


PROGRESS NOTE
RE: William Garner
DOB: 06/12/1942
DOS: 03/11/2026
Somerset AL
CC: Followup on insomnia, peri area candidiasis, and glycemic control.
HPI: An 83-year-old gentleman seen in his apartment. I returned to see him as he was doing personal care and when I returned he was pleasant and agreeable to being seen. The last visit with the patient, which was 02/05/2026, he talked about insomnia just difficulty getting to sleep and maintaining sleep. He had tried melatonin, which was no longer effective. The patient was started on trazodone 50 mg of the explanation that is low dose, but will see how he responds and if so we can easily increase it. It turns out he was having less than satisfactory sleep so it has been increased to 100 mg, which is an improvement. The patient had talked about constipation he was taking docusate at that time and so I added MOM 30 mL q.d. with reminder that he could refuse it on days that he felt it was not needed. He has had benefit from that no longer requires it daily uses it on a p.r.n. basis. The patient is also type II diabetic. His last A1c had been on 02/11/2025, and was 7.7 so and overdrew quarterly A1c was ordered, but not drawn.
DIAGNOSES: DM II, HTN, HLD, GERD, ASCVD, BPH, RLS, seasonal allergies and chronic constipation.
MEDICATIONS: Uroxatral 100 mg h.s., Plavix q.d. Farxiga 10 mg q.d., Eliquis 5 mg b.i.d., Proscar one tab h.s., Flonase nasal spray q.d., Lasix 40 mg q.d., glipizide now 10 mg q.d., metformin 1 g with breakfast and with dinner, Toprol 25 mg b.i.d., MOM 30 mL 5 p.m., nystatin powder to peri area a.m. and 2 p.m., Mirapex 0.25 mg one tab h.s., Ranexa one tab b.i.d., Crestor 20 mg h.s., Micardis 20 mg q.d., Andro gel 1.62% two pumps applied q.a.m., trazodone 50 mg increased to 100 mg h.s., and KCl 10 mEq one tab q.d.
ALLERGIES: NKDA.
CODE STATUS: DNR.
DIET: Regular NCS.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentleman seen in his apartment. He was cooperative.
VITAL SIGNS: Blood pressure 132/73, pulse 76, respiration rate 18, O2 saturation 94%. The patient is 6’1” and weight 210 pounds. BMI 27.76.
HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa. He has a mustache and short beard. He tells me that he has a dental appointment tomorrow and is going to get rid of his facial hair before then.
CARDIAC: He has regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

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

ABDOMEN: Protuberant, but soft. Nontender. Bowel sounds present. No masses or HSM.

MUSCULOSKELETAL: Independently ambulatory for distance does use a walker. Moves arms in a normal range of motion. Has chronic lower extremity edema today is +1 to 2. 
NEURO: The patient is alert and oriented x3. Speech is clear. Gives information understands given information. Speech content is coherent. Can voice his needs and affect congruent to situation.

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

ASSESSMENT & PLAN: 
1. DM II. The patient had recently gone to an outside clinic had an A1c done, which was 8.1 and his glipizide changed from 5 mg q.a.m. to 10 mg q.a.m. and will monitor off her response.
2. Insomnia. Trazodone is increased from 50 mg to 100 mg and will monitor benefit. I told him that it can go up to 200 mg if needed and that it is non-habit forming.
3. Constipation. The patient states that his bowels have now been regulated so he takes the MOM on a p.r.n. basis as opposed to routine.
4. Cutaneous candida. The patient continues with nystatin to the peri area b.i.d. There has been a resolution of the redness with mild edema and tenderness. Nystatin is now preventative or maintenance care.
5. Hypertension. BPs range systolics are generally in the 120s diastolics in the 70s. No need to change BP meds.
6. Dental issues. He has a dental appointment on 03/12/2026, for problem with the crown and is going to shave his facial hair prior to that appointment.
CPT 99350
Linda Lucio, M.D.
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