PROGRESS NOTE

PATIENT NAME: Spriggs, Dorothy Elan

DATE OF BIRTH: 11/08/1945
DATE OF SERVICE: 06/13/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

SUBJECTIVE: The patient is a doing well. She denies any headache or dizziness. No shortness of breath. No chest pain. She is working with physical therapy. She has some knee pain and aches but she denies any headache, dizziness, nausea, or vomiting.

PAST MEDICAL HISTORY:

1. Bilateral leg edema.

2. Osteoarthritis of the knee.

3. Hypertension.

4. Anemia required blood transfusion.

5. Anemia of chronic disease.

6. History of C. diff in the past treated.

7. History of atrial fibrillation.

8. History of CHF.

9. Diabetes mellitus.

MEDICATIONS: Reviewed.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: Chronic bilateral leg edema and chronic leg wound due to venous ulceration.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x3. She is a pleasant female.

Vital Signs: Blood pressure 120/70, pulse 72, temperature 98.2, respiration 16, pulse ox 97% on room air, and finger stick is 249.
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ASSESSMENT:

1. The patient was admitted with ambulatory dysfunction and bilateral leg edema with chronic venous ulcer.

2. Severe anemia status post blood transfusion.

3. Iron deficiency anemia.

4. History of CVA in the past.

5. Diabetes mellitus.

6. CHF.

PLAN: We will continue all her current medications. Followup lab, electrolyte, and monitor closely. Continue physical therapy as planned. Care plan discussed with the patient and the nursing staff. Recent lab sodium 138, potassium 4.5, chloride 102, CO2 31, BUN 48, creatinine 1.92, hemoglobin 7.2, hematocrit 23.7. The patient is medically stable.

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

