PROGRESS NOTE

PATIENT NAME: Rebbel, Charles

DATE OF BIRTH: 03/24/1932
DATE OF SERVICE: 06/09/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab.

SUBJECTIVE: The patient is seen today for followup visit and subacute rehab. The patient has been doing well. He denies any headache or dizziness. He is still having a pain in the right shoulder with difficulty movement and painful movement and he has been advised to see orthopedic. Today, he has no cough. No congestion. No fever. No chills. No nausea. 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.

Genitourinary: No hematuria.

Neuro: No syncope.

MEDICATIONS: Reviewed.

PHYSICAL EXAMINATION:
General: The patient is awake. He is alert and cooperative.

Vital Signs: Blood pressure 113/74. Pulse 77. Temperature 97.2 F. Respirations 18. Pulse oximetry 93% on room air.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: No wheezing.

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Right shoulder limited range of motion and painful. Chronic skin changes, but there is no calf tenderness.

Neuro: He is awake, alert, and cooperative.

LABS: Sodium 143, potassium 4.3, chloride 108, CO2 29, BUN 27, creatinine 0.9, hemoglobin 13.2, hematocrit 41.1, WBC count 4.7.
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ASSESSMENT:
1. The patient has been admitted with ambulatory dysfunction.

2. Generalized weakness.

3. Severe degenerative joint disease.

4. Right shoulder pain with limited range of motion.

5. History of atrial fibrillation.

PLAN OF CARE: We will continue all his current medications and PT/OT. Care plan discussed with the nursing staff.
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