PROGRESS NOTE
PATIENT NAME: Wiley, John

DATE OF BIRTH: 02/21/1938
DATE OF SERVICE: 07/14/2023

PLACE OF SERVICE: Future Care Sandtown.

SUBJECTIVE: The patient denies any headache, dizziness, nausea or vomiting. He is sitting in the chair. No shortness of breath. No cough. No congestion. No fever. No chills. No wheezing. The patient’s history, medications, and labs reviewed. 

MEDICATIONS: Reviewed.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness.

Pulmonary: No cough. No congestion.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria.

PHYSICAL EXAMINATION:
General: The patient is awake. He is alert, but forgetful and disoriented and confused. 

Vital Signs: Blood pressure 103/67 Pulse 64. Temperature 97.3 F. Respiration 18. Body weight 174.1 pounds. Pulse ox 99% room air.

HEENT: Head – Atraumatic and normocephalic. Eyes: Anicteric. No ear or nasal discharge.

Chest: Nontender.

Lungs: No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: No calf tenderness. Trace edema of the ankles.

Neurologic: He is awake, forgetful, and disoriented.

LABS: Recent labs potassium 5.2, sodium 140, chloride 106, CO2 28, BUN 30, creatinine 1.4, calcium level 9.5, and GFR 49.

ASSESSMENT:
1. The patient has a CHF.

2. Cardiomyopathy.

3. Renal insufficiency.

4. History of pneumonia treated for that.

5. Ambulatory dysfunction.

6. HIV disease.

7. History of paroxysmal atrial fibrillation
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8. Status post ICD placement.

9. CKD.

10. The patient has mild hyperkalemia.

PLAN OF CARE: I will get BMP tomorrow for followup K level and also BUN and creatinine. Continue all his current medications. Care plan discussed with the nursing staff.
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