


PROGRESS NOTE

RE: Eddie Williamson
DOB: 04/24/1966
DOS: 11/21/2025
Windsor Hills
CC: Monthly check.

HPI: A 59-year-old gentleman seen in his room. He was seated in his wheelchair. He was alert and able to give some information. In speaking with him, the patient has both wheelchair and a walker and states that he mainly uses his wheelchair. As to appetite and sleep, he states that they are both good. He denied any significant pain, but did say that his right leg will itch and burn occasionally and it is not all the time. 
DIAGNOSES: History of TIA and CVA without residual deficits, insomnia, hyperlipidemia, major depressive disorder, polyneuropathy, HTN, chronic pain syndrome, and left non-dominant side hemiplegia.

The patient had cerebral aneurysm clipping on 12/18/2024.

MEDICATIONS: ASA 81 mg q.d., HCTZ 25 mg q.d., gabapentin 100 mg one capsule b.i.d., pravastatin 80 mg h.s., clonidine 0.2 mg one tablet q.d., Coreg 25 mg b.i.d., CranCap one q.d., Norvasc 10 mg q.d., Lexapro 10 mg q.d., losartan 50 mg b.i.d., Mobic 7.5 mg q.d., and probiotic one capsule q.d. 
SOCIAL HISTORY: The patient lived home alone and this was post the CVA which has put him in a wheelchair. Prior to that, he worked in a casino fixing their machines. He has one child. His mother is his POA. He was a smoker for about 40 years and he has been a drinker in the past, but has not drank in some time. The patient’s baseline weight is 180 pounds by his report. Lastly, the patient is continent of both bowel and bladder. 

CODE STATUS: Full code.

DIET: Liberalized NAS diet, regular texture and thin liquids.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated in his wheelchair. He was quiet, but cooperative.
VITAL SIGNS: Blood pressure 137/91, pulse 71, temperature 97.7, respirations 18, O2 sat 97%, and weight 239 pounds which has been a gradual increase per the patient over the last three weeks.
HEENT: Full thickness hair with facial hair. EOMI. PERLA. Nares patent. He makes brief eye contact, generally just kind of staring down. Affect is polite, but not very animated. The patient has dentures; however, he does not wear them as they no longer fit correctly and so he is edentulous when seen.
RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. 

MUSCULOSKELETAL: He can propel his manual wheelchair. He is weightbearing for transfers and has had one fall by his report since he has been here.

NEURO: The patient is alert and oriented x 2 to 3. Speech is clear. He tends to be quiet overall.
ASSESSMENT & PLAN: Screening A1c result is 6.9 which is above the diabetic range ending at 6.1. I spoke with the patient after seeing this information and explained to him that it would be in his best interest right now to start an oral diabetic medication. I told him that it is long lasting; he will take it in the morning and we will go from there. His weight also is 239 pounds and his baseline weight by his report is 180. So, I told him losing some weight will definitely be to his benefit as far as blood sugar control. He was quiet and did not say anything. So the issue is new onset hyperglycemia/DM II. Actos 15 mg q.d. to start and encouraged the patient to work on his weight. I have ordered a followup A1c for 02/28/26.

CPT 99310
Linda Lucio, M.D.
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