PROGRESS NOTE
PATIENT NAME: Jukes, Leroy

DATE OF BIRTH: 10/10/1954
DATE OF SERVICE: 07/15/2023

PLACE OF SERVICE: Future Care Charles Village

SUBJECTIVE: No shortness of breath. No headache. No dizziness. The patient is getting physical therapy. He just came from the physical therapy to his home. He denies any headache, dizziness. No nausea. No vomiting. No fever. No chills. 

MEDICATIONS: Reviewed.

PHYSICAL EXAMINATION:
General: The patient is awake and alert.

Vital Signs: Blood pressure 133/74 Pulse 88. Temperature 97.4 F. Respiration 18. Pulse ox 95%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Right leg cast in place. Unable to move right leg. Right arm unable to move. Left leg no edema. He is able to move his left leg.

Neurologic: He is awake, alert and oriented x3. Right-sided weakness. Ambulatory dysfunction. Left side 5/5.

LABS: Recent labs sodium 142, potassium 4.1, chloride 107, CO2 27, glucose 72, BUN 18, creatinine 1.02, calcium level 9.0, WBC count 6.9, hemoglobin 14.8, and hematocrit 43. Lab reviewed.

ASSESSMENT:
1. The patient is admitted with vertebrobasilar insufficiency and left thalamic intracranial hemorrhage.

2. Right-sided weakness due to stroke.

3. Hyperlipidemia.

4. Ambulatory dysfunction.

5. Recent right patellar fracture status post ORIF.

PLAN OF CARE: We will continue all his current medications. Continue extensive PT and OT. Follow up lab electrolyte. Care plan discussed with the patient.
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