


PROGRESS NOTE
RE: Linda Griffin
DOB: 10/21/1946
DOS: 06/19/2025
Radiance MC
CC: Lab review.
HPI: A 78-year-old female with a history of DM II, had her quarterly A1c drawn. I reviewed it with the patient and she seemed to appreciate that, but did not have an understanding of what it meant. I told her that I was just going have to adjust her medication a little bit. Staff told me that she has had an improved appetite with an emphasis on a sweet tooth and she gets upset when she is not allowed to have sweets that the other residents are having and that is understandable, so I told them that my job would simply be to adjust her medications to meet her increased dietary preferences. While I was over on the unit, I did observe her propelling herself around in her manual wheelchair, she would stop and talk to people, she was in good spirits and while she did not remember me initially, she became quite familiar and interactive with me.
DIAGNOSES: Advanced unspecified dementia, DM II, HTN, polyarthritis with chronic pain, glaucoma, and gait instability; uses a manual wheelchair.
MEDICATIONS: Tylenol ES one tablet t.i.d., ASA 325 mg q.d., atenolol 100 mg q.d., Lipitor 40 mg h.s., CranCap q.d., glipizide 7.5 mg t.i.d. a.c., Lantus 50 units q.d., losartan 100 mg q.a.m., Remeron 7.5 mg h.s., nifedipine ER 90 mg at 5 p.m., Ozempic injection 0.75 mL SQ q. week, B12 1000 mcg q.d., vitamin C 500 mg q.d., D3 1000 IU q.d. and azelastine nasal spray p.r.n.
ALLERGIES: NKDA.
DIET: Low-carb DM II diet.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert, propelling herself around in her manual wheelchair.
VITAL SIGNS: Blood pressure 130/70, pulse 72, temperature 97.1, and respiratory rate 18.
RESPIRATORY: She does not understand the deep inspiration, but her lung fields are clear. No cough. Symmetric excursion.
CARDIAC: She has regular rate and rhythm without murmur, rub or gallop.
MUSCULOSKELETAL: Propels herself readily in her manual wheelchair. She is weight-bearing for transfers. She has +2 soft bilateral lower extremity edema. Staff report that it is significantly decreased upon awakening.
NEURO: She makes eye contact. She comes over to me. She starts talking randomly. Her speech is clear and content can be appropriate to situation and then become tangential. She is oriented x 1, occasionally to self and Oklahoma. She is very friendly and generally has a smile, but clear short and long-term memory deficits and she seems to get along well or enjoy being around other residents.
ASSESSMENT & PLAN:
1. DM II. A1c is 9.9. Increasing glipizide to 10 mg t.i.d. a.c. We will monitor FSBS for a couple of weeks and pending that, I think that I may need to add metformin and would do so 250 mg with breakfast and then with dinner.
2. General care. She is doing quite well; no falls, no recent UTIs and seems happy, getting along with other residents.
CPT 99350
Linda Lucio, M.D.
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