PROGRESS NOTE
PATIENT NAME: Saunders, Robert
DATE OF BIRTH: 03/08/1954
DATE OF SERVICE: 07/15/2023

PLACE OF SERVICE: Future Care Charles Village

SUBJECTIVE: The patient is seen today for progress note. The patient is here followup in nursing rehab. He has been doing well. He denies any headache, dizziness or shortness of breath. His leg edema is slowly improving. Swelling is improving. He is taking his medication. He is compliant.

MEDICATIONS: Reviewed.

REVIEW OF SYSTEMS:
No headache. No dizziness. No cough. No congestion. No fever. No chills. No nausea or vomiting. He still has some leg edema, but it is much better. He denies any fever or chills. No headache.

PHYSICAL EXAMINATION:
General: The patient is awake. He is alert. No acute distress.

Vital Signs: Blood pressure 126/70 Pulse 80. Temperature 97.8 F. Respiration 18. Pulse ox 95%. Body weight 208.4 pounds.

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: Bilateral leg edema significantly improving.

Neurologic: He is awake, alert and cooperative.

LABS: Reviewed.

ASSESSMENT:
1. Seizure disorder.

2. DVT left lower extremity.

3. COPD.

4. History of HIV disease.

5. History of prostatic hypertrophy.

6. Hypertension.

7. Generalized deconditioning.

8. History of COPD.

Saunders, Robert 

Page 2

PLAN OF CARE: We will continue all his current medications. We will continue to monitor his electrolytes, CBC, and BMP. Recent WBC 7.06, hemoglobin 14, hematocrit 45, BUN 18, creatinine 1.1, potassium 4.4, and sodium 141. Care plan discussed with the patient and also with the nursing staff and the social workers.
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