PROGRESS NOTE

PATIENT NAME: John Wiley

DATE OF BIRTH: 02/21/1938
DATE OF SERVICE: 05/28/2023

PLACE OF SERVICE: Future Care Sandtown.

SUBJECTIVE: The patient reported to have cough and congestion. Chest x-ray done as reported by the nursing staff shows infiltrate suggestive of pneumonia and the patient seen by me and Televisit. The patient denies any headache, dizziness, nausea or vomiting. He does have a dry cough, but no fever. No vomiting. No shortness of breath.

PHYSICAL EXAMINATION:
General: He is awake. He is alert at his baseline lying on the bed and looks comfortable.

Vital Signs: Stable. No respiratory distress. His breathing at 18 per minute. The patient is afebrile. Blood pressure is stable.

HEENT: Head –Normocephalic. No respiratory distress noted. No respiratory issues at the present with nurse in the room.

ASSESSMENT/PLAN:
1. The patient has pneumonia.

2. History of cardiomyopathy and CHF.

PLAN OF CARE: We will start the patient on Augmentin for seven days, Robitussin p.r.n. and continue all his current medications and we will monitor the patient closely for respiratory status care. Plan discussed with the patient and the nurse.
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