/2025
Featherstone AL

CC: Pain issues, requests assist for weight loss and Medicare appointment.

HPI: An 85-year-old female seen out on the unit, was cooperative to being seen. I had received a phone call from her POA regarding annual Medicare exam and it was to be scheduled with her former PCP in the community. The patient stated she did not feel like getting out and having to go all that way for the appointment and her granddaughter/POA wants to know if she can just have it here. The patient wanted to know about semaglutide for weight loss. She is currently at 170 pounds and states that her weight before coming here was between 140 pounds and 145 pounds. She states she does not feel like she is eating excessively. She ambulates independently or uses a walker and feels like she does some activity acknowledging that it is not a lot though. The patient recently had labs and one was an A1c, which returns at 7.0 and the patient is not on diabetic medication. The patient acknowledges that her weight has an effect on her hips and they are already bothering her and her weight does not help.

DIAGNOSES: CAD, HTN, peripheral neuropathy, asthma, chronic fatigue, anxiety disorder, osteoarthritis, and urinary frequency.

MEDICATIONS: Trazodone 150 mg q.h.s., B12 1000 mcg two tablets q.d., diclofenac gel applied to bilateral knees, calves and ankles and right shoulder b.i.d., lidocaine patch 4% apply to affected area in the a.m. and remove h.s., docusate one capsule b.i.d., MVI q.d., Visine eye drops OU q.i.d., Claritin 10 mg q.d., ASA 81 mg q.d., tizanidine 2 mg one tablet b.i.d., Coreg 6.25 mg b.i.d., meloxicam 7.5 mg q.d., Advair 100/50 mcg one puff b.i.d., Os-Cal one q.d., spironolactone 25 mg q.d., Lyrica 75 mg t.i.d., Premarin 0.3 mg one p.o. 25 days of the month with five days off and then restart, Protonix 20 mg q.d., KCl 20 mEq q.d., Lasix 20 mg b.i.d., melatonin 5 mg at 7 p.m., Mag-Ox one q.d., and tramadol 50 mg b.i.d.

ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and cooperative, able to voice her needs.
VITAL SIGNS: Blood pressure 128/68, pulse 78, temperature 96.6, respirations 15, and weight 170 pounds.

NEURO: She makes eye contact. Her speech is clear. She is forthcoming about wanting to try semaglutide for weight loss. She is oriented x2-3, sometimes not clear of the date, but knew that today was Valentine’s Day. Her speech is clear. She understands given information. Affect congruent with situation. She can be social with residents on the unit that she is comfortable with.

MUSCULOSKELETAL: The patient is ambulatory with use of a walker for distance and smaller spaces she is able to walk independently. Moves her arms in a normal range of motion. In bilateral lower extremities, there is no significant edema and she has fair muscle mass and motor strength.

CARDIAC: She has a regular rate and rhythm. No murmur, rub, or gallop.

RESPIRATORY: She has a normal effort and rate. Lung fields, she has an expiratory wheeze bilateral mid lobes. No cough or expectorant. Symmetric excursion. Does not appear SOB ambulating with her walker.

ABDOMEN: Soft, protuberant due to weight, and nontender. No masses.

SKIN: Warm, dry, and intact. It is thin and crepey along arms but intact. No bruising noted.

ASSESSMENT & PLAN:

1. Hyperglycemia. The patient has no history of DM II. Screening A1c is part of annual labs, showed A1c of 7.0 and given there was discussion about diabetic medication. The patient is willing to do this with the hopes that it includes semaglutide. She feels that maybe it will help with her energy level as well as help with weight loss.

2. BMP review. All values are WNL. No intervention required.

3. Weight concerns. The patient’s baseline weight by her report has been 140 pounds to 145 pounds. She relates the beginning of weight gain to about a year and a half to two years ago when she had hip replacement on the left side and her activity was significantly decreased for an extended period of time and feels that anything she has done as far as activity and diets have not been effective in losing weight. So, her current BMI is 25.6 and she is 5’2” and currently 170 pounds. I am writing for semaglutide in the form of Wegovy 0.25 mg SC q. week x4 weeks, then 0.5 mg SC q. week x4 weeks and will have weekly weight checks for the first two months.

4. Hypocalcemia. Calcium is 7.9. The patient does not take a calcium supplement, so I am writing for Tums chews 500 mg one p.o. b.i.d.
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Linda Lucio, M.D.
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