PROGRESS NOTE
PATIENT NAME: Williams, Helen
DATE OF BIRTH: 05/21/1926
DATE OF SERVICE: 07/03/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab
HISTORY OF PRESENT ILLNESS: The patient is seen today for followup subacute rehab. The patient has been doing well. She has no headache. No dizziness. No cough. No congestion. No nausea. No vomiting. No fever. No chills. She is sitting in the chair. She has some concerns with her blood sugar, but they are currently has been very stable. Medication has been adjusted.

REVIEW OF SYSTEMS
No headache. No dizziness. 
Pulmonary: No cough. 
Cardiac: No chest pain.

GI: No vomiting. 
Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION

The patient is awake. She is alert, cooperative, sitting in the chair, no distress.

Vital Signs: Blood pressure 134/55. Pulse 60. Temperature 97.9°F. Respiration 18. Pulse ox 100% at room air.
Neck: Supple. No JVD.
Chest: Nontender.
Lungs: Clear.

Heart: S1 S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Both leg skin ecchymosis noted with some skin abrasions that seem to be old. No recent trauma reported.

Neuro: She is awake, alert, and cooperative.

LABS: Reviewed by me. Sodium 140, potassium 4.9, chloride 107, CO2 27, BUN 37, creatinine 1.5.
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ASSESSMENT: The patient has been admitted with
1. Deconditioning with multiple medical problems status post non-STEMI.
2. Bilateral hydronephrosis.
3. Recent UTI, treated.
4. Hypertension.

5. Paroxysmal atrial fibrillation.

6. Diabetes mellitus.

PLAN OF CARE: We will continue all her current medications, and PT/OT and monitor her closely.
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