


PROGRESS NOTE

RE: Herb Leonard
DOB: 04/08/1930
DOS: 06/11/2025
The Harrison AL

CC: Request for restorative therapy and FSBS review.
HPI: A 95-year-old gentleman who was seen in apartment. His daughter and co-POA Sherry was present. She brought up that he was having some overnight glucose readings per his FreeStyle Libre in the low 100s and she is concerned about it given his age, but the patient stated he never felt symptomatic. This is not a new issue. It has gone on since admission and there has been an attempt to keep food at bedside or liquid at bedside that the patient can drink, but he does not remember to drink or eat before he goes to bed nor does he awaken when the alarm on his glucometer goes off warning him that he needs to eat or drink something. The patient’s A1c in January was 7.3. He is to have one done since then through the corporate timing and if he has had one, it is not available. The patient overall has a good appetite. His only problem is if he sits down to rest, unless somebody intentionally wakes him up, he will sleep through breakfast, lunch and dinner. His daughter asked me what we can do about that. I told her we will start with writing an order that staff is to come and remind him to get up for each meal. So, we will try that and see if it works. The other thing is that the patient has right knee that he says bothers him. It is off and on, but has become more bothersome. He remains ambulatory with the use of a walker and given his age, it is not a surprise he would have OA. I talked to him about trial of Tylenol which he has used, but not been effective. He has oxycodone p.r.n. and he just does not ask for it. So, I suggested a topical analgesic i.e. Icy-Hot and he is okay with that. 
DIAGNOSES: Insulin-dependent DM II, iron deficiency anemia, hypothyroid, GERD, and chronic pain management.

MEDICATIONS: NovoLog 5 units with each meal, Lantus 8 units to be given only after checking FSBS and making sure that reading is greater than or equal to 160 and that is in the evening, oxycodone 5 mg q.4h. p.r.n., Protonix 20 mg q.a.m., metformin 500 mg with lunch and with dinner and levothyroxine 125 mcg q.d. 

ALLERGIES: NKDA.
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DIET: Low-carb.

CODE STATUS: Will be reviewed.

PHYSICAL EXAMINATION:

GENERAL: The patient is pleasant and alert, able to give information.

VITAL SIGNS: Blood pressure 128/77, pulse 63, temperature 98.1, respirations 18, and O2 sat 93%.

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

MUSCULOSKELETAL: He ambulates with a walker. He moves limbs in a normal range of motion. Right knee pain ongoing. No lower extremity edema.

NEURO: Orientation x 2 to 3. Speech is clear. He will answer questions that he is able to. He is very relaxed and easy going. He does not seem to get too distressed about things. Affect congruent with situation.

ASSESSMENT & PLAN:
1. DM II. Order for staff to remind the patient to get to breakfast, lunch and dinner and we will follow up on that next week to see how effective that has been.

2. Intermittent right knee pain due to OA. Icy-Hot roll-on that can be kept in room to be applied t.i.d. 

3. General care. We will speak with the patient next week about doing some oxycodone routine for his knee pain. 
CPT 99350 and direct POA contact 30 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
