PROGRESS NOTE

PATIENT NAME: Bryant Bonita

DATE OF BIRTH: 12/30/1946

DATE OF SERVICE: 05/21/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

SUBJECTIVE: This patient is doing well. No shortness of breath. No cough. No dizzy spell. After the medication adjustment few days ago, she was able to tolerate therapy for the last two days. At present, no chest pain. No cough. No congestion. No nausea. No vomiting.

MEDICATIONS: Reviewed.

PHYSICAL EXAMINATION:

General: She is awake, alert, and oriented x3.

Vital Signs: Blood pressure 162/72, pulse 58, temperature 97.2, respiration 18, and pulse ox 97%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: She is awake, alert, and oriented x3.

LABS: Reviewed.

ASSESSMENT: Hypertension with labile blood pressure. After adjustment, the patient has been taking currently hydralazine 50 mg b.i.d., olmesartan 40 mg daily, and atenolol 50 mg q.d. Currently, blood pressure is slightly high today but yesterday was okay. At this point, because the patient is asymptomatic, we will watch her on current medications. In the meantime, we will adjust medication if we need to be. She also has a history of hyperlipidemia, GERD, deconditioning with ambulatory dysfunction, and history of fall. She is getting physical therapy and tolerating well.

PLAN: We will continue all her other routine medications and monitor her closely. Continue physical therapy. Discussed with nursing staff.
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