


PROGRESS NOTE

RE: William Garner

DOB: 06/12/1942

DOS: 05/18/2026

Somerset AL

CC: Routine followup.
HPI: The patient is an 83-year-old gentleman seen in his room seated on his couch going through some paperwork. He tells me that he has got notice that people from his long-term care insurance policy are coming to evaluate him to see if he still needs services. The patient has gait limitations, gait is unsteady, and requires a walker in his apartment and an electric scooter outside of his apartment or for distance. The patient also has DM II with resulting peripheral neuropathy fingertips and toes. Overall, he tries to stay on top of getting his lab work. He eats most meals in his room as it is difficult navigating getting from his room and then finding a place in the dining room. He is a large man and has equipment with him. He denies any falls or recent ER events. The patient had a visit with his cardiologist on 05/05 no needed changes in his medications. Prior to the most recent A1c the patient’s glipizide was increased to 15 mg from 5 mg. The patient requires shower assist as of his standing instability and can often get one of the aides standby when he is showering but he does not take one without someone present.

DIAGNOSES: DM II, HTN, HLD, GERD, ASCVD, BPH, RLS, seasonal allergies, and chronic constipation.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular and CS.

MEDICATIONS: Uroxatral 10 mg one tablet h.s., Plavix q.d., Farxiga 10 mg q.d., Eliquis 5 mg b.i.d., Proscar 5 mg h.s., Flonase nasal spray two sprays in each nostril q.a.m., Lasix 40 mg q.d., glipizide XL 10 mg q.d., metformin 1 g with breakfast and dinner, Toprol 25 mg b.i.d., MOM 30 mL at 5 p.m., nystatin powder to periarea b.i.d., Mirapex 0.25 mg h.s., Ranexa 500 mg one tablet b.i.d., Crestor 20 mg h.s., telmisartan 20 mg q.d., Andrew gel 1.62% apply two pumps to shoulders and upper arms q.a.m., trazodone 50 mg h.s., and potassium citrate one tablet q.d.
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PHYSICAL EXAMINATION:
GENERAL: Well developed and nourished gentleman seated on his couch, preoccupied but did talk.

VITAL SIGNS: Blood pressure 140/80, pulse 79, respirations 16, and O2 saturation 94%.

HEENT: Full thickness hair. EOMI. PERLA. He does wear reading glasses. Nares patent. Moist oral mucosa. No difficulty chewing or swallowing.

CARDIOVASCULAR: Regular rate and rhythm without M, R or G. PMII nondisplaced.

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

ABDOMEN: Protuberant, nontender, and bowel sounds hypoactive.

MUSCULOSKELETAL: He has good muscle mass and motor strength. The patient can weightbear and will walk in his apartment using his walker for any distance such as going to the dining room he has to use his electric scooter as it is too long distance to ambulate, given his gait instability.  He has trace ankle edema but states that it is generally resolved in the morning.

NEURO: He is alert and oriented x3. Speech is clear and coherent. He understands what is asked and can give information. He does have a sense of humor and has seemed to warm up with each time that I visit with him.

ASSESSMENT & PLAN:
1. DM II. He is due for quarterly A1c so order is written. His last A1c was 7.7 but there have been adjustments in his insulin since then so we will see what his quarterly A1c results are.

2. Lipid profile. All of his results are well within target range.

3. Social. If the patient needs any verification of need for assisted living such as he has multiple medications at varying times so medication administration is important. He does need shower assist, standby assist given again his gait instability and will make sure that staff fill in as needed.

4. Anemia, mild. H&H are 12.8 and 40.2 with a low platelet count of 119.000 but a normal WBC count.

CPT 99350

Linda Lucio, M.D.
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