PROGRESS NOTE

PATIENT NAME: Hobine, John

DATE OF BIRTH: 01/09/1930
DATE OF SERVICE: 07/03/2023

SUBJECTIVE: The patient is doing well. No shortness of breath. No cough. No congestion. No nausea. No vomiting. No hematuria. No fever. No chills.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.

Genitourinary: No hematuria.
Neuro: No syncope.

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, oriented x3, and cooperative.

Vital Signs: Blood pressure 118/78, pulse 80, temperature 98.1, respiration 18, and pulse ox 100%.

Neck: Supple. No JVD.
Chest: Nontender.

Lungs: Clear.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Edema noted. No cough tenderness.

Neuro: He is awake, alert, oriented, and cooperative.

LABS: Recent lab done. WBC count 10.2, hemoglobin 10.5, and hematocrit 33.8. The patient has chest x-ray done that shows perihilar infiltrate, but patient has a known CHF. Clinically, he does not have any sinus and symptoms of pneumonia.

ASSESSMENT/ PLAN OF CARE:

1. The patient has been admitted with recent sepsis is treated and UTI treated.

2. Known CHF.

3. Coronary artery disease status post coronary artery bypass graft.

4. Moderate to severe mitral regurgitation.
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5. Ischemic heart failure ejection fraction 40-45%. Chest x-ray showing some infiltrate most likely suggested of CHF. I will increase the Lasix dose and we will follow the chest x-ray again in 48-hours. Follow BMP. Care plan was discussed with the nursing staff.
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