PROGRESS NOTE
PATIENT NAME: Baker, Margaret
DATE OF BIRTH: 02/09/1935
DATE OF SERVICE: 07/03/2023

PLACE OF SERVICE: Franklin Woods Nursing Rehab
HISTORY OF PRESENT ILLNESS: The patient is seen today for followup at the Nursing Rehab. The patient is sitting on the bed. She denies any headache, dizziness, chest pain, nausea, and vomiting. No fever. No chills. I received a call from the nursing staff today. The patient has had blood work done showing hemoglobin was low at 6.2 and hematocrit 20.8 compared to previous was hemoglobin 7.7. The patient has no bleeding. No hematuria. No blood in the stool and the patient denies any nausea or vomiting and no blood in the vomiting either.

PAST MEDICAL HISTORY: The patient was recently hospitalized at Franklin Square. She has atrial fibrillation. She has TAVR transcatheter aortic valve replacement, coronary artery disease, diabetes, and hypothyroidism with multiple medical problems. She was hospitalized in the Franklin Square because of lethargy, generalized weakness, and she was diagnosed with bacteremia, gram-positive cocci and clusters and was further found to have streptococcus equinus. The patient after stabilization was sent here for continuation of IV antibiotic and management of medical care.

REVIEW OF SYSTEMS: No headache. No dizziness. No sore throat. No cough. No congestion. No nausea. No vomiting. No fever. No chills. No blood in the urine. 
MEDICATIONS: I have reviewed. She is on albuterol inhaler and albuterol nebulizer treatment p.r.n., Apixaban 5 mg b.i.d. for known history of atrial fibrillation, vitamin C 1000 mg daily, aspirin daily, Lipitor 80 mg daily, ceftriaxone 1 g q.24h., vitamin D 5000 units daily, Lexapro 5 mg daily, Trelegy Ellipta one inhalation daily, levothyroxine 150 mcg daily, lisinopril 20 mg daily, metoprolol 12.5 mg b.i.d., Protonix 40 mg daily, MiraLax 17 g daily, Senokot daily, Lasix 20 mg daily, and sliding scale coverage with Humalog.
PHYSICAL EXAMINATION

The patient is awake. She is alert, oriented x3, cooperative, very pleasant female, no distress noted. 
Vital Signs: Blood pressure 129/67. Pulse 78. Temperature 98.0°F. Respiration 18. Pulse ox 94%.
HEENT: Head – atraumatic and normocephalic. Eyes anicteric. 
Neck: Supple.

Chest: Nontender.
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Lungs: Clear.

Heart: S1 S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Bilateral significant edema noted both legs with tenderness.

Neuro: She is awake, alert, oriented x3.

RECENT LABS: WBC 6.8, hemoglobin 6.2, hematocrit 20.8, sodium 135, potassium 4.2, chloride 93, BUN 40, and creatinine 1.1.

ASSESSMENT: The patient has severe anemia, drop in hemoglobin and hematocrit both. She is already on Apixaban that it is concerning, but there is no blood in the urine and no blood in the stool and that will be monitored. Repeat CBC has been ordered. In the meantime, I will continue all her current medications. She has bacteremia. She will complete the course of antibiotic for coronary artery disease, CHF, and hypertension. All her medications will be resumed and continued. Care plan was discussed with nursing staff. At this point, the patient is asymptomatic. If the CBC still show hemoglobin low, will need blood transfusion, but at this time, I will hold off because the patient is asymptomatic.
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