PROGRESS NOTE
PATIENT NAME: Henry Coleman

DATE OF BIRTH: 08/24/1947
DATE OF SERVICE: 05/26/2023

PLACE OF SERVICE: Future Care Charles Village.

This is a monthly followup visit. Long-term patient.

HISTORY OF PRESENT ILLNESS: The patient is a 75-year-old gentleman. He was admitted to the nursing facility because of recurrent fall. He has a cervical spine stenosis, lumbar spine stenosis, iron deficiency anemia, and hypertension. He was initially hospitalized. Subsequently, he was sent to the rehab and he was converted to long-term care because he is unable to take care of himself and dependent on the care. Significant ambulatory dysfunction. Today, no shortness of breath, no chest pain, no nausea, and no vomiting.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat. 

Pulmonary: No cough

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.

Neuro: No syncope.

PHYSICAL EXAMINATION:
General: The patient is awake, alert sitting in the chair.

Vital Signs: Blood pressure 137/60. Pulse 88. Temperature 98.7.F Respirations 18 per minute. Pulse oximetry 96% on room air.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat: Clear. 

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. 

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: No edema.

Neuro: He is awake, alert, and cooperative.

ASSESSMENT:
1. Ambulatory dysfunction with the previous fall.

2. Spinal stenosis.

3. Depression.

4. Anemia.
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PLAN: We will continue all his current medications. Care plan discussed with the staff. He also has anxiety and depression. He has been maintained on Lexapro that will be continued. No other issue reported today.

Liaqat Ali, M.D., P.A.
